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THE  USE  OF  FETAL  SERUM  TO  CAUSE  THE  ONSET  OF 

LABOR.* 

BY 

A.  J.  ROXGY,  M.  D., 

Attending  Gynecologist,  Lebanon  Hospital;  Attending  Surgeon,  Jewish  Maternity  Hospital; 
Consiilting  Gynecologist,  Rockaway  Beach  Hospital. 

The  study  of  obstetrics  has  not  in  any  period  of  time  received 
the  attention  as  have  the  other  special  branches  of  medicine  and 
surgery.  Obstetrics  even  to-day  does  not  occupy  the  position  it 
should.  Somehow  it  is  treated  as  a  medical  condition.  With  all 
our  attempts  to  place  labor  normal  and  abnormal  on  a  purely 
surgical  basis,  we  failed  entirely  and  completely.  It  is  difficult  to 
ascribe  to  one  single  factor  the  anomalous  position  the  practice 
of  obstetrics  at  present  occupies. 

The  surgical  and  mechanical  aspects  of  labor  have  in  recent 
years  made  great  strides  and  obstetricians  at  present  have  for- 
mulated definite  principles  governing  the  various  complications 
that  present  themselves  during  pregnancy  or  labor. 

Hov.^ever,  the  same  cannot  be  said  of  the  physiology  and  path- 
ology of  pregnancy.  In  this  respect  very  little  progress  has  been 
made  in  recent  years.  We  are  still  in  the  dark  as  to  the  cause  of 
the  toxemias  of  pregnancy  and  until  recently  we  had  no  concep- 
tion whatsoever  as  to  the  cause  of  the  onset  of  labor. 

The  importance  of  investigating  and  establishing  the  true 
cause  of  labor  pains  or  what  causes  pregnancy  to  terminate  is 
apparent  to  all.     If  the  true  etiology  is  established  it  may  solve 

*  Read  at  the  Annual  Meeting  of  the  Medical  Societ}'  of  the  State  of  New  York 
April  i8,  1912. 
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the  problem  both  physiological  and  pathological  that  present 
themselves  in  the  pregnant  woman  and  in  this  way  change  the 
entire  scientific  aspect  of  obstetrics. 

The  reason  for  the  onset  of  labor  was  sought  long  before  obstet- 
rics was  practiced  along  scientific  principles.  The  explanation  of 
Hippocrates  is  familiar,  namely,  the  child  being  forced  by  hunger 
in  the  last  days  of  pregnancy  braces  itself  with  its  feet  against  the 
fundus  of  the  uterus  and  in  this  manner  induces  labor  pains  and  is 
bom  by  its  o\\ti  weight.  This  view  was  entertained  during 
antiquity.  Even  up  to  more  recent  times  the  conception  pre- 
vailed that  the  active  fetal  movements  bring  the  onset  of  labor. 
Galen  was  the  first  to  impress  that  the  birth  of  the  child  was  de- 
pendent upon  the  contraction  of  the  uterus  and  the  active  dila- 
tion of  the  cervix,  thus  attaching  considerable  importance  to 
abdominal  pressure.  Very  many  fanciful  theories  were  at  vari- 
ous times  advanced;  such  as  over  distension  of  the  uterus  with 
the  consequent  stimulation  of  the  cervical  ganglia  causing  the 
onset  of  labor;  the  overcharge  of  placental  blood  with  carbonic 
acid  and  a  deficiency  of  oxygen,  were  for  a  long  time  thought  to 
be  the  true  causes  of  the  onset  of  labor. 

For  a  great  number  of  these  theories  it  can  be  said  that  none 
afforded  a  wholly  satisfactory  explanation  as  all  of  them  were 
not  based  on  scientific  investigation. 

In  recent  years  the  studies  of  immunity  and  anaphylaxis  have 
opened  new  channels  for  investigation  of  the  various  physiolog- 
ical and  pathological  phenomena,  and  it  was  but  natural  that 
the  cause  for  the  onset  of  labor  should  be  sought  and  studied 
along  these  lines.  Sauerbruch  and  Heyde  {Munch,  med. 
W ochenschr . ,  1910)  were  the  first  to  make  use  of  a  natural  case  in 
this  direction  which  is  the  well-known  one  described  by  Schauta 
{Gyndk.  Rundschau.,  1910,  Bd.  xii,  No.  50,  p.  2617)  and  Basch, 
{Munch,  med.  Wochenschr.,  1910,  No.  21,  p.  987).  of  the  united 
twin  sisters  Blazek,  one  of  whom  became  pregnant.  Diuing 
pregnancy  the  other  one  developed  a  series  of  secondary  phenom- 
ena characteristic  of  pregnancy,  but  she  was  not  influenced 
by  parturition  itself. 

Sauerbruch  and  Heyde  tried  this  "natural  exju-riment"  on 
animals. 

Series  1. — They  sewed  a  pregnant  rat  to  a  normal  male  or 
female.  They  noticed  that  pregnancy  was  not  influenced  nor 
was  the  other  normal  partner  in  any  w^ay  disturbed,  but  that  a 
few  hours  before  the  onset  of  labor  the  other  rat  became  very 
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sick  and  fell  into  a  state  of  complete  apathy  which  continued 
throughout  the  birth  act.  In  a  number  of  animals  there  ap- 
peared tetanic  contraction  or  twitchings  similar  to  those  of 
uremia,  either  spontaneously  or  by  the  use  of  external  stimulation. 
A  number  of  the  animals  died  of  these  manifestations;  the  siu*- 
vivors  were  those  who  had  been  united  for  a  longer  time  to  the 
pregnant  ones.  Both  authors  considered  the  symptoms  as  those 
of  an  intoxication  brought  about  by  substances  formed  during  or 
shortly  after  birth  and  are  then  harmless  for  the  pregnant  part- 
ner. They  explained  the  absence  of  symptoms  in  those  part- 
ners joined  for  a  longer  time,  by  the  development  of  immunity 
or  habitude. 

Series  2. — How  far  can  the  birth  act  at  the  end  of  normal  preg- 
nancy influence  the  beginning  of  pregnancy?  Out  of  five  cases, 
three  aborted  and  in  the  other  two  no  effect  was  produced.  They 
explained  the  absence  of  abortion  on  the  ground  of  lessened  sus- 
ceptibility of  the  uterus.  They  considered  the  substances  which 
bring  on  contraction  of  the  uterus  as  specific. 

As  a  result  of  these  experiments  by  Sauerbruch  and  Hevde, 
Professor  Henkel  asked  Dr.  A.  von  der  Heide  to  try  these  experi- 
ments on  human  beings  with  the  difference  that  blood  of  active 
parturients  was  injected. 

Heide  injected  four  patients  in  the  last  weeks  of  pregnancy, 
with  8  to  20  c.c.  of  defebrinated  blood  obtained  during  the  stage 
of  dilation  and  expulsion.  No  changes  in  pulse,  temperature  or 
other  abnormal  findings  were  noted.  In  one  case,  immediately 
after  injection  the  patient  became  restless,  dyspnea,  cyanosis 
and  sweat  followed;  pulse  rose  from  80  to  140.  Recovery  from 
collapse  took  place  in  ten  minute  without  further  distress. 

Although  these  injections  of  parttu-ients'  serum  gave  no  result, 
it  did  not  seem  to  Heide  to  be  without  promise  to  try  fetal  serum 
instead;  inasmuch  as  Lockman  and  Thies  (Biochem.  Zeitsck., 
1910,  Band  xxv,  Heft  2-3,  p.  120)  had  observed  distinct  changes 
after  such  injections  into  gravid  animals.  In  their  experiments 
they  foimd  that  all  pregnant  animals  reacted  after  the  first  injec- 
tion of  fresh  feial  rabbits'  serum  while  of  the  nonpregnant  rabbits, 
71  percent,  reacted  after  one  or  more  injections,  showing  that 
pregnancy  in  itself  may  be  considered  anaphylactic  to  serum  of 
their  species. 

If  we  suppose  that  analogous  changes  exist  between  mother 
and  fetal  serum,  then  the  continual  interchange  between  maternal 
and   fetal   circulation   opens   a  perspective  for  the   etiology  of 
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puerperal  changes  in  the  mother's  organism,  and  the  diseases 
thereof.  Very  likely  puerperal  toxicity,  especially  eclampsia  is 
the  result  of  an  overcharging  of  the  mother's  organism  with  un- 
changed fetal  protein.  Von  de  Heide  tried  these  experiments  on 
twenty-six  pregnant  women. 

It  is  my  intention  to  incorporate  his  experiments  and  the 
conclusions  derived  therefrom  in  this  paper,  in  order  to  enable  the 
reader  to  form  his  OAvn  opinion  and  conclusion  as  to  the  value  of 
these  investigations.  The  experiments  of  Heide  and  that  of  my 
own  will  practically  form  all  the  literature  on  the  subject  up  to 
the  writing  of  this  paper. 

EXPERIMENTS    OF    VON    DER    HEIDE. 

Group  I.  Induction  of  Labor.  Experiment  i. — Ros.,  twenty 
years,  i-para;  due  beginning  of  February.  Distinct  dermato- 
graphy.  9.11.,  intravenous  injection  of  17.5  c.c.  fetal  serum. 
Three  hours  after  injecting,  labor  pains  set  in.  Face  reddened, 
slight  apathy,  sensorium  clear.  Pains  in  the  beginning  every 
ten  to  fifteen  minutes;  in  the  second  hour  every  four  to  five 
minutes;  in  the  third  hour  every  three  minutes;  after  four  hours 
every  two  minutes.  During  the  next  hour  pains  subsided  some- 
what, every  five  minutes,  varying  in  intensity  but  at  regular 
intervals.  Patient  slept  at  first;  later  became  restless  for  a  short 
time.  Three-quarters  of  an  hour  after  onset  of  pains,  vaginal 
examination  revealed  the  same  findings  as  four  days  previously; 
cervix  2  c.c.  long,  os  one  finger  dilated.  Three  hours  after  in- 
jection, temperature  rose  from  35.8  to  39.4  C. ;  soon  afterward 
pains  followed.  Fetal  heart  sounds  during  rise  of  temperature 
varied.  Duration  of  labor  sixteen  hours.  Premature  child, 
male,  2700  gm.,  47  cm.  long.  Fontanels  wide  open.  Lanugo  on 
whole  body.     Mother's  urine  negative. 

Experiment  2. — Helm.,  twenty-two  years,  i-para;  due  8. 11. 
Distinct  dermatography.  26,  11,  intravenous  injection  of  17.5 
c.c.  fetal  serum.  Four  hours  after  injection  onset  of  labor  pains. 
Breathing  loud,  difficult,  chilly  and  burning  feelings,  cold  sweat. 
Rise  of  temperature  to  37.6  C;  pulse  between  96  and  106.  Dura- 
tion of  labor  ten  and  a  half  hours;  male,  full  term  child;  3300 
gm.,  52  cm.  long,  mother's  urine  negative.  ^ 

Experiment  3. — Ber.,  twenty-one  years,  i-para ;  due  beginning 
of  March  27,  1911,  intravenous  injection  of  2  c.c.  fetal  serum. 
Ten  minutes  later  labor  pains  set  in  (previously  no  history  of 
pains  obtainable  even  after  closest  questioning).     The  first  con- 
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tractions  painless,  occurring  every  ten  to  twelve  minutes.  After 
three-quarters  of  an  hour  increase  of  contractions.  Diuration  of 
labor  twenty  and  a  half  hours  (generally  contracted  pelvis) .  On 
account  of  low  impaction,  forceps  applied.  Child,  female,  3580 
gm. ;  5 1  cm.  long.  Temperature,  pulse,  urine  of  mother  negative. 
Experiment  4. — Steg.,  nineteen  years,  i-para.  Due  10,  11.  On 
I,  II,  intravenous  injection  of  2  c.c.  fetal  serum.  Previous 
internal  examination;  cervix  1/2  cm.  long;  os  closed.  Cyanosis. 
Temperature  rose  from  36.5  to  37.1  C.  Onset  of  contractions  and 
pains  as  in  Case  3.  Duration  of  labor  eleven  and  three-quarter 
hours.     Child  2 no  gm.,  47  cm.  long. 

Group  II.  Transient  Pains.  Experiment  5. — Mey.,  twenty 
years,  i-para,  sixth  month.  Transferred  from  psychopathic  clinic 
for  the  interruption  of  pregnancy.  4-1 1 1  injection  of  3  c.c.  fetal 
serum  intervenously.  6-1 11  injection  of  30  c.c.  fetal  serum. 
Threehourslater  slight  pains  which  soon  passed.  Cyanosis.  Tem- 
perature and  pulse  negative  seven  and  a  half  hours;  later  30 
c.c.  fetal  serum  was  again  injected  intravenously;  no  reaction 
whatever. 

Experiment  6. — Baum,  twenty- three  years,  i-para;  in  last 
month.  18,  11,2  c.c.  fetal  serum  intravenously,  no  effect.  Tem- 
perature rose  from  36.8  to  37  C.  Three  and  a  quarter  hoiu"s  after 
injection,  irregular  pains  set  in  which  gradually  subsided.  Essen- 
tial change  in  vagina  and  os  not  demonstrable.  (For  other  reasons 
it  became  necessary  to  induce  labor.) 

Experiment  7. — Bau.,  twenty  years,  i-para.  Due  beginning  of 
April.  On  13,11  first  injection  intravenously,  18  c.c.  fetal  serum. 
Two  hours  later  irregular  pains  between  long  intervals ;  four  hours 
later  pains  increased.  Temperature  rose  from  36.5  to  38.1  C, 
pulse  to  132,  pains  and  temperature  subsided.  Spontaneous 
birth  on  21,111 ;  female  child,  48  cm.,  2350  gm. 

Group  III.  Use  in  Inertia.  Experiments. — Zim.,  twenty-one 
years;  i-para.  After  four  hours  of  labor  complete  inertia  set  in, 
lasting  thirty-one  hours.  Os  barely  two  fingers  dilated,  cervix 
almost  obliterated,  bag  of  waters  intact,  head  well  engaged. 

Injection  of  8  c.c.  fetal  serum.  In  twenty  minutes  onset  of 
strong  pains  which  led  to  the  expulsion  of  a  strong  child  nine 
hoiu-s  after  injection. 

Experiment  9. — K.,  twenty  years,  i-para.  Weak  pains  every 
seven  minutes;  after  intravenous  injection  of  10  c.c.  fetal  serum, 
pains  markedly  increased  in  force  and  frequency.  In  one  and  a 
half  hours  temperature  rose  to  38.6  C;  four  hours  later,  second 
injection  of  20  c.c.  fetal  serum  without  affecting  pains.     Tem- 
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perature  falls  in  one-half  hour  from  38  to  37.3  C.  Pulse  drops 
from  112  to  92.  Forceps  applied  because  of  low  transverse 
position. 

Experiment  10. — Kow.,  thirty  years,  i-para.  Time  of  onset  of 
pains  cannot  be  determined.  At  the  time  of  the  injection  of 
10  c.c.  fetal  serum  head  movable  above  brim;  bag  intact.  Pains 
weak  and  not  frequent  After  injection,  pains  every  three  to 
four  minutes,  then  every  two  minutes.  Six  and  a  half  hotu-s  later 
she  was  delivered.  A  second  injection  of  20  c.c.  fetal  serum  two 
and  one-half  hotu-s  a.  p.  had  no  appreciable  effect.  Pulse,  tem- 
perature, lurine  of  mother  negative. 

Experiment  1 1 . — Arn.,  i-para.  Tedious  labor,  membranes  were 
ruptured  but  pains  were  still  weak.  Injection  of  5  c.c.  fetal 
serum  intravenously.  After  two  minutes,  pains  came  at  intervals 
of  two  minutes.  Two  hours  after  injection  spontaneous  delivery 
of  a  very  strong  child. 

Experiment  12. — Hei.,  thirty  years,  i-para.  Dilation  con- 
tinued for  da^'s  without  the  detection  of  real  pains.  Injection  of 
4  c.c.  fetal  serum;  pains  began  after  two  and  one-half  hours  and 
lasted  four  hours;  following  day  pains  set  in  again  and  led  to 
expulsion. 

Experiment  13.^ — Ba.,  viii-para.  Very  weak  pains.  Injection 
16.5  c.c.  fetal  serum.  In  one  hour  one  pain;  in  one-half  hour 
stronger  pains  which  soon  became  rhythmic  and  without  ceasing 
led  to  birth. 

Group    IV.  Negative    Results. 

Experiment  14,  B.  25  i;  5  fs.  31  i;  10  fs.  4  11;  20  fs.; 
full-term  child. 

Experiment  15,  H.  17  i ;  5  fs.  24  i ;  10  fs.  Birth  13  11  male  49 
cm.,  2350  gm. 

Experiment  16,  M.     11  2;  20  fs.  15  2;  30  fs.     Discharged  a.  p. 

Experiment  17,  G.  10  3;  3  fs.  12  3;  30  fs.,  three  hom-s  after 
second  injection  20  c.c.     Birth  1.5;  fem.  52  cm.,  3300  gm. 

Experiment  18,  P.  5  4;  2  fs.  7  4;  20  fs.  Birth  23  4;  fem. 
47  cm.,  2400  gm. 

Experiment  19,  H.  8  4;  2  fs.  18  4;  48  fs.  Birth  27,  4,  full 
term. 

Experiment  20,  S.     6  3 ;  3  fs.  7  3 ;  30  fs.      Birth  25,  3,  full  term. 

Experiment  21,  F.  8  4;  2  fs.  12  4;  20  fs.-  Birth  16  4;  54  cm., 
3250  gm. 
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Group  V.  Experiment  22. — Thorn.,  thirty-three  years,  iii- 
para,  eleven  days  a.  p.  Two  injections  2  C.C.-30  c.c.  without 
reaction.  During  second  stage  injection  of  5  c.c.  fs.,  twenty 
minutes  a.  p.  Three  hours  p.  p.  injection  of  25  c.c.  fs.,  in  one 
and  one-half  hours  rise  of  temperature  from  36.5  to  37.8.  Pulse 
unchanged. 

Four  hours  after  second  injection  another  injection  of  20  c.c. 
ovarian  extract;  temperature  in  one  and  one-half  hours.  Patient 
complains  of  headache,  is  restless.  Temperature  slowly  subsides. 

Urine  before  injection  negative.  Amount  for  24-30  hours 
p.  p.,  1000  c.c.  bloody  (catheterized  specimen).  Micros,  r.  b.  c. 
numerous.  Forty-eight  hoiu-s  postpartum  1500  c.c.  red  blood 
cells  disappeared. 

Group  VI.  Experiment  23. — Kon.,  twenty-foiu"  years,  i-para. 
In  tenth  month  of  pregnancy.  First  injected  for  two  weeks 
(14-iii  to  i-iv)  with  increasing  doses  of  2-1 1  c.c.  fetal  serum 
intramuscularly.  The  separate  injections  were  without  results. 
On  4-iv  pains  (contractions),  not  felt  by  this  otherwise  sensi- 
tive woman,  set  in.  Diuration  of  labor  sixteen  hoiurs;  strong 
child,  51  cm.,  3500  gm. 

Experiment  24. — Heil.,  twenty  years,  i-para.  In  tenth  month. 
During  same  time  as  above.  Injected  intramuscularly  with  six 
increasing  doses  of  i  c.c.  fetal  serum.  Birth  at  term  5-iv. 
Duration  of  labor  fourteen  hoiu"s.     Strong  child  54  cm.,  4000  gm. 

Experiment  25. — Bau.,  thirty- two  years,  i-para.  Received  intra- 
muscularly increasing  doses  of  i-i  2  c.c.  fs.  from  13-iii  to  8-iv. 
After  fourth  injection  (6  c.c),  flow  of  blood,  weak  pains. 
Temperature  rises  from  37  to  38.7,  pulse  from  104  to  120  in  one 
hour;  five  hours  after  highest  temperattue ;  intravenous  injec- 
tion of  5  c.c.  given.     Slow  falling  of  temperature. 

Two  days  later  increasing  doses  of  fetal  serum  were  again  in- 
jected. The  last  time,  8-iv,  12  c.c.  fs.  Soon  after,  pains  every 
four  to  five  minutes,  which  subsided  three  hours  after  the  injec- 
tion.    Birth  on  9-iv.     Female  53  cm.  long,  3360  gm. 

Experiment  26. — Tr.,  twenty-three  years,  i-para.  Fifth  to 
sixth  month.  Marked  vomiting  of  pregnancy  which  is  increased 
by  a  few  intramuscular  injections  of  fetal  serum.  Spontaneous 
premature  birth  in  seventh  month;  child  lives. 

RESULTS    OF   EXPERIMENTS. 

In  four  cases  after  injection  of  serum  labor  pains  set  in  which 
led  to  expulsion.     In  three  cases  one  injection  sufi&ced.     In  two 
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cases  a  slightly  larger  second  injection  was  given  after  the  first 
injection.  The  subjects  of  these  experiments  were  women  in  the 
last  weeks  of  pregnane}?-,  or  shortly  before  a.  p.  Careful  question- 
ing revealed  that  the  women  had  no  labor  pains  previous  to  injec- 
tion. Cases  3  and  4  were  very  nearly  at  term;  this  may  explain 
why  the  small  amount  of  2  c.c.  fetal  serum  sufficed  to  cause  labor 
to  set  in. 

Case  I  illustrates  particularly  well  our  explanation  that  the 
pains  produced  by  the  injection  signify  the  actual  beginning  of 
labor;  even  three-fourth  hour  after  the  commencement  of  pains 
the  same  vaginal  findings  were  present  as  four  days  previous. 

In  the  first  two  cases  there  was  a  rise  of  temperature  soon  after 
the  injection.  In  Case  I  it  rose  to  39  C.  which  subsided  during 
labor  and  left  no  visible  effects  upon  mother  or  child.  The  pulse 
showed  little  change. 

In  the  three  following  cases  (Group  II)  the  pains  appeared 
transiently.  In  Cases  5  in  which  abortion  was  indicated  because 
of  epilepsy,  pains  were  observed  for  three  hours  after  injection; 
they  were  only  slightly  felt  and  subsided  after  three  hours.  Their 
action  was  demonstrable  by  the  shortening  of  the  cervix.  We 
injected  in  this  case  3  c.c.  fetal  serum  and  followed  this  in  three 
days  with  30  c.c.  In  the  second  case  the  temperature  rose 
after  the  second  injection  to  37  C,  the  pulse  was  at  a  maximum 
after  five  hoiu-s  (132,  previously  104).  One- quarter  hour  after 
maximum  temperature,  irregular  labor  pains  set  in  which  con- 
tinued for  six  hours.  This  effective  second  dose  having  ten 
times  the  strength  of  the  first  was  given  three  days  after  the 
first  injection. 

Differing  from  this  we  have  Case  1 1 1 ,  in  which  pains  set  in  after 
first  injection  of  18  c.c.  and  one  and  a  half  hours  before  maximum 
temperature  of  38  C.  (36.5  previous  to  injection) .  The  pulse  rose 
from  96  to  132.  The  second  injection  of  25  c.c.  given  four  days 
later,  gave  no  reaction  as  far  as  pains,  temperature  or  pulse  were 
concerned,  but  we  must  note  here  that  the  birth  of  a  child  48  cm., 
2350  grams,  occurred  four  days  after  the  injection.  A  causative 
relation  between  injection  and  labor  cannot  in  this  case  be 
positively  proven  because  of  the  fom-  days  interval;  the  only 
noteworthy  feattue  is  that  the  child  was  not  at  full  term.  Since 
in  the  other  two  cases  it  was  necessary  to  induce  premature  labor 
this  factor  cannot  be  considered  further. 

The  third  group  of  experiments  confirmed  our  theoretical  sup- 
position that  because  of  the  previous  positive  results  in  the  first 
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group,  fetal  serum  could  be  favorably  used  in  the  treatment 
of  primary  and  secondary  inertia.  In  Case  8  pains  had  ceased 
completely  after  four  hours  duration.  In  the  five  other  cases 
the  pains  were  weak  in  intensity  and  not  frequent.  In  Case  12, 
thirty  years,  i-para,  dilation  of  the  cervix  lasted  a  few  days, 
without  the  sensation  of  labor  pains.  After  injecting  4  c.c. 
fetal  serum  pains  set  in  in  two  and  a  half  hours  which  gradually 
increased  in  intensity  and  lasted  four  hours;  on  the  next  day 
after  a  period  of  inertia  they  set  in  again  and  led  to  the  birth  of 
a  full  term  baby. 

In  Case  1 1  secondary  inertia  (narrow  pelvis)  the  pains  ceased 
almost  completely  after  the  rupture  of  membranes.  In  all  three 
cases  strong  contractions  set  in  in  from  four  to  fifteen  minutes 
after  the  injection  at  intervals  of  three  to  four  minutes.  The 
quantitative  and  qualitative  change  in  the  pains  after  the 
injections  was  self-evident. 

Group  4  contains  those  cases  which  showed  no  effect  after  the 
second  or  third  injection  of  fetal  serum.  Case  18  deserves 
mention  because  sixteen  days  after  the  second  injection  (ten 
gradually  increasing  doses  were  given  two  days  afterward)  a 
child  47  cm.,  2400  grams,  was  bom,  evidently  fourteen  days 
before  term.  In  this  case  also  the  relation  between  injection 
and  birth  is  not  improbable,  especially  when  we  consider  all  the 
evidences  of  prematurity  in  the  new-bom.  The  reasons  for  the 
failure  of  the  injection  we  will  consider  later. 

In  the  fall  of  the  past  year  an  editorial  appeared  in  the  Journal 
of  the  American  Medical  Association,  commenting  on  the  investi- 
gations of  Heide  and  what  these  experiments  may  lead  to  if  they 
prove  to  be  positive. 

We  immediately  familiarized  ourselves  with  the  original  work 
of  Heide  and  began  to  make  preparations  for  experiments  along 
the  same  lines  at  the  Jewish  Maternity  Hospital,  following  closely 
the  methods  and  dosage  of  Heide  with  some  slight  modifications 
to  suit  the  individual  case.  The  serum  was  prepared  as  sug- 
gested in  Heide's  original  paper.  The  house  surgeon  was  in- 
structed to  admit  cases  to  the  hospital  which  were  not  in  labor, 
particularly  patients  in  the  last  weeks  of  pregnancy  who 
came  for  some  general  information  pertaining  to  their  pregnant 
state. 

Realizing  the  gravity  of  such  experiments  in  a  public  hospital 
in  this  city,  we  were  very  cautious  in  the  beginning.  We  were 
fully  aware  that  any  untoward  accident  would  interrupt  all  our 
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work  and'in  addition  we  would  have  to  face  serious  consequences. 
Fortunately,  nothing  of  importance  occurred  to  mar  our  investi- 
gation until  the  latter  stage  of  the  work.  At  that  time  we  were 
quite  familiar  with  the  general  routine  and  technic. 

Dr.  George  Krupp  was  associated  with  me  in  this  work  and  was 
in  charge  of  all  the  clinical  data  of  the  patients  after  they 
had  been  injected.  The  intravenous  method  was  used  in  all  our 
experiments.  At  the  earlier  stage  of  our  work  a  vein  in  the  arm 
was  exposed  by  a  small  skin  incision,  but  later  we  found  it 
unnecessary  and  the  vein  was  entered  directly  with  a  needle 
through  the  skin.  A  rubber  bandage  or  a  piece  of  rubber  tubing 
was  placed  on  the  arm  above  the  point  of  entrance,  in  order  to 
engorge  the  veins,  and  then,  the  most  prominent  vein  was 
selected  for  injection.  As  a  rule  we  succeeded  in  entering  the 
veins  at  the  first  attempt. 

I  shall  enumerate  the  experiments  as  they  occtured  in  the 
hospital.  We  could  not  group  our  cases  because  the  hospital 
service  does  not  permit  a  waiting  list,  but  I  shall  attempt  to 
classify  them  in  the  summary  of  these  experiments. 

Experiment  i . — R.  E.,  thirty- three,  iii-para,  at  term.  Admitted 
November  20,  191 1,  no  dilation,  membranes  intact,  cervix  thick, 
head  not  engaged,  no  pain.  November  21,  191 1,  12.35  p-  M- • 
5.5  c.c.  of  fetal  blood  serum  injected  intravenously.  Pulse, 
temperattire,  and  respiration  before  injection  normal.  Fifteen 
minutes  after  injection  temperature  99,  pulse  120,  respiration  32. 
Uterine  contraction  noticed.  At  6  p.  m.  patient  began  to  com- 
plain of  slight  pain.  At  10  p.  m.  the  pains  occurred  every  five  to 
six  minutes.  At  12  a.  m.  every  three  minutes.  At  i  a.  m. 
patient  felt  nauseated  and  vomited.  The  pains  continued 
during  the  night  and  at  7  a.  m.  she  was  fully  dilated.  Delivered 
at  10  a.  m,  November  22 ;  child  weighed  9  pounds  3  ounces. 

Experiment  2. — C.  G.,  twenty-four,  ii-para.  Admitted  No- 
vember 22,  191 1.  Last  menstruation  eight  months  ago,  due 
toward  the  middle  of  December.  Head  not  engaged,  cervix  not 
dilated.  Temperature,  pulse  and  respiration  normal.  Injected 
at  4.30  p.  M.  7  c.c.  of  fetal  blood  serum.  One  hour  later  tem- 
perature 99.2,  pulse  88,  respiration  24.  Began  to  have  pains 
at  6  p.  M.  At  7  p.  M.  pains  came  on  every  four  minutes.  At  9 
p.  M.  patient  had  a  severe  chill  lasting  four  to  five  minutes. 
The  pains  continued  and  at  2.15  a.  m.  patient  was  delivered 
spontaneously  of  a  child  weighing  4  poimds,  1 1  ounces  and 
premature. 
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Experiment  3. — E.  O,,  twenty-two,  i-para.  Admitted  Nov. 
26,  191 1,  due  December  15,  No  pain,  no  dilation  of  the  cervix, 
membranes  intact,  head  presenting.  November  27  injected  8  c.c. 
fetal  serum.  No  reaction.  November  28,  12  p.  m.  injected  20 
c.c;  sUght  pains  in  the  abdomen  during  the  afternoon.  Patient 
left  the  hospital  November  29.  Readmitted  December  21. 
Patient  had  a  slight  bloody  discharge  but  no  pain.  December 
2  at  10.30  P.  M.  injection  of  19  c.c.  fetal  serum.  Temperature 
98.4,  pulse  94,  and  respiration  20.  Blood  pressiu-e  128  to  130. 
Patient  began  to  have  pains  toward  the  morning  of  December  3. 
At  10  A.  M.  she  felt  nauseated  and  vomited  a  great  deal.  De- 
livered December  3,  12  a.  m.  prematiue  child  weighing  5  pounds. 

Experiment  4. — R.  B.,  twenty-three  years,  iii-para.  Admitted 
November  26.  Slight  pain  in  the  back  cervix,  two  fingers  dilated, 
membranes  intact,  head  engaged,  L.  O.  A.  Pains  subsided 
shortly  after  admission.  Injection  of  10  c.c.  fetal  serum  at 
2.25  p.  M.,  November  27.  Patient  began  to  have  pains  toward 
the  evening  which  became  stronger  during  the  night  and  she  was 
delivered  at  8.35  a.  m.,  November  28,  child  weighing  7  pounds 
12  ounces. 

Experiment  5. — I.  G.  thirty-two  years,  iii-para.  Admitted 
November  30.  Two  fingers  dilated,  membranes  ruptured,  head 
not  engaged.  At  term,  no  pains.  November  30,  10.15  P-  m. 
injection  of  5  c.c.  fetal  serum.  At  1.30  a.  m.  slight  pains  in  the 
back  lasting  20  to  25  seconds.  December  i,  11.30  a.  m.  no  pain, 
was  injected  with  19  c.c.  Pulse  immediately  rose  from  100  to 
142  and  patient  felt  nauseated,  began  to  have  pain  in  the  back 
which  subsided  later.  Patient  delivered  December  5,  12.15  a.  m. 
child  weighing  6  pounds,  15  ounces. 

Experiment  6. — F.  S.^  thirty  years,  i-para.  Flat  pelvis;  first 
child  living,  the  othei  two  pregnancies  resulted  in  still-born  chil- 
dren on  account  of  difficult  deliveries.  Was  due  January  12. 
Admitted  to  the  hospital  for  induction  of  labor  on  account  of  flat 
pelvis.  December  22  at  4  p.  m.,  injection  of  5  c.c.  fetal  serum. 
Temperature  97.8,  pulse  80,  respiration  24,  blood-presstue  145; 
slight  reaction.  At  8.50  P.  m.  injection  20  c.c.  fetal  serum,  com- 
menced to  have  pain  at  9.05  or  fifteen  minutes  after  injection. 
At  9.15  patient  had  a  severe  chill,  pain  in  the  head,  pulse  became 
thready;  she  developed  cardiac  oppression  and  precordial  pain, 
labored  respiration;  chill  lasted  18  minutes.  At  9.30  p.  m.,  tem- 
perature 102.8,  pulse  130,  and  respiration  32.  At  10.25  she 
vomited.      10.35    P-   m.,    temperature  rose  to  104.4,  pulse  140, 
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respiration  40.  The  pains  came  on  more  frequent  and  at  10  a. 
M.  December  3,  the  cervix  was  two-thirds  dilated.  At  this  stage 
the  membranes  ruptured.  Patient  also  developed  a  severe  herpes 
labialis.  She  began  to  improve  toward  the  morning  and  at  i  p.  m. 
after  full  dilation  of  the  cervix  delivery  was  accomplished  by 
breech  extraction.  The  child  was  still-born.  Fetal  heart  sounds 
were  present  before  patient  became  ill,  but  could  not  be  elicited 
after  she  recovered  from  shock  one  hour  before  delivery. 

Experiment  7. — J.  W.,  twenty-three  years,  ii-para.  Admitted 
December  2,  at  term,  slight  pain  in  the  back,  cervix  thick,  not 
dilated,  membranes  intact.  Patient  kept  under  observation 
during  the  next  twenty-four  hours,  but  she  had  no  pain.  Injec- 
tion at  9  p.  M.,  of  9  c.c.  of  fetal  serum  and  no  effect  whatsoever 
noted.  Patient  left  the  hospital  December  5 ;  readmitted  Decem- 
ber 8,  cervix  two  fingers  dilated  and  in  active  labor.  She  was 
delivered  at  12.20  p.  m.  full  term  child,  weighing  6  pounds. 

Experiment  8.-vR-  B.,  v-para.  Admitted  to  the  hospital  in 
the  fifth  month  of  pregnancy,  suffering  from  chronic  endocarditis 
with  signs  of  failure  of  compensation.  December  16,  injection 
5  c.c.  fetal  serum,  no  reaction  and  no  pain.  December  17,  at 
3  p.  M.  injection  with  18  c.c.  fetal  serum.  Two  hours  later  patient 
felt  nau^seated  and  vomited  a  great  deal,  was  very  restless.  She 
left  the  hospital  December  18. 

Experiment  9. — E.  F.,  twenty-six  years,  iii-para.  Admitted 
November  27,  9  p.  m.,  cervix  one  finger  dilated,  membranes 
intact,  head  not  engaged;  due  December  15.  November  29, 
4.40  p.  M.  injection  of  28  c.c.  fetal  serum  without  effect.  Refused 
to  be  injected  again  and  left  the  hospital  the  same  day.  She 
was  readmitted  December  18,  and  was  delivered  at  9  A.  m.  Child 
weighing  8  pounds  6  ounces. 

Experiment  10. — S.  G.,  thirty-three  years,  iii-para.  Admitted 
December  4,  cervix  three  fingers  dilated,  membranes  intact, 
head  engaged;  at  term.  Pains  subsided  shortly  after  admission. 
At  12.30  p.  M.  injection  5.5  c.c.  of  fetal  serum.  Commenced  to 
have  pains  during  the  afternoon  and  toward  the  evening  patient 
was  in  active  labor.     Delivered  December  5,  at  3  a.  m. 

Experiment  11. — R.  G.,  i-para.  Admitted  November  30,  head 
engaged,  membranes  intact,  cervical  canal  closed,  no  pain.  Due 
December  7.  11.30  a.  m.  32  c.c.  fetal  serum  were  injected;  no 
effects  were  noticed.  She  left  the  hospital  the  foUomng  day  and 
was  readmitted  December  11  and  delivered  at  3.25  a.  m.,  child 
weighing  5  pounds  14  ounces. 
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Experiment  12. — A.  R.,  twenty-two  years,  i-para  in  the  eighth 
month  of  pregnancy.  Admitted  to  the  hospital  December  7 
for  the  induction  of  labor  on  account  of  endocarditis  which  com- 
menced to  give  signs  of  failure  of  compensation.  Temperature, 
pulse  and  respiration  normal,  blood-pressure  118.  December  7, 
injection  of  8  c.c.  fetal  serum  no  reaction.  Injected  again  at 
7.15  p.  M.,  no  effect.  Patient  refused  further  treatment  and  left 
the  ho.spital. 

Experiment  13. — I.  U.,  twenty-three  3'ears,  i-para.  Admitted 
December  24,  10.30  p.  m.,  membranes  intact,  head  not  engaged, 
at  term,  slight  pain  in  the  back.  December  26,  10.55  ^-  m., 
injection  of  6  c.c.  fetal  serum.  Ten  minutes  later  contraction 
of  the  uterus  was  noticed  and  patient  commenced  to  have  pains. 
At  12  M.  pains  ceased.  At  i  a.  m.  December  27,  pain  began 
anew  occiuring  every  five  to  eight  minutes.  Patient  vomited  a 
great  deal  during  the  day.  December  28,  pains  subsided  again. 
She  was  injected  with  15  c.c.  at  10  p.  m.  and  began  to  have  strong 
labor  pains  two  hours  later  and  was  delivered  at  6.40  a.  m. 
December  29. 

Experiment  14. — E.  C,  thirty-one  years,  v-para.  Admitted 
December  25.  Cervix  thick,  membranes  intact,  head  presenting, 
no  pain.  Injected  at  9.05  p.  m.,  5  c.c.  fetal  serum  ;  no  reaction. 
At  I  A.  M.  December  6,  20  c.c.  of  fetal  serum  were  injected.  Just 
after  injection  patient  felt  much  distressed,  cried  out  with  much 
precardial  pain;  also  severe  pain  in  the  back.  Uterus  became 
firmly  contracted  and  she  had  a  severe  chill  lasting  thirty  minutes. 
Temperatirre  rose  to  103,  pulse  120,  respiration  32.  At  2  a.  m., 
one  hour  after  the  second  injection,  no  fetal  heart  sounds  could 
be  heard.  Fetal  heart  sounds  were  present  before  second  in- 
jection. Delivered  spontaneously  December  26,  5.15  a.  m.,  child 
still-born.  Patient  had  a  severe  postpartum  hemorrhage  which 
required  packing  of  the  uterus  in  order  to  control  it.  She  also 
developed  a  severe  form  of  herpes  labialis.  At  the  end  of  thirty- 
six  hours  the  patient's  condition  became  normal  and  she  was 
discharged  from  the  hospital  at  the  end  of  fourteen  days. 

Experiment  15. — Patient  admitted  to  the  obstetric  service  of 
Lebanon  Hospital  in  the  ninth  month  of  pregnancy,  suffering 
from  chronic  endocarditis  and  failure  of  compensation.  General 
treatment  for  the  cardiac  condition  was  instituted  and  she  gradu- 
ally began  to  improve.  Patient  was  due  December  29.  On 
December  18,  her  general  condition  was  fairly  good  and  interrup- 
tion of  pregnancy  was  decided  upon.     December  18,  at  4  p.  m. 
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injection  of  3.5  c.c.  of  fetal  serum.  vShe  began  to  have  pain 
toward  evening  which  ceased  during  the  night.  The  following 
morning  the  pains  reappeared  but  were  very  weak.  Another 
injection  was  deemed  inadvisable  because  of  her  cardiac  con- 
dition. Toward  the  evening  the  pains  became  stronger  and 
lasted  during  the  entire  night.  She  was  delivered  December  20, 
II  A.  M.,  child  weighing  5  1/2  pounds. 

Experiment  16. — E.  B.,  twenty  years  old,  i-para.  Menstiuated 
last  April  7,  1911.  Married  April  15,  191 1.  Due  according  to 
date  of  last  menses,  January  15;  according  to  date  of  marriage, 
January  22.  She  suffered  from  congenital  hip  dislocation  and 
was  kept  under  observation  for  induction  of  premature  labor 
because  of  pelvic  deformity.  The  pelvic  measurements  were: 
interspinous  21  cm.,  intercristal  22.5  cm.,  external  conjugate  18 
cm.,  right  oblique  20  cm.,  left  oblique  19  cm.,  diagonal  con- 
jugate 10  cm.  She  was  told  to  come  in  the  thirty- seventh  week 
of  pregnancy  for  induction  of  labor.  She  was  admitted  to  the 
hospital  December  28,  12  a.  m.  On  examination  the  head  was 
found  above  the  brim,  cervix  not  obliterated.  December  28, 
10  p.  M.  injection  of  9  c.c.  fetal  serum.  At  11  p.  m.  patient 
began  to  have  pains  in  the  abdomen.  At  2  A.  m.  the  pains 
increased.  Temperature,  pulse,  and  respiration  normal.  De- 
cember 29,  patient  had  irregular  pains  during  the  entire  day. 
December  30,  pains  subsided.  December  31,  injection  of  15 
c.c.  of  pituitrin  subcutaneously,  but  no  effect  whatsoever  was 
noticed.  January  i,  4.50  p.  m.  injection  of  10  c.c.  fetal  serum. 
At  9  p.  M.  patient  began  to  complain  of  pain  in  the  abdomen 
which  lasted  during  the  entire  night.  January  2,  injection  of  15 
c.c.  intramuscularly.  The  pains  increased  for  a  short  time  but 
later  subsided.  January  3,  cervix  was  two  fingers  dilated,  head 
engaged,  membranes  bulging,  but  patient  had  no  pain.  January 
4,  pains  reappeared  becoming  stronger  during  the  afternoon  and 
she  delivered  at  midnight  January  4. 

Experiment  17. — B.  S.,  thirty-five  years,  i-para.  Last  menses 
July  I,  191 1.  Admitted  to  the  hospital  March  15.  191 2.  On 
examination  the  head  was  found  above  the  brim,  cervix  closed, 
membranes  intact.  Temperature,  pulse,  and  respiration  normal. 
March  16,  i  p.  m.  injection  of  9  c.c.  of  fetal  serum.  This  was 
followed  by  a  chill  lasting  three  to  four  minutes.  Xo  reaction 
in  temperature,  pulse,  and  respiration.  Ten  minutes  later  a  few 
uterine  contractions  were  noticed.  March  17,  patient  com- 
plained of   slight  pain  in  the  back  also  in   the  abdomen.     At 
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12.40  P.  M.  she  was  injected  again,  20  c.c.  of  serum,  no  reaction 
followed.  At  3.30  p.  M.  she  was  again  injected  with  15  c.c. 
This  was  followed  by  a  severe  chill,  but  no  pain.  She  was  dis- 
charged March  18. 

Experiment  18. — A.  S.,  i-para.  Menstruated  July  i,  191 1. 
Married  July  11,  191 1.  Admitted  March  22,  8.45  p.  m.  Vaginal 
examination  showed  no  dilation  of  cervix,  head  floating  above 
the  brim,  membranes  intact  and  having  no  signs  or  symptoms  of 
labor.  Came  to  the  hospital  to  inquire  about  pain  in  the  back 
she  had  for  the  past  three  months.  She  was  put  to  bed  and  slept 
undisturbed  during  the  night.  March  23,  i  p.  m.  injection  of 
10  c.c.  of  serum  given.  Ten  minutes  later  patient  had  a  chill 
lasting  two  minutes.  One-half  hour  later  she  had  a  series  of 
rapidly  following  pains.  Two  hours  later  the  patient  had  pain 
in  the  back  at  regular  intervals.  The  uterus  contracted 
regularly,  but  these  contractions  were  painless.  The  pain 
subsided  and  also  the  uterine  contraction  early  in  the  morning. 
March  24,  2  p.  m.  injection  of  13  c.c.  of  serum.  This  was 
followed  by  uterine  contractions  and  no  pain.  Examination 
showed  the  cervix  to  be  two  fingers  dilated.  During  the  latter 
part  of  the  afternoon  she  had  irregular  light  pains.  March  25, 
patient  had  no  pain.  At  1.20  p.  m.  examination  showed  the 
cervix  to  be  three  fingers  dilated  somewhat  thinned  out.  At 
1.45  A.  M.  she  was  again  injected  with  15  c.c.  This  was  followed 
by  uterine  contractions  and  regular  pains  which  became  more 
severe  and  frequent.  At  8  p.  m.  the  cervix  was  fully  dilated, 
membrane  still  intact.  8.30  p.  m.  the  membranes  were 
artificially  ruptured.  In  the  evening  the  pains  became  stronger 
and  at  more  frequent  intervals.  She  was  deUvered  at  1.15 
A.  M.  March  26,  of  a  male  child  weighing  6  pounds,  i  ounce, 
apparently  slightly  prematiu-e. 

Experiment  19. — D.  M.,  thirty  years,  ii-para.  Menstruated  last, 
Jime  15,  191 1.  Admitted  to  the  hospital  March  4, 191 2,  complain- 
ing of  severe  frontal  headache,  dimness  of  vision  and  slight  edema 
of  the  legs.  Vaginal  examination  revealed  the  cervical  canal 
closed  and  not  obliterated,  the  head  presenting.  Urine  was  full  of 
albumin  and  hyaline  and  granular  casts.  In  view  of  the  above 
symptoms  interruption  of  pregnancy  was  decided  upon.  March 
15,  at  2  p.  M.  patient  was  injected  with  11  c.c.  of  fetal  serum. 
Ten  minutes  later  she  developed  a  severe  chill  lasting  seven  min- 
utes. This  was  followed  by  two  strong  pains  beginning  in  the 
back  and  radiating  to  the  front.      During  the  night  patient  had 
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uterine  contractions  but  no  pain.  March  6,  patient  was  again 
injected  with  22  c.c.  of  serum.  This  injection  was  followed  by 
a  few  pains  of  a  half  a  minute  duration.  On  examination  the 
cervix  was  found  to  be  three  fingers  dilated.  March  7,  12  A.  m. 
another  injection  of  22  c.c.  of  serum  was  given.  This  was 
followed  by  strong  pains  at  regular  intervals  and  she  was 
delivered  at  3.45  p.  m.  ,  of  a  female  child  weighing  8  pounds.  After 
the  first  injection  the  urine  contained  less  albumin  and  fewer 
casts,  and  on  the  following  day  no  albumin  and  no  casts  were 
found.  Patient  also  developed  a  polyurea  having  passed  80 
ounces  in  the  twenty-four  hours  after  the  first  injection  of  the 
serum. 

RESULTS    OF    EXPERIMENTS. 

In  summing  up  the  results  of  our  experiments  there  is  one 
difficulty  to  overcome,  that  is  the  lack  of  positive  knowledge 
of  the  signs  and  symptoms  which  would  point  twenty-four  or 
thirty-six  hours  prior  to  the  actual  onset  of  labor,  so  that  one 
could  safely  state  whether  a  given  patient  will  go  into  labor 
within  the  next  forty-eight  hours.  If  this  were  possible  to  fore- 
tell then  our  experiments  would  assume  the  exactness  most 
desirable  in  all  scientific  investigations.  Furthermore  there  is 
another  aspect  in  these  investigations,  namely  that  it  is  impossible 
to  incorporate  in  a  report  all  the  observations  noticed  at  the  bed- 
side of  the  patient  and  the  result  is  that  no  matter  how  minutely 
every  detail  is  recorded,  it  appears  incomplete. 

In  many  of  our  experiments  the  pulse,  temperature  and  res- 
piration and  any  unusual  sign  or  symptom  observed  about  the 
patient  objectively  and  subjectively  were  recorded  every  fifteen 
minutes;  but  this  was  soon  changed  to  hourly  records.  The 
uterus  was  watched  for  contractions  at  regular  intervals.  A 
nurse  and  member  of  the  house  staff  were  in  constant  atten- 
dance upon  the  patient  after  each  injection.  We  were  verj^ 
fortunate  in  our  series  of  cases  as  we  had  a  number  of  women  who, 
without  a  doubt,  were  not  in  labor  or  at  term.  Even  one  most 
inexperienced  in  obstetrics  would  pronounce  them  as  such.  A 
number  of  our  patients  were  admitted  for  the  induction  of  labor. 
In  six  patients,  experiments  2,  6,  14,  15,  16,  18,  one  or  more 
injections  induced  labor  pains  which  led  to  the  expulsion  of  the 
child.  These  patients  were  at  least  from  ten  to  eighteen  days 
before  term.  Cases  6  and  16  were  admitted  to  the  hospital  for 
the  purpose  of  inducing  labor  because  of  flat  pelvis.     They  were 
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at  least  two  weeks  before  term.  In  Case  15  labor  was  induced 
because  of  a  chronic  endocarditis  and  she  was  at  least  nine  days 
before  term.  Case  14  was  a  private  patient  who  called  at  the 
office  to  inquire  regarding  her  shortness  of  breath.  Had  no  signs 
of  labor.  She  was  sent  to  the  hospital  to  have  labor  induced  with 
fetal  sertmi.  She  went  into  labor  immediately  after  the  second 
injection;  in  addition  she  suffered  from  a  severe  reaction. 

Case  2  was  very  typical.  She  was  distinctly  three  weeks  before 
term.  She  had  no  signs  of  labor.  Was  admitted  to  the  hospital 
and  after  the  first  injection  of  a  comparatively  small  dose  of 
serum.,  she  immediately  went  into  labor  and  gave  birth  to  a  pre- 
mature child  weighing  4  pounds. 

Case  18  although  not  as  typical  as  the  others  was  undoubtedly 
not  in  labor.  In  order  to  eliminate  the  slightest  suspicion  as  to 
whether  labor  would  set  in,  she  was  let  alone  during  the  night  and 
morning  after  her  admission.  She  slept  the  entire  night  undis- 
turbed, and  had  no  pain  the  entire  forenoon.  After  the  first 
injection  in  the  early  part  of  the  same  afternoon  she  immediately 
commenced  to  have  uterine  contraction  followed  by  pains. 

Cases  6  and  14  must  be  studied  from  another  aspect.  As  we 
reached  this  stage  in  our  experiments  we  changed  the  method  of 
procedure.  We  noticed  that  when  the  dose  is  large  it  was  not 
effectual,  so  we  commenced  with  small  doses  anywhere  between 
5  and  7  c.c.  to  be  followed  by  a  larger  dose  of  20  to  25  c.c.  four  or 
five  hours  later.  Both  patients  received  small  doses  for  the  first 
injection  and  large  doses  for  the  second  and  both  suffered  from 
severe  reactions,  high  temperature,  rise  in  pulse,  severe  chills, 
restlessness,  and  severe  prostration  and  cyanosis.  In  Case  14  no 
radial  pulse  could  be  felt  for  eight  hours.  (This  patient  was  a 
heavy  cigarette  smoker  for  the  past  sixteen  years).  In  both 
patients  fetal  heart  sounds  were  present  before  second  injection, 
but  no  fetal  heart  sounds  could  be  elicited  when  the  temperature 
reached  its  maximum.  They  recovered  very  quickly  after  the 
child  was  born. 

Experiments  i  and  2. — Two  of  our  cases  were  admitted  to  the 
hospital  at  term  but  there  were  no  signs  of  labor.  As  a  rule 
patients  are  not  admitted  to  the  hospital  unless  they  show  signs 
of  labor.  Both  were  injected  after  they  were  observed  for  a  few 
hours  to  ascertain  if  they  had  pain;  in  both,  uterine  contractions 
not  painful  were  observed  after  the  first  injection.  We  have 
learned  during  our  investigations  that  uteiine  contractions,  how- 
ever, strong  they  may  be,  do  not  cause  pain.     The  patient  begins 
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to  suffer  pain  when  the  presenting  part  or  the  water  bag  com- 
mences to  press  on  the  cervix  or  the  neighboring  structures  in  the 
pelvis.  We  observed  strong  uterine  contractions  taking  place, 
and  the  patient  was  not  aware  of  it.  We  really  feel  justified 
in  concluding  from  our  observations  that  uterine  contractions  by 
themselves  are  not  painful,  for  we  had  ample  opportunity  to 
watch  both  the  initial  contraction  and  the  initial  pain.  On  close 
questioning  of  the  patient  during  many  uterine  contractions, 
whether  she  suffered  from  any  discomfort,  the  answer  was  usually 
in  the  negative. 

In  inertia  we  found  the  serum  to  be  eff"ectual.  As  illustrated 
in  Experiments  4  and  10  both  patients  were  in  labor.  In  Case 
4  the  cervix  was  two  fingers  dilated,  in  Case  10  three  fingers 
dilated,  membranes  intact  in  both.  The  pains  subsided  in  either 
case  after  admission ;  both  commenced  to  have  strong  labor  pains 
after  they  were  injected.  vSmall  doses  of  the  serum  were  used  in 
these  patients.  These  cases  by  themselves  would  not  be  con- 
vincing of  the  efficacy  of  the  serum,  because  it  could  be  rightfully 
supposed  that  they  would  probably  go  into  active  labor  were 
they  not  injected,  but  in  conjunction  with  other  cases  we  think 
it  of  value  as  both  patients  began  to  have  active  labor  pains 
within  a  short  time  after  the  injection.  Experiment  3  we  classify 
as  doubtful.  The  only  question  which  arose  is  whether  the 
repeated  injection  did  not  precipitate  labor.  She  was  due 
December  15.  November  27,  8  c.c.  was  injected;  no  reaction. 
November  28,  20  c.c.  was  injected;  she  had  a  few  slight  transient 
pains  following  it.  She  left  the  hospital  November  29.  Re- 
admitted December  i;  was  injected  again  December  2,  19  c.c, 
but  no  reaction.  She  finally  gave  birth  December  3.  It  may  be 
possible  that  the  addition  of  the  extra  serum  helped  to  saturate 
the  maternal  organism  with  that  particular  substance  which 
causes  the  onset  of  labor,  and  in  this  way  brought  about  labor  at 
an  earlier  date. 

Experiment  19  must  be  classed  by  itself.  She  was  referred  to 
the  hospital  with  symptoms  of  threatened  eclampsia.  She  had 
severe  headaches,  disturbance  of  vision,  slight  edema  of  the  lower 
extremities  with  a  history  of  having  passed  verv  little  urine  in  the 
past  twenty-four  hours.  Examination  of  urine  showed  it  to  be 
full  of  albumin  and  casts.  Induction  of  labor  was  decided  upon 
in  view  of  the  clinical  findings.  Patient  was  a  relative  of  one  of 
the  nurses  on  the  staff'  of  the  hospital.  The  Various  methods  of 
induction  of  labor,  including  the  use  of  fetal  serum,  were  sug- 
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gested.  She  was  asked  if  she  had  any  objection  to  the  use  of  the 
serum.  Her  answer  was  "  to  use  my  own  discretion  in  the  case." 
We  decided  to  bring  on  labor  by  the  use  of  serum,  and  not  only 
did  it  cause  the  onset  of  labor,  but  all  the  urinary  symptoms 
cleared  up  after  the  first  injection.  She  passed  So  ounces  in  the 
next  twenty-four  hours  and  her  general  condition  also  improved. 

NEGATIVE    RESULTS. 

Seven  of  the  experiments  proved  negative.  Xo  reaction,  as  a 
rule,  took  place.  We  found  that  the  most  frequent  symptoms 
after  the  first  injection  were  chills  lasting  from  two  to  thirty 
minutes,  nausea  and  vomiting.  Precordial  pain  or  oppression 
was  present  in  four  cases.  In  nearly  all  of  these  cases  very  little 
reaction  took  place.  Experiments  5  and  17  have  had  uterine 
contractions  and  pains,  but  were  transient  in  character  and  sub- 
sided quickly.  We  are  therefore  not  justified  to  assume  that  the 
pains  were  due  to  the  injection  of  serum.  The  other  five  cases 
had  no  reaction  whatsoever  except  for  a  slight  nausea. 

Now  that  we  have  demonstrated  that  fetal  serum  will  cause 
the  onset  of  labor,  further  investigations  must  be  made  to  ascer- 
tain the  actual  origin  of  these  substances.  It  will  not  be  of  any 
scientific  value  unless  these  "labor  substances"  are  isolated  from 
the  maternal  circulation  or  from  the  fetus  or  placenta.  At 
present  these  questions  will  have  to  be  held  in  abeyance  as 
investigations  along  these  lines  are  not  sufficiently  conclusive  to 
formulate  a  definite  theory. 

In  order  to  firmly  establish  that  these  labor  substances  are 
present  either  in  the  maternal  or  fetal  circulations  and  that  they 
act  specifically  on  the  muscular  structure  of  the  uterus  causing 
it  to  contract,  experiments  with  other  protein  substances  will 
have  to  be  conducted  to  ascertain  whether  they  may  not  act  in 
the  same  manner  when  introduced  in  the  circulation  of  the  preg- 
nant woman. 

That  fetal  serum  does  not  act  the  same  wav  in  every  case  can 
be  explained  by  the  lessened  susceptibility  of  the  uterus  as  proven 
by  Sauerbruch  and  Heide  in  their  experiments  on  rabbits. 

Schultz  {Journal  Pharm.  and  Exp.  Therapeutics,  Baltimore, 
1910-11,  221-229)  has  conclusively  shown  that  smooth  muscle 
contracts  quite  readily  when  exposed  to  small  quantities  of  serum. 
This  normal  irritability  may  be  greatly  augmented  by  first  sensi- 
tizing the  animal  as  has  been  done  in  the  studies  of  anaphylaxis. 
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The  contraction  curve  is  much  greater  in  extent  than  in  unsensi- 
tized  muscle.  It  also  seems  possible  that  this  hypernormal 
irritability  may  be  reduced  to  normal  or  subnormal  if  the  animal 
was  first  rendered  immune  to  relatively  large  doses  of  serum. 

In  our  experiments  we  had  the  most  severe  reaction  in  those 
cases  that  we  injected  with  small  doses  first,  and  followed  by 
large  doses  four  or  five  hours  later.  We  are  really  at  a  loss  to 
explain  it.  The  first  dose  could  not  possibly  establish  a  hyper- 
sensitiveness  in  so  short  a  period  of  time,  neither  could  it  produce 
an  anaphylactic  reaction,  for  it  requires  at  least  eight  to  ten  days 
to  produce  anaphylaxis.  However,  V.  C.  Vaughn  and  others 
have  shown  that  protein  fever  may  be  produced  in  rabbits  after 
the  first  intravenous  injection  of  washed  human  blood  cells. 
Our  cases  may  belong  to  this  category. 

With  our  present  hazy  conception  of  anaphylaxis,  we  are 
unable  to  explain  definitely  the  many  mooted  questions  that  arise 
in  the  course  of  experimenting.  In  all  probability  the  whole  act 
of  labor  and  the  toxemias  of  pregnancy  will  in  the  future  be 
viewed  as  a  mere  anaphylactic  reaction.  The  experiments  of 
Lockman  and  Theis  show  that  serious  changes  which  must  be 
considered  as  anaphylactic  manifestations  are  produced  by 
injecting  fresh  fetal  rabbits'  serum  into  full  grown  rabbits. 

Von  der  Heide  considers  his  results  in  reference  to  the  onset  of 
labor  as  an  anaphylactic  reaction.  He  thinks  that  normally  the 
birth  act  is  brought  about  by  the  slow  transmission  of  fetal  sub- 
stances into  the  blood  of  the  mother,  which  give  rise  to  the  forma- 
tion of  antibodies  "labor  substances"  as  he  terms  them.  To- 
ward the  end  of  gestation  these  substances  are  transmitted  to 
the  blood  of  the  mother  in  excessive  amounts.  That  there  is  a 
deluge  of  these  substances  is  proven  by  the  contractions  which 
arise  in  the  last  weeks  of  pregnancy  and  also  by  the  uniform 
results  obtained  by  injection  of  fetal  sertmi  in  inertia. 

The  whole  range  of  the  toxemias  of  pregnancy  and  especially 
eclampsia  should  be  viewed  from  the  standpoint  of  an  over- 
charged maternal  circulation  with  foreign  protein  substances. 
In  eclampsia  we  have  many  clinical  manifestations  pointing  to 
this.  The  sudden  onset  of  symptoms  and  their  sudden  disap- 
pearance, the  sudden  changes  found  in  the  urine  and  their  sudden 
disappearance,  the  more  frequent  occun'ence  of  the  various 
toxemias  in  primiparas  and  the  fact  that  eclampsia  is  more  fre- 
quent in  twin  pregnancies  tend  to  prove  that  these  manifesta- 
tions have  their  origin  in  the  fetus  or  placenta. 
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Wolff-Eisner  has  proven  positively  that  during  pregnancy 
foreign  protein  substances  (from  the  syncytium)  are  continually 
thrown  into  the  circulation  of  the  mother  and  these  substances 
under  certain  conditions  bring  about  a  state  of  eclampsia.  They 
contend  that  eclampsia  must  be  considered  as  the  rarest  and  most 
severe  form  of  those  symptoms  dependent  upon  the  absorption  of 
foreign  albuminoids.  The  single  clinical  manifestation  of  the 
absorption  of  foreign  substances  during  pregnancy  stands  in  the 
same  relation  clinically  as  the  varied  reactions  due  to  the  absorp- 
tion of  the  pollen  proteid,  harmless  conjunctivitis  on  the  one 
hand  and  severe  asthmatic  attacks  on  the  other,  both  caused 
by  the  absorption  of  the  same  pollen  proteid. 

Of  great  interest  is  Experiment  19  of  our  series.  This  patient 
was  admitted  to  the  hospital  with  symptoms  of  threatened 
eclampsia.  She  had  albumin  and  casts  in  the  urine.  After  the 
first  injection  of  serum  she  began  to  improve,  the  albumin  and 
casts  diminished  in  amount.  She  developed  a  polyurea  and  in 
three  days  all  the  symptoms  pointing  to  eclampsia  disappeared. 
We  can  explain  this  phenomena  by  the  theory  advanced  by  R. 
Freund  and  L.  Pincussohn  that  cases  of  puerperal  toxemia  may 
be  cured  by  the  injection  of  serum  obtained  from  a  healthy 
pregnant  Woman  as  it  will  supply  the  necessary'  antibodies  which 
the  patient  does  not  possess. 

Finally,  if  it  is  proven  conclusively  that  these  labor  substances 
are  formed  in  the  pregnant  woman  only,  the  entire  aspect  of  the 
physiology  of  obstetrics  will  be  changed.  The  importance  of 
these  investigations  is  not  that  it  may  lead  to  the  discovery  of  a 
new  therapeutic  remedy  to  induce  labor,  but  it  will  establish  the 
pregnant  state  and  its  many  abnormal  manifestations  on  a  sound 
scientific  basis. 

Further  investigations  along  these  lines  must  be  conducted. 
The  results  of  von  der  Heide  and  that  of  my  own  sufficiently 
warrant  it.  We  believe  that  in  the  near  future  our  entire  concep- 
tion of  labor  and  its  various  clinical  aspects  will  be  changed,  par- 
ticularly so  when  further  progress  will  be  made  in  the  study  of 
anaphylaxis. 

In  conclusion  we  wish  to  state  that  our  investigations  fully 
affirm  the  results  and  findings  of  von  der  Heide  in  almost  every 
particular. 

I  wish  to  thank  my  associate  Dr.  Joseph  Bakst  who  was  in 
charge  of  these  experiments  during  my  absence.  Also  to  Dr. 
Elsie  Fox  for  reviewing  the  literature  in  connection  with  these 
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investigations,  to  the  memV^ers  of  the  House  Staff  and  nurses  who 
so  willingly     cooperated   with  me  in  recording  all   the   details 
observed  in  the  entire  series  of  our  experiments. 
154  Henry  Street. 


MODERN  METHODS  IN  CESAREAN  SECTION.* 

BY 

ASA  B.  DAVIS,  M.  D., 

Attending  Surgeon,  Lying- In  Hospital, 

New  York. 

Mr.  Chairman,  Members  of  the  McDowell  Medical  Society, 
Ladies  and  Gentlemen: 

I  am  sure  you  will  not  expect  me  to  live  up  to  the  glowing  intro- 
duction which  your  gracious  chairman  has  given  me.  Whether 
I  have  performed  more  Cesarean  operations  during  the  past 
year,  or  at  any  time,  than  any  other  one  surgeon  in  America, 
as  he  states,  I  am  unable  to  say.  If  I  have  operated  only  when 
there  w^as  just  and  necessary  cause  and  by  this  operation  have 
quickly  stopped  the  mother's  suffering  and  removed  her  from  a 
condition  of  great  and  imminent  peril  to  one  of  safety  from  which, 
in  the  large  majority  of  cases,  she  is  restored  to  health  and  useful- 
ness with  her  uterine  supports  unimpaired,  and  her  birth  canal 
uninjured,  without  greater  delay  than  that  following  a  normal 
labor,  if  I  have  delivered  babies  whole  and  sound  before  they 
have  been  subjected  to  the  dangers  and  compression  of  long 
labor  or  instead  of  being  injured  and  mutilated  and  in  some 
instances  dismembered  and  destroyed  by  instrumental  or  other 
forms  of  vaginal  delivery,  I  have  done  only  that  which  other 
surgeons  are  doing  all  over  the  world  to-day — because  we  have 
applied  modern  methods  in  the  Cesarean  operation. 

I  have  experienced  the  feeling  which  has  already  been  ex- 
pres.sed  here  by  others  several  times  to-day — that  when  the  in- 
vitation came  to  address  you  at  this  meeting,  it  was  equivalent 
to  a  command  to  lay  aside  all  personal  duties  and  obey  the  call; 
I  am  glad  to  be  here.  Will  you  permit  me  to  appear  before  you, 
not  in  a  personal  capacity,  but  rather  as  a  delegate  from  a  body 
of  earnest  co-workers  in  the  Lying-in  Hospital  of  New  York,  to 
pay  the  full  measure  of  honor  to  this  pioneer  surgeon?  for  we  are 
met  to  commemorate  a  signal  event  in  the  history  of  obstetrics; 

*  Read  at  the  Richmond  Memorial  Celeliration,  Xewlown,  Ohio,  .\pril  22,  1912. 
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to  reaffirni  the  honor  and  the  credit  due  to  Dr.  John  L.  Richmond, 
who,  on  April  22,  1827,  performed  and  later  reported  the  first 
authentic  Cesarean  section  in  America. 

*As  we  read  his  clear  account  we  are  impressed  that  this 
was  an  heroic  act  of  a  great  man  which  rivals  in  its  successful 
outcome  the  best  achievements  of  our  own  day.  He  states  that 
he  arrived  late  in  the  evening  at  a  new  unfinished  log  cabin, 
surrounded  by  flooded  low-land  seven  miles  distant  from  his 
home.  There  was  no  floor  or  chimney  in  this  cabin  and  the  spaces 
between  the  green  logs  had  not  been  chinked  so  that  blankets 
had  to  be  held  up  to  keep  the  wind  of  the  stormy  night  from 
blowing  out  the  candle.  Two  midwives  were  present  ministering 
as  best  they  could  to  a  young  woman  who  had  been  in  active 
but  ineffectual  labor  for  thirty  hours,  uterine  contractions  were 
frequent  and  forcible,  each  pain  ending  in  a  convulsion.  Ex- 
haustion and  a  failing  heart  were  evident.  From  the  scant  stock 
of  medicines  which  he  had  brought  and  wdth  such  means  as  the 
cabin  afforded  he  at  once  set  about  to  give  relief  from  this  con- 
dition. Examination  revealed  a  deformity  of  the  soft  tissues  of 
the  birth  canal  which  rendered  delivery  by  the  natural  passage 
impossible.  Distance,  the  storm  of  the  night,  the  flooded  country 
and  streams  and  the  late  hour  made  aid  from  fellow  doctors 
unobtainable.  Thus  alone,  weighed  down  by  the  sense  of  such 
responsibility  as  can  be  known  only  through  experience,  for  the 
safety  of  the  two  lives  entrusted  to  his  keeping,  he  studied  and 
mentally  struggled  and  prayed  and  finally  decided  that  only 
immediate  Cesarean  section  offered  any  hope  for  the  life  of  either 
mother  or  child.  This  operation  had  not  been  done  in  America. 
He  must  have  been  aware  of  the  fact  that  in  Europe  the  mortality 
following  it  ranged  from  60  to  100  per  cent.  His  experience  in 
abdominal  surgery  was  very  limited.  The  use  of  ether  as  a 
general  anesthetic  was  not  discovered  until  nearly  twenty  years 
later  and  antiseptic  and  aseptic  technic  had  not  been  heard  of. 
His  equipment  was  an  ordinary  pocket  case  of  instruments. 
He  operated  deliberately  and  as  need  arose,  with  courageous 
discrimination,  he  decided  that  a  childless  mother  was  better 
than  a  motherless  child  and  he  acted  accordingly.  He  states 
that  he  waited  for  the  blood  to  cease  flowing,  and  then  emptied 
the  uterus.  Anxious  to  know  the  true  nature  of  the  obstruction, 
he  made  bimanual  examinations  with  a  freedom  which  shocks 
our  ideas  of  aseptic  precautions.      He  closed  the  wound  with 

*Otto  Juettner,  A.  M.,  M.  I).,  Cincinnati  Lancet -Clinic,  January  27    1912. 


24  DAVIS:    MODERN    METHODS    IN    CESAREAN    SECTION. 

stitches  and  adhesive  straps  allowing  for  drainage  at  its  lower 
end,  but  we  note  that  he  does  not  say  that  he  sewed  the  uterus. 
The  child  was  lost  but  the  mother  recovered  and  went  about  her 
accustomed  work  on  the  twenty-fourth  day,  and  five  weeks  from 
the  day  of  the  operation  she  walked  a  mile  and  back.  Such 
was  his  achievement.  It  is  for  this  that  we  are  met  here  to-day, 
to  do  him  honor  and  to  perpetuate  and  spread  his  fame.  Modern 
methods  have  not  been  arrived  at  suddenly,  but  by  a  process  of 
development.  They  have  come  because  great  necessity  has 
arrested  the  attention  and  forced  men  like  Richmond,  Holmes, 
Semmelweis,  Morton  Pasteur,  Lister  and  an  army  of  other  great 
and  brilliant  minds  to  think  and  act  and  speak,  until  to-day  we 
have  modern  surgery,  which  may  be  old  fashioned  to-morrow, 
as  it  is  tending  ever  toward  simpler  methods  and  nearer  to  direct 
and  better  results.  A  score  of  years  ago  the  surgeon  who  had 
successfully  performed  one  or  more  Cesarean  sections  was 
justly  entitled  to  distinction.  Now  this  operation  may  be  done 
three  or  four  times  a  day  in  a  large  hospital  service  without 
causing  particular  comment.  Often  as  it  is  now  done,  we  aie 
firmly  convinced  that  with  it  in  the  hands  of  experienced  and 
conscientious  surgeons,  a  vast  amount  of  sorrow,  suffering  and 
invalidism  would  be  avoided  and  many  lives  saved  if  it  were 
done  much  more  often  than  it  now  is.  To  the  so-called  Saenger 
method,  which,  however,  was  first  conceived  and  used  by  Prof. 
Kehrer*  of  Heidelberg,  and  had  for  its  object  the  closing  of  the 
uterus  with  three  layers  of  stitches,  and  the  application  of  Lister's 
antiseptic  methods,  we  owe  a  decided  advance  and  the  revival 
and  greatly  broadened  application  of  the  Cesarean  operation, 
resulting  in  lowering  the  infant  and  maternal  mortality  to  a 
degree  which  had  never  before  been  approached.  Formerly  it 
must  have  been  easy  to  decide  in  which  cases  this  operation 
should  be  done  for  it  was  held  to  be  justifiable  only  as  a  last 
resort,  when  the  birth  canal  was  so  obstructed  that  the  child 
could  not  be  delivered  even  piecemeal.  Now  this  is  an  operation 
of  election  in  many  cases,  coming  into  competition,  in  difficult 
labors  with  other  forms  of  operative  delivery,  such  as  high  forceps, 
accouchement  force,  w^hich  means  some  method  of  forcibly 
dilating  the  birth  canal  quickly  and  delivering  the  child  with 
forceps  as  by  turning  and  extracting  it  by  the  feet,  or  dividing 
the  bones  of  the  pelvic  girdle  with  a  saw  where  that  is  contracted 

*  Henry  Schwarz,  Transactions,  American  Association  Obstetricians  and  Gyne- 
cologists,  1910. 
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and  delivering  by  forceps  or  turning  the  child,  or  finally,  the 
so-called  vaginal  Cesarean  operation,  which  means  the  separa- 
tion of  the  bladder  upward  from  the  uterus  and  splitting  the 
anterior  portion  of  the  neck  and  lower  part  of  the  uterus  from 
below  upward  and  delivering  the  child  through  the  vagina. 
We  have  had  experience  with  all  of  these  operations  and  believe 
they  have  a  place  which  is  legitimate  but  very  limited.  In- 
ternal podalic  version  and  (breech)  extraction  by  the  feet  should 
be  added.  Each  of  these  methods  calls  for  delivery  of  the 
child  through  the  vagina,  often  accompanied  by  such  extensive 
lacerations  of  the  mother  that  no  skill  kno\%Ti  to  surgery  is  equal 
to  wholly  repairing  them,  and  the  children  so  delivered  are  often 
subjected  to  such  forcible  manipulation,  compression  and  injuries 
that  we  marvel  that  an}^  survive.  We  firmly  believe  that  in 
many  instances  the  results  of  prolonged  labor  or  some  form  of 
forcible  delivery  express  themselves  in  later  years  in  the  in- 
competent or  otherwise  mentally  or  physically  incapacitated 
child. 

The  abdominal  Cesarean  section  leaves  the  mother's  birth 
canal  whole  and  uninjured,  for  it  calls  for  a  clean-cut,  sharply 
defined  wound  in  the  uterus  which  is  wholly  under  the  control 
of  the  surgeon.  The  children  so  delivered,  except  in  the  neg- 
lected cases,  are  subjected  to  no  pressure  and  are  much  better 
off  than  children  delivered  by  the  easiest  normal  labor-  Too 
many  times  we  have  had  cause  to  regret  deliver}^  by  one  or  the 
other  of  the  aforesaid  methods.  Seldom  have  we  had  cause 
to  believe  that  we  had  made  an  unfortunate  choice  in  electing 
abdominal  Cesarean  section. 

THE    TECHNIC    OF    THE    OPERATION. 

A  method  which,  though  by  no  means  perfect,  has  given 
the  writer  considerable  satisfaction  in  120  Cesarean  operations 
is  as  follows:  The  patient  is  completely  anesthetized,  preferably 
with  ether,  and  placed  horizontally  upon  the  operating  table. 
The  preparation  of  the  abdomen  in  the  matter  of  cleansing  is 
the  same  as  that  for  any  abdominal  operation.  It  is  then 
covered  with  sterile  sheets  except  at  the  site  of  the  operation. 
An  opening  about  3  1/2  inches  in  length  is  made  in  the  ab- 
domen in  the  mid-line  from  the  navel  upward.  The  upper  front 
part  of  the  pregnant  uterus  appears  under  this  wound.  Gauze 
pads   wet   in   warm   salt   solution   are   placed   in   the   abdomen 
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above  the  uterus  to  hold  the  intestines  back  and  prevent  their 
escape  through  the  abdominal  opening.  An  assistant  now  makes 
pressure  externally  with  a  hand  at  each  side  of  the  abdomen 
crowding  the  front  of  the  uterus  up  against  the  abdominal 
opening,  rotating  it  if  necessary  so  that  it  looks  directly  forward. 
This  maneuver  is  in  no  sense  to  control  hemorrhage.  The  opera- 
tor opens  the  uterus  by  an  incision  a  little  longer  than  that  in 
the  abdomen  from  just  below  the  top  of  the  uterus  down  its 
front  mid-line,  endeavoring  to  avoid  cutting  through  the  sac  of 
waters.  This  sac  should  now-  be  separated  all  around  from  the 
surface  of  the  uterus  with  the  hand.  If,  as  in  Dr.  Richmond's 
case,  the  afterbirth  is  under  the  opening  in  the  uterus,  the 
hemorrhage  from  that  source  is  considerable  and  we  are  obliged 
to  cut  or  tear  directly  through  it.  The  child  is  delivered  by 
grasping  the  thigh  which  is  in  front,  pulling  it  out  and  con- 
tinuing traction  upon  it,  following  much  the  same  plan  as  in 
breech  extraction  by  the  vagina.  The  cord  is  caught  by  an 
assistant  with  two  long  clamps.  It  is  cut  between  the  clamps 
and  he  takes  the  child  away  and  induces  respiration  the 
operator  hooks  two  fingers  of  his  left  hand  into  the  uterus 
at  its  upper  part  and  holds  it  up  near  the  abdominal  opening. 
He  then  places  a  deep  stitch  of  number  2  chromic  catgut  at 
the  upper  and  another  at  the  lower  angle  of  the  wound  in  the 
uterus  and  ties  them  and  leaves  the  ends  long.  The  first  assistant 
now  discontinues  pressure  against  the  abdominal  wall  and  holds 
the  uterus  up  by  these  sutures.  The  operator  passes  his  hand 
into  the  uterus  and  removes  the  afterbirth,  membranes  and 
clotted  blood.  The  method  of  sewing  the  woimd  in  the  uterus 
has  always  been  considered  important.  Various  plans  have  been 
tried.  That  which  has  given  the  writer  greatest  satisfaction  has 
been  employed  by  him  in  the  last  thirty  operations.  Usually 
only  two  layers  of  stitches  are  used,  but  occasionally  where  the 
wall  of  the  uterus  is  tightly  contracted  and  thick,  a  running 
stitch  of  fine  catgut,  like  that  used  in  basting,  is  employed  to 
bring  the  deepest  edge  of  the  cut  surface  of  the  uterus  together. 
Sometimes  this  stitch  includes  the  inner  lining  of  the  uterus,  the 
endometrium,  without  apparent  harm.  Ordinarily,  independent 
stitches  of  number  2  chromic  gut  are  passed  through  and 
within  I  ,'8  inch  of  the  cut  edge  of  the  outer  or  peritoneal  covering 
of  the  uterus,  down  through  the  muscle,  but  not  through  the  inner 
lining  of  the  uterus,  and  out  in  reverse  order  on  the  opposite  side. 
These  stitches  are  drawn  so  as  to  hold  the  cut  surfaces  of  the 
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uterine  wall  close  together  through  the  whole  depth,  but  not 
tight  enough  to  constrict  the  tissue  and  make  it  white;  they  are 
tied  in  three  knots  and  cut  short  to  the  knot  so  that  they  can 
be  readily  covered  entirely  by  the  next  layer  of  stitches.  They 
should  be  about  i  3  inch  apart.  The  next  layer  is  a  continuous 
or  running  stitch  of  number  i  chromic  gut.  Beginning  at  the 
lower  end  of  the  wound  in  the  uterus  it  is  passed  through  the 
peritoneum  and  tied;  this  knot  is  covered  and  then  by  passing 
the  needle  alternately  on  one  side  and  then  the  other  close 
to  the  wound  and  parallel  to  it,  the  peritoneum  covering  the 
uterus  is  caught  up  and  folded  over  the  wound  entirely  covering 
the  first  layer  of  stitches  leaving  no  raw  surface  upon  which 
adhesions  may  form  and  no  sharp  ends  of  stitches  to  injure 
intestine  or  peritoneum.  The  uterus  is  now  allowed  to  take  its 
place  in  the  lower  part  of  the  abdomen  well  removed  from  the 
abdominal  opening  with  no  possibility  of  the  wound  in  the 
uterus  and  that  in  the  abdominal  wall  coming  into  contact  and 
growing  together  as  was  not  infrequently  the  case  when  the 
abdomen  was  opened  by  the  long  incision  low  down.  The  gauze 
pads  are  removed  and  the  abdominal  wound  is  closed  in  three 
layers.  An  ordinary  sterile  gauze  dressing  is  applied,  held  in 
place  by  adhesive  straps.  The  adhesive  straps  which  are  placed 
transversely  over  the  abdominal  wound  should  be  tight.  Else- 
where, all  dressings,  straps  and  binders  should  be  loose  so  that 
the  abdominal  wall  is  not  compressed  against  the  uterus  and  the 
uterus  is  allowed  free  play  in  the  lower  abdomen.  The  patient 
is  placed  in  bed  with  the  head  of  the  bed  elevated  to  favor 
drainage,  and  descent  of  the  uterus.  There  is  usually  some 
abdominal  distention  and  pain  for  the  first  forty-eight  hours  like 
that  in  any  abdominal  operation.  The  mother  nurses  her  child 
and  in  hospital  cases  if  there  are  no  complications,  she  sits  up 
in  a  chair  on  the  eighth  day  and  is  discharged  from  the  hospital 
on  the  twelfth  day.  The  writer  finds  that  during  191 1,  four  of 
his  Cesarean  patients  left  the  hospital  at  their  own  request 
with  living  babies  and  in  good  condition  on  the  tenth  day  after 
operation. 

The  accompanying  photograph  shows  four  women  who  were 
delivered  by  Cesarean  section  in  March,  191 1  by  the  method 
above  described  by  the  writer.  They  are  all  about  twelve  days 
postpartum.  Attention  is  called  to  the  cicatrix  of  the  high 
incision  above  the  umbilicus  and  also  to  the  traced  outline  of 
the  uterus  in  the  lower  part  of  the  abdomen  in  each  case. 
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The  chief  dangers  from  this  operation  are : 

1.  Delay  in  operating. 

2.  Infection  from  vaginal  examinations  or  attempts  at 
delivery  vi^ithout  due  regard  to  surgical  cleanHness. 

3.  Hemorrhage. 

4.  Comphcating  diseases  which  place  the  patient's  Hfe  in 
danger  regardless  of  what  operation  is  done  and  before  any 
operation  has  been  attempted. 


The  second  and  first  causes  given  in  order  or  a  combination  of 
these  two,  but  chiefly  the  second,  cause  the  most  of  the  maternal 
deaths  following  Cesarean  operation.  It  is  very  rare  for  a 
woman  to  die  from  hemorrhage  in  this  operation,  though 
hemorrhage  sometimes  places  them  in  jeopardy.  Taken  as  a 
class,  patients  requiring  Cesarean  operation  are  below  par 
physically  with  lowered  recuperative  powers  and  often  their 
progeny  are  sharers  in  this. 

The  writer  offers  the  statistics  of  his  personal  Cesarean  cases — 
because  thev  are  convenientlv  at  hand,  and  he  is  familiar  with 
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them.  They  are  fairly  typical  except  that  the  maternal  mortality 
is  high  because  he  has  operated  upon  some  cases  that  were  about 
to  die  and  others  that  were  badly  infected  before  they  came  to 
him.  He  has  sterilized  only  two  women  following  Cesarean 
section.  To-day,  4  per  cent,  maternal  mortality  in  clean, 
uncomplicated  cases  of  Cesarean  section  is  high. 

Since  October,  1911,  the  writer  has  performed  thirty  Cesarean 
sections  which  have  not  been  reported.  One  hundred  and  four 
of  his  cases  were  reported  in  Surgery,  Gynecology  and  Obstetrics, 
Chicago,  October,  1911.     His  total  list  is  as  follows: 

Number  of  Cesarean  operations 134 

Mothers  lived  and  discharged  from  the  hospital 117 

Mothers  died 17 

Number  of  children  delivered  (twins  twice) 136 

Number  of  children  lived  and  discharged  alive  from  the 

hospital 112 

Number  of  children  still-born  or  died  before  discharge  from 

the  hospital 24 

Number  of  children  still-born 9 

(Twins  once;  another  too  young  to  be  viable). 
Number  of  children  born  alive  but  died  before  discharge 

from  the  hospital 15 

Day  of  death  of  these  fifteen,  was  one  on  the  second,  two  on 
the  third,  one  on  the  fourth,  one  on  the  fifth,  one  on  the  eighth, 
two  on  the  tenth,  one  on  the  fifteenth,  one  on  the  eighteenth, 
one  on  the  twenty-third,  one  on  the  twenty-fifth,  one  on  the 
twenty-eighth,  and  one  on  the  fifty-fourth  day  after  delivery. 

The  indications  for  the  operation  were : 

Contracted  pelvis  in 100  cases 

Tonic  contraction  of  the  uterus  and  dry  labor 4  cases 

Prolapse  a  cord  and  undilated  cervix 2  cases 

After  ventral  suspension 4  cases 

Placenta  previa 3  cases 

Pneumonia  (patient  moribund) i  case 

Accidental  hemorrhage  (mother  survived,  child  still- 
born)    I  case 

New  growths 6  cases 
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CAUSES    OF    DEATH    OF    MOTHERS. 

Septic  infection lo  cases 

Only  two  of  these  were  wholly  under  the  care  of  the  operator; 
eight  had  outside  examinations  or  attempts  at  delivery. 

Acute  dilatation  of  the  stomach,  anesthesia i  case 

Shock  and  slow  persistent  hemorrhage,  third  Cesarean .        i  case 

Pneumonia i  case 

Eclampsia 4  cases 

Children  born  to  mothers  who  died 18  cases 

Nine  of  these  lived;  nine  died;  (two  were  still-born). 
Tonic  uterine  contraction 4  cases 

Number  of  children  born  (twins  twice) 5 

Mothers  lived 3 

Mothei  s  died . i 

Children  lived i 

Children  died 2 

Children  still-born 2 

Prolapse  of  cord 2  cases 

Number  of  children  born  (twins  once) 3 

Mothers  lived 2 

Children  lived 3 

After  ventral  suspension 4  cases 

Mothers  lived 4 

Children  lived 4 

Placenta  previa 3  cases 

Number  of  children  bom 3 

Mothers  lived 2 

Mothers  died  (sepsis  and  heat  prostration)    i 

Children  lived 2 

Children  died i 

(Child  of  mother  who  died.) 

Pneumonia  (antepartum) i  case 

Mother  died  in  twelve  hours;  child  died  on    fifth  day. 
Accidental  hemorrhage i  case 

Mother  lived i 

Child  still-born .  .  .' i 

(Dead  before  operation.) 
Eclampsia 13  cases 

Children  born  (twins  twice) 15 

Mothers  lived 9 

Mothers  died 4 
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Number     of    children    discharged    alive  from 

hospital II 

Number  of  children  died  before  discharge 2 

One  on  eighth  day  and  one  on  twenty-third 

day. 
Number  of  children  still-bom  (twins) 2 

(Dead  before  operation.) 
Number  of  children  born  to  mothers  dying    of 

eclampsia 5 

(Twins  once.) 

Number  of  these  who  lived 4 

Number  of  these  who  died i 

New  growths  (fibroid    tumors,  cancers,  etc.) 66  cases 

Number  of  children  born 6 

Mothers  lived 6 

Children  lived 4 

Children  died 2 

One  from  hemophilia  on  the  fourth  day;  one  child  not 
viable. 
Repeated  Cesarean  section  in  same  patients: 

Number  of  cases 21 

Number  of  second  operation.  ...  15 

Number  of  third  operation 5 

Number  of  fifth  operation i 

Number  of  mothers  surviving  second  operation.  13 
Number  of  mothers  surviving  third  operation. .  .  .4 

Number  of  mothers  surviving  fifth  operation i 

Number  of  mothers  died  after  third  operation.. .  .  i 

The  most  favorable  time  to  operate  is  just  before  or  soon 
after  labor  begins.  This  insures  a  full  term  child,  which  has  not 
been  compressed,  the  mother  has  not  been  exhausted  or  infected. 
It  is  not  necessary  to  wait  for  dilatation  of  or  to  forcibly  dilate 
the  cervix;  after  the  operation,  the  cervix  becomes  soft,  relaxed 
and  open  for  ample  drainage.  This  we  have  seen  repeatedly, 
especially  in  cases  not  at  full  term  and  not  in  labor,  as  in  eclamptic 
patients. 

Hemorrhage  must  come  from  either  the  cut  surface  of  the 
uterine  wall  or  the  placental  site.  Uterine  contraction  is  favored 
by  injection  deep  into  muscles  of  25  minims  of  ergotole  half  an 
hour  before  operation.  The  hemorrhage  from  the  uterine  wall 
is  controlled  before  delivery  by  compression  with  gauze  pads. 
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At  delivery  the  operator's  hand  and  wrist  and  later  the  child's 
body  holds  it  in  check.  After  delivery  of  the  child,  by  hooking 
the  fingers  into  the  uterus  and  pulling  upward,  the  sinuses  will 
flatten  and  close  and  cease  to  bleed.  That  at  the  placental  site  is 
usually  temporary;  if  severe,  a  sterile  towel  packed  down  upon 
it  wall  check  it.  The  insertion  and  tying  two  or  three  deep 
sutures  is  of  great  service  in  stimulating  uterine  contraction. 
In  many  cases  the  hemorrhage  calls  for  no  attention  whatever. 

Ruptured  uterus  occurred  twice  in  134  operations  in  patients 
who  have  previously  had  Cesarean  section.  Both  mothers 
and  both  children  survived.  Both  mothers  neglected  to  come 
to  the  hospital  until  they  had  been  long  in  labor — thirty-six  to 
forty-eight  hours.  One  of  these  patients  was  sterilized  by 
resecting  the  tubes;  one  other  patient  who  had  extersive  adhe- 
sions was  sterilized. 

In  cases  of  contracted  pelvis,  we  must  consider  the  relative 
size  of  the  pelvis  to  that  of  the  child's  head  and  its  moldability 
rather  than  to  rely  too  confidently  upon  pelvic  measurements. 

The  advantages  of  the  small  abdominal  opening  in  the  mid-line 
wholly  above  the  umbilicus  are: 

1.  It  passes  through  no  important  structures  in  the  mid-line 
but  opens  the  abdomen  at  a  point  where  the  tissues  are  normally 
thin  and  elastic  late  in  pregnancy. 

2.  While  a  wound  3  to  4  inches  long  through  this  elastic 
tissue  is  ample  for  the  delivery  of  the  child  and  all  necessary 
manipulations,  it  is,  nevertheless,  a  small  opening  which  does  not 
allow  the  ready  escape  or  undue  manipulation  and  exposure  of 
the  abdominal  contents. 

3.  After  the  operation  there  is  no  possibility  of  adhesive 
union  between  the  wound  in  the  abdomen  and  that  in  the  uterus. 

4.  Hernia  is  less  liable  to  occur  in  the  high  abdominal  scar 
because  it  is  above  the  location  of  greatest  strain  in  the  abdominal 
wall.  We  never  have  seen  hernia  following  this  method  of 
operating. 
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Cesarean  section  has  labored  under  the  disadvantages  of 
both  a  traditional  and  a  sentimental  prejudice  due  to  its  early 
histor)^  As  long  ago  as  1752  Mauriceau  of  Paris  wrote:  "It  is 
a  damnable  policy  martyring  and  killing  the  mother  to  save 
the  child ;  it  is  better  that  a  living  child  be  killed  by  embryotomy 
rather  than  to  resolve  upon  the  cruelty  and  barbarousness  of 
the  Cesarean  section  in  which  it  is  utterly  impossible  that  a 
woman  should  escape." 

In  Great  Britain  this  prejudice  was  as  great  as  it  was  in  France 
and  for  seventy  years  following  these  words  of  Mauriceau  there 
were  very  few  Cesarean  operations  in  that  country  and  of  the 
few  undertaken  all  proved  fatal  except  one. 

Scarcely  more  than  a  decade  ago  Cesarean  section  was  still 
considered  an  operation  of  doubtful  expediency  to  be  advocated 
only  in  cases  where  the  birth  of  a  living  child  was  belie^'ed  to  be 
impossible  and  after  all  other  forms  of  delivery  had  been  tried. 
As  a  consequence,  it  was  performed  upon  women  exhausted 
with  other  attempts  at  delivery;  often  after  infection  from 
manipulation;  and  with  incomplete  asepsis.  The  result  is  that 
Cesarean  section  has  been  put  upon  the  defensive  in  order  to 
prove  itself  under  certain  conditions  an  operation  of  choice  and 
it  has  even  been  forced  to  show  a  return  of  favorable  cases  with 
an  average  success  higher  than  that  demanded  for  other  opera- 
tive measures. 

Fortunately  such  a  resultant  success  has  been  achieved  as  to 
enable  us  to  state  at  the  onset  of  this  discussion  that  if  "certain 
cardinal  principles"  are  carried  out,  the  prognosis  for  life  and 

*  Read  at  the  Annual  Meeting  of  the  New  York  State  Medical  Society,  Albany, 
April  18,  1912. 
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after-health  for  both  mother  and  child  is  absolutely  favorable 
in  Cesarean  section.  What  those  cardinal  principles  are  and 
what  are  the  indications  demanding  the  operation,  will  be  the 
endeavor  of  this  paper  to  show.  At  the  present  stage  of  technic, 
it  may  be  fairly  said  that  where  the  mortality  is  high,  conditions 
exist  which  are  inimical  to  the  "cardinal  principles"  demanded 
for  it. 

Hitherto  we  have  been  wont  to  ask  ourselves  whether  the 
patient  could  reasonably  be  delivered  by  any  other  method; 
now,  however,  we  are  asking:  "is  not  Cesarean  section  the  safest 
method  of  delivery  for  certain  cases? 

Many  authorities  have  scarcely  any  doubt  at  present  of  the 
ultimate  substitution  of  other  methods  of  delivery  for  that  of 
high  forceps.  Reuben  Peterson  goes  so  far  as  to  say  that  the 
"time  is  coming  when  the  operation  of  high  forceps  will  not 
be  taught  in  our  medical  schools  as  an  obstetrical  operation." 
He  is  convinced  that  Cesarean  section  gives  far  better  results. 

If  physicians  undertook  Cesarean  section  with  the  careless 
technic  and  lack  of  asepsis  often  used  in  high  forceps  operations 
the  mortality  would  be  appalling.  Many  forget  that  the  use  of 
high  forceps  in  delivery  needs  greater  technical  facility  on  the 
part  of  the  operator  than  is  demanded  for  most  other  operative 
procedures.  The  serious  sacrifices  of  life;  the  relaxations  and 
displacements  of  pelvic  organs,  and  the  tears  of  the  birth  canal 
from  forceps  are  in  most  instances  inexcusable. 

Two  factors  of  vital  importance  for  the  increasing  success  of 
abdominal  Cesarean  operations  which  have  been  well  brought 
out  by  A.  B.  Davis  of  Xew  York,  are  sufficiently  early  ante- 
partum examinations  and  freedom  from  previous  attempts  at 
delivery.  This,  it  should  be  repeated,  is  no  new  appeal  since 
Cazeaux  writing  long  before  asepsis  was  known  and  thirty-five 
years  before  even  an  early  effective  antisepsis,  deplored  the  ill 
effects  of  prolonged  labor,  rupture  of  the  membranes,  and 
attempts  at  vaginal  delivery  before  undertaking  Cesarean 
section. 

There  is  still  a  proneness  to  adopt  Cesarean  section  only  after 
examination  by  several  physicians  and  when  all  other  methods 
have  been  tried  and  failed.  And  it  is  not  too  much  to  say  that 
this  reluctant  attitude  of  physicians  ought  to  disappear  so  that 
a  timorous  and  belated  acquiescence  in  an  operative  procedure 
which  should  have  been  one  of  election  shall  not  negative  its  best 
results.      It  takes  no  argument  to  prove  that  such  an  attitude 
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merely  opens  the  door  to  the  two  most  dangerous  deterrents  to 
success:  exhaustion  and  infection  of  the  mother.  Both  of  these 
inimical  conditions  may  reasonably  be  avoided  if  there  be  an 
adequate  antepartum  examination  at  a  sufficiently  early  stage  to 
insure  the  performance  of  the  operation  under  the  conditions  and 
at  the  period  most  favorable  for  recovery. 

There  are  a  number  of  cases  of  ruptured  uteri  in  this  series  of 
352  which  might  have  been  avoided  if  examination  at  a  proper 
time  had  been  made.  As  it  was,  the  lack  of  intelligent  coopera- 
tion on  the  part  of  the  outside  attendants  permitted  the  patient 
to  go  into  active  labor  many  hours  before  seeking  hospital 
assistance.  One  of  these  was  a  case  of  thirty  hours  of  labor 
before  operation  and  another  a  case  of  contracted  inlet  and 
exostosis,  with  a  previovis  Cesarean  histor\^ — the  only  case  of 
repeated  section  where  the  old  wound  was  ruptured.  It  may  be 
said  emphaticalh'  then  that  the  eleventh  hour  is  not  the  best 
time  in  which  to  decide  upon  the  treatment  to  be  chosen  for 
delivery  and  that  many  craniotomies,  unfortunate  complications, 
even  serious  injuries  and  deaths  may  be  avoided  if  the  accoucheur 
has  a  certain  and  well-defined  knowledge  of  the  conditions  to  be 
expected. 

While  this  statement  is  of  general  importance  to  the  entire 
subject  of  accouchement,  it  is  of  very  grave  importance  for  the 
success  of  the  Cesarean  operation.  It  is  conceded  by  many 
operators  at  the  present  time  that  if  from  the  results  of  an  ante- 
partum examination  the  operation  has  been  determined  upon  at 
the  onset  or  before  labor,  a  2  per  cent,  mortality  may  be  expected 
and  if  after  two  hours  of  labor  in  the  second  stage,  4  per  cent. 

Having  given  considerable  space  to  the  consideration  of  the 
preliminary  precautions  governing  the  operation  of  abdominal 
Cesarean  section,  it  will  be  well  to  concern  ourselves  with  the 
indications  which  upon  examination  will  appeal  to  the  wise  sur- 
geon as  those  which  point  to  its  choice. 

Indications. — The  reader's  own  list  of  the  indications  for 
Cesarean  section  is  condensed  into  the  following  category  of 
six.  It  differs  very  little  from  certain  other  lists  which  are  more 
expanded  and  contain  no  data  essentially  different.  For  the 
sake  of  the  simplicity  of  the  briefer  classification  it  is  here  re- 
peated.    The  indications  are: 

1.  Deformed  pelvis. 

2.  Disproportionately  large  child. 
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3.  Placenta  previa. 

4.  Eclampsia  with   partially  dilated   cervix,   complicated  or 
not  with  other  causes. 

5.  Neoplasms   of  the  uterus   such   as  fibroids,    carcinomata, 
etc. 

6.  Vaginal   deformities   such   as    marked    contractions    from 
scars,  etc. 

I.  Deformed  pelvis. — Taking  these  up  in  order  as  given,  we 
find  that  of  the  352  cases  in  this  series,  exactly  twenty  were 
recorded  as  having  a  normal,  large  or  roomy  pelvis  and  forty- 
eight  were  "not  noted,"  indicating  probably  no  marked  lapse 
from  normal;  therefore  in  284  or  nearly  78  per  cent,  some  form 
of  deformed  pelvis  was  present.  By  deformed  pelvis  we  mean 
any  kind  of  pelvis  which  is  so  misshapen  or  contracted  as  to 
hinder  the  passage  of  a  living  child  through  it. 

It  has  been  stated  that  about  60  per  cent,  of  all  cases  of  this 
kind  are  liable  to  delivery  by  spontaneous  methods ;  but  slow  dila- 
tation and  prolonged  labor  expose  the  patient  to  serious  danger  of 
infection  on  account  of  the  lessened  resistance  due  to  exhaustion. 
As  many  as  26  per  cent,  will  have  premature  rupture  of  the  mem- 
branes, a  condition  bad  for  the  child  as  asphyxiation  may  be 
caused  by  placental  circulatory  interference  and  the  pressure 
of  the  presenting  part  upon  a  prolapsed  cord  is  a  frequent  cause 
of  death  in  spontaneous  delivery  with  a  deformed  pelvis.  "The 
repeated  delivery  of  dead  children  in  cases  of  contracted  pelvis 
is  unjustifiable  and  indicates  a  neglect  of  human  life  which  should 
not  be  tolerated." 

In  the  128  cases  recorded  in  the  series  now  under  considera- 
tion the  true  conjugate  was  under  8.50  cm.,  in  eight  cases,  7  cm. 
and  in  three  cases  6  cm.  or  less.  Where  the  true  conjugate  is  8 
cm.  or  less  after  careful  antepartum  measurements,  the  patient 
should  be  sent  to  the  hospital  for  Cesarean  section. 

The  general  shape  and  contour  of  the  pelvis  is  as  important  an 
indication  for  Cesarean  section  as  the  measurements  of  the  con- 
jugata  vera;  for  we  riow  know  that  such  irregularities  as  those 
of  the  Roberts  type  on  account  of  the  lateral  contraction  of  the 
sides  also  render  delivery  by  the  vaginal  route  impossible  al- 
though the  true  conjugate  may  be  longer  than  normal. 

The  varieties  of  deformity  considered  in  this  series  are  in  the 
following  order  according  to  the  frequency"  of  their  occurrence. 


I 
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Juste  minor 91 

Contracted 41 

Simple  flat 37 

Rachitic,  with  or  without  some  of  the  other 

forms  of  contraction 31 

Funnel-shaped 13 

Nagele 8 

Deformed  from  hip  disease 2 

Kyphotic i 

Osteomalacic i 

Spondylolisthetic i 

Deformed  and  contracted  in  several  ways 

at  once 57 

This  does  not  bear  out  the  statement  of  Whitridge  Williams 
that  funnel-shaped  deformity  is  the  most  common  abnormality 
among  white  women  and  constitutes  44  per  cent,  of  all  deformed 
pelves. 

2.  Disproportionate  Size  of  Child. — Even  in  cases  where  there 
is  no  malformation  and  the  true  conjugate  is  greater  than  that 
demanded  by  certain  authorities,  there  will  still  remain  the 
factor  of  disproportion  of  the  size  of  the  child  to  be  born.  In 
this  series  there  are  seven  cases  where  the  indication  for  the 
operation  was  a  child  to  large  for  delivery  per  vias  naturales  and 
four  of  these  cases  were  among  the  few  normal  or  not  noticeably 
abnormal  pelves. 

3.  Placenta  Previa. — Twelve  cases  of  placenta  previa  out  of  350 
is  a  disproportionate  amount  for  any  but  an  operative  and  emer- 
gency series  as  the  largest  estimate  given  for  general  hospital 
practice  is  one  case  of  placenta  previa  to  every  207  births. 

In  Novak's  2081  cases  reported  by  different  authors  as  treated 
by  methods  other  than  Cesarean  section,  the  average  maternal 
mortality  was  8.65  per  cent,  and  the  fetal  mortality  56.72 
per  cent. 

Edgar's  analysis  of  forty  consecutive  cases  treated  by  version 
and  breech  extraction,  simple  breech  extraction,  forceps,  and 
spontaneous  delivery  show  a  slightly  lower  maternal  mortality, 
7.5  per  cent,  and  an  infant  mortality  of  32.35  per  cent.  This 
was  considered  satisfactory  as  half  of  these  were  ambulance  and 
emergency  cases. 

In  a  previous  series  of  placenta  previa  cases  analyzed  by  the 
present  speaker  and  treated  in  various  ways,  but  showing  less 
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than  I  per  cent,  of  Cesarean  section  operations,  the  percentage 
of  deaths  for  the  children  was  about  the  same  as  that  quoted 
from  other  authorities.  Here  as  elsewhere  the  situation  was 
complicated  by  the  fact  that  moribund  mothers  were  brought  in 
from  the  ambulance  having  had  no  examination  of  their  con- 
dition early  enough  to  prevent  hemorrhage  and  shock  from 
destroying  "  all  but  the  most  robust  of  infants." 

A  series  of  twelve  is  too  small  for  a  valid  percentage  but  the 
maternal  mortality  in  this  series,  treated  by  Cesarean  section 
alone  was  one  out  of  twelve  or  8.33  per  cent.  This  mother  died 
of  general  sepsis  on  the  seventeenth  day.  The  fetal  mortality 
was  three — with  two  still  births.  This  is  25  per  cent.,  a  better 
showing  than  usual.  Davis  of  Philadelphia  thinks  that  in  the 
present  state  of  our  knowledge  there  is  no  treatment  to  be  com- 
pared with  Cesarean  section  for  central  placenta  previa  if  the  life 
of  both  mother  and  child  are  to  be  considered.  The  high  fetal 
mortality  by  vaginal  treatment  and  the  considerable  maternal 
mortality  seem  to  the  speaker  that  Cesarean  section  will  become 
to  a  greater  extent  the  operation  of  choice. 

Certain  authorities  believe  that  the  indications  for  abdominal 
section  in  placenta  previa  should  be  an  undilated  cervical  canal 
and  tissue  hard  and  unprepared  for  artificial  dilatation.  This 
condition  exists  in  about  5  per  cent,  of  cases,  almost  never  in 
multiparae.  Further  indications  for  multiparas  are  to  be  found 
in  those  with  cicatricial  stenosis  of  the  cervix  or  marked  degree 
of  contracted  pelvis. 

It  is  simpler  to  state  that  the  ideal  conditions  for  delivery 
of  placenta  previa  by  Cesarean  section  are  to  be  found  in  a  rigid 
cervix,  a  viable  child,  and  a  mother  who  is  a  good  surgical  risk 
with  diagnosis  made  early.  Treatment  without  Cesarean  section 
shows  a  frequent  fetal  mortality  as  high  as  50  to  60  per  cent. 
In  the  series  now  under  consideration  deformed  pelvis  was  pres- 
ent in  four  cases,  complicated  in  one  instance  with  persistent 
bleeding. 

4.  Eclampsia. — New  proof  derived  from  Peterson's  exhaustive 
study  of  the  treatment  for  eclampsia  emphasizes  our  former 
belief  and  statement  that  immediate  emptying  of  the  uterus  is 
the  treatment  demanded.  "Putting  an  end  to  pregnancy  stops 
the  intoxication  since  it  depends  upon  pregnancy"  is  a  dogma 
which  we  all  wish  were  true.  In  any  event  it  seems  to  be  a  creed 
defensible  from  a  pragmatic  standpoint.  -  The  inactive  policy 
which  is  somewhat  natural  to  the  obstetrician  who  is  perhaps 
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justly  conservative  in  his  methods  may  be  and  usually  is  the 
worst  possible  treatment  for  eclampsia. 

Peterson's  500  cases  were  gathered  from  100  different  operators 
and  from  twelve  countries  and  his  general  results  are  of  primary 
importance.  The  average  mortality  in  eclampsia  is  28.9  per  cent. 
When  there  are  no  postpartum  convulsions  the  mortality  is  10 
per  cent. ;  the  general  mortality  decreasing  in  any  series  and 
by  any  treatment  according  to  the  lessening  number  of  ante- 
partum convulsions.  After  ten  antepartum  convulsions  the 
mortality  takes  a  great  leap  upward. 

"No  physician  can  save  life  where  the  intoxication  has  extended 
to  the  kidney,  liver  and  brain  of  the  mother  with  such  serious 
degenerative  changes  as  often  occur  before  the  first  convulsion." 
In  operations  immediately  after  the  first  eclampsic  seizure, 
the  mortality  is  as  low  as  18.51  per  cent.,  the  fetal  mortality 
of  course,  also  depending  upon  the  amount  of  intoxication  which 
has  extended  to  the  fetus.  A  higher  mortality  for  the  children 
may  therefore  be  expected  after  many  antepartum  convulsions. 
While  spontaneous  delivery  gives  a  low  death  rate  for  the  child, 
the  general  conclusions  from  this  long  list  of  cases  is  that  the 
necessity  to  empty  the  uterus  promptly  is  indicated  as  a  neces- 
sity in  eclampsia. 

In  our  series  there  were  twenty  eclampsia  cases  and  the 
maternal  mortality  was  five — or  25  per  cent. — only  a  little 
higher  than  Dr.  Peterson's  taken  from  twenty-five  times  as 
many  cases,  necessarily  a  much  fairer  method  of  calculation. 
The  fetal  mortality  in  this  series  of  twenty  was  three,  one  still- 
birth and  one  child  dying  on  the  fourth  and  one  on  the  eighth 
day  after  birth.  But  according  to  fair  testimony  a  fetus  show- 
ing no  signs  of  life  at  time  of  operation  cannot  be  included,  there- 
fore we  have  found  only  two  deaths  of  children — or  10  per  cent. — 
a  better  showing  than  can  be  found  in  any  other  regular  series  by 
whatsoever  treatment.  Probably  a  cause  for  the  lessened 
fetal  mortality  lies  in  the  decreased  traumatisms  due  to  high 
delivery  and  without  instruments. 

Dr.  Peterson's  figures  show  that  the  eclamptic  conditions  are 
present  more  frequently  in  primiparae  but  that  the  mortality  is 
higher  among  multiparae.  The  ratio  in  these  twenty  cases  was 
about  the  same  for  both,  as  there  were  twelve  primiparae  with  a 
mortality  of  three;  and  eight  multiparae  with  a  mortality  of 
two,  twenty-five  per  cent,  each  time. 

Fourteen  cases  were  complicated  with  deformed  pelvis  or  with 
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ruptured  membranes  or  with  both.  These  are  facts  of  some 
significance,  as  a  widely  accepted  indication  for  the  abdominal 
Cesarean  section  is  the  complication  of  a  deformed  pelvis. 

5.  Neoplasms. — Neoplasms  were  of  various  kinds,  fibroids, 
carcinoma,  sarcoma  and  pelvic  tumors.  There  were  eighteen 
cases  in  all  with  a  maternal  mortality  of  five  and  a  fetal  mor- 
tality of  seven.  One  of  these  cases  of  carcinoma  died  from 
shock  after  hysterectomy  following  the  Cesarean  section  and  one 
from  the  obstruction  of  a  large  fibroid  tumor.  In  two  cases  of 
large  fibroid,  the  mother  died  in  one  instance  from  shock  and  the 
child  in  the  other  from  hemophilia.  In  the  two  other  deaths 
from  neoplasms  one  was  from  suppression  of  urine  and  the  other 
from  general  peritonitis  with  a  history  of  outside  manipulation 
before  admission. 

6.  Vaginal  Deformities. — Constituted  no  large  part  of  this 
series;  but  atresia  of  the  vagina  was  the  indication  in  several 
cases.  Membranes  ruptured  prematurely  in  165  cases.  Of 
these  a  deformed  pelvis  was  frequently  an  accompanying 
feature  and  sometimes  a  deformed  pelvis  with  other  complica- 
tions. In  one  case  there  was  an  exostosis;  in  two,  fibroids  of  the 
uterus.  There  was  also  one  case  of  double  monster,  one  of  twins 
with  prolapsed  cord,  one  adherent  cervix,  and  one  of  Pott's 
disease.  Impacted  shoulder  and  transverse  presentation  at 
one  time  with  eclamptic  complications  and  two  placenta  previa 
cases  were  accompanied  by  ruptured  membranes.  The  entire 
mortality  where  there  were  prematurely  ruptured  membranes 
was:  maternal,  nineteen,  11.5  per  cent.;  and  fetal,  thirty-one, 
1 5  per  cent. ;  fourteen  stillborn. 

Out  of  the  165  cases  where  the  history  was  merely  one  of 
prolonged  labor,  deformed  pelvis  and  ruptured  membranes,  the 
mortality  was  twelve,  7.2  per  cent.  In  all  of  the  other  cases, 
neoplasms,  eclamptic  complications,  or  other  morbid  con- 
comitants were  obviously  present  as  a  cause  of  death. 

The  entire  mortality  for  the  352  cases  is:  Mothers,  thirty- 
eight  ;  children  fifty-three.     Of  the  latter  twenty  were  stillbirths. 

There  were  twelve  maternal  deaths  where  there  had  been 
outside  manipulation  and  infection;  causes  of  death  being  gen- 
eral sepsis,  streptococcemia,  staphylococcemia,  in  one  case  com- 
bined with  spinal  meningitis.  One  mother  was  brought  in  from 
the  ambulance  in  shock  with  a  ruptured  uterus,  the  stillborn 
child  was  taken  from  the  abdominal  cavity.  In  one  case  the 
mother  died  on  the  table  before  the  abdomen  was  opened.     One 
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case  where  lobar  pneumonia  was  the  reason  for  undertaking 
the  operation  both  mother  and  child  died,  the  mother  on  the 
first  day  and  the  child  on  the  lifth.  Five  deaths  were  due  to 
eclampsia;  five  to  neoplasms;  one  to  Pott's  disease  where  the 
mother  was  moribund  and  the  operation  was  undertaken  solely 
in  behalf  of  the  child  who  lived ;  four  died  of  pneumonia ;  and  one 
of  pulmonary  embolism.  There  were  eight  cases  of  shock, 
three  from  hysterectomy  following  Cesarean  section,  two  from 
neoplasms  and  one  from  peritonitis.  Eliminating  only  the  mori- 
bund cases,  where  the  mother's  case  was  hopeless  at  time  of 
operation  and  including  general  sepsis  from  outside  previous 
attempts  at  delivery,  pneumonia,  eclampsia  and  neoplasms  in 
our  series,  we  have  a  mortality  of  thirty-three  or  9.6  per  cent, 
maternal  mortality. 

The  fetal  mortality  of  fifty-three  included  one  double  monster 
stillborn,  one  child  of  a  hump-backed  dwarf  which  died  of  inani- 
tion; one  case  of  asphyxiation  due  to  protracted  labor.  There 
was  a  case  of  atelectasis  and  one  of  nephritis  and  the  case  where 
the  stillborn  child  was  taken  from  the  abdominal  cavity  of  the 
mother  brought  in  in  shock  from  ruptured  uterus.  The  fetal 
mortality  with  the  four  obvious  cases  removed  amounts  to  14 
per  cent. 

Multiple  Cesarean  Section. — There  is  always  an  interesting 
question  attached  to  the  repeated  operation.  In  an  estimated 
table  given  by  McGibbon  of  Edinburgh  we  find  that  out  of 
150  cases  taken  from  a  New  York  list  where  multiple  section 
had  occurred  as  many  as  five  times  in  two  cases,  four  times  in 
one  case,  three  times  in  thirty- two  cases,  the  mortality  was  5 
per  cent. 

The  earlier  table  of  thirty-nine  cases  given  by  the  present 
writer  showed  three  deaths,  one  of  which,  however,  dying  of 
anesthesia  before  the  abdomen  was  opened,  gave  about  a  5  per 
cent,  mortality.  In  that  series  the  two  other  maternal  deaths 
were  from  complications  of  general  sepsis  and  pneumonia.  There 
was  practically  no  fetal  mortality  in  that  series. 

Out  of  the  forty-four  cases  in  our  present  series  there  were 
two  deaths;  one  of  paraplegia  from  Pott's  disease  and  one  from 
peritonitis,  making  at  most  a  little  more  than  2  per  cent.  Mc- 
Gibbon does  not  agree  with  Keer  of  Glasgow,  who  sterilizes  all 
women  after  the  second  Cesarean  section.  Olshausen  has  found 
only  one  case  out  of  120  where  rupture  occurred  from  repeated 
section.     Covelaire  thinks  it  occurs  in  about  2  per  cent,  of  cases. 
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In  our  series  there  were  eight  cases  of  Cesarean  for  the  third 
time,  two  for  the  fourth,  one  for  the  fifth  and  there  was  but 
one  case  of  rupture  from  the  old  wound. 

Harrar  of  our  staff  has  recently  published  an  article  stating 
that  the  place  where  uterine  tissue  may  rupture  is  between  the 
scars,  should  successive  scars  be  made.  The  uterine  scar  may 
be  perfectly  healed  itself  making  strong  tissue  but  at  every  new- 
section  it  should  be  cut  out  and  a  new  line  of  cleavage  made, 
with  no  possibility  for  weakening  tissue  between  scars.  In  the 
previously  mentioned  thirty-nine  cases  the  uterine  scar  had  dis- 
appeared from  sight  in  nine  cases  and  was  normal  (no  thinner 
than  the  rest  of  the  uterus)  in  twenty-five  cases. 

Technic  of  Operation. — The  various  analyses  which  have  been 
undertaken  in  this  paper  thus  far,  have  emphasized  the  desira- 
bility of  examination  before  labor.  In  emergency  and  ambu- 
lance cases,  we  are  face  to  face,  however,  with  conditions  instead 
of  theories. 

Whenever  possible  we  have  waited  for  the  mother  to  go  into 
labor  before  commencing  the  operation,  in  order  that  some 
dilatation  of  the  os  might  occur,  thereby  facilitating  drainage  in 
the  puerperium  and  determining  whether  or  not  the  head  would 
engage. 

The  technic,  consists  after  the  usual  preparations  for  any 
laparotomy,  in  opening  the  abdomen  by  an  incision  about  12  cm. 
in  length,  slightly  to  the  right  of  the  median  line  and  extending 
downward  to  the  umbilicus  from  above.  One  or  two  gauze  pads 
wet  in  warm  salt  solution  are  placed  above  the  fundus  which 
will  be  found  directly  under  the  wound,  in  order  to  hold  back 
the  omentum  and  intestines.  The  frequent  twisting  of  the  uterus 
upon  its  long  axis,  especially  to  the  right  makes  it  desirable  to 
rotate  to  the  left,  so  that  its  anterior  wall  looks  directly  forward 
thus  bringing  the  uterine  incision  in  the  middle  of  the  organ. 
The  assistant  so  regulates  pressure  on  the  sides  of  the  abdom- 
inal wall  that  the  uterus  is  held  well  up  to  the  abdominal  opening 
until  it  is  emptied  of  its  contents — child,  placenta,  and  mem- 
branes and  until  several  of  the  deep  sutures  are  in  place  and 
tied.  No  eft'ort  to  control  hemorrhage  has  been  made  as  it  has 
been  found  to  be  unnecessar}-.  The  uterus  is  carefully  opened 
with  a  scalpel  in  order  to  keep  the  membranes  intact,  and  the 
hand  should  be  swiftly  swept  around  between  them  and  the 
uterine  wall  so  that  later  when  the  uterus  has  contracted  there 
will  be  no  delav  in  removing  the  adherent  membranes.     Xe^lect 
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of  this  precaution  may  mean  that  the  membranes  must  be  re- 
moved piecemeal.  The  anterior  thigh  of  the  child  is  grasped 
and  a  breech  extraction  is  done  whenever  possible,  turning  the 
child  after  delivery  of  the  shoulders  so  that  it  faces  toward  the 
mother's  face.  An  assistant  stands  ready  to  clamp  and  cut  the 
cord  and  the  child  is  taken  away  to  another  room  to  have  respira- 
tion established.  The  placenta  and  membranes  are  next  ex- 
tracted and  we  then  hook  two  fingers  of  the  left  hand  into  the 
uteius  at  the  angle  of  the  wound  and  with  the  right  hand  pass 
the  deep  interrupted  sutures  of  Xo.  2  chromic  catgut  through 
the  cut  edges  of  the  uterine  wall  down  to  the  endometrivim  and 
well  out  on  the  opposite  side  in  reverse  order. 

These  sutures  are  readily  buried  by  a  continuous  suture  of 
No.  2  plain  gut  placed  so  as  to  pass  through  the  peritoneum, 
well  into  the  muscle  and  fold  it  over  the  first  layer  of  stitches 
much  in  the  manner  of  a  Lembert  suture,  bringing  the  peritoneum 
into  apposition. 

The  abdominal  pads  are  removed;  the  wound  is  closed  in 
layers  as  in  an  ordinarv^  celiotomy.  The  after-care  in  uncom- 
plicated cases  is  that  of  any  laparotomy  together  with  that  of 
an  ordinary'  postpartum  case. 

In  all  of  this  it  is  understood  that  the  uterus  is  not  delivered 
from  the  abdominal  cavity.  The  lessened  mortality  from  the 
operation  in  its  new  technic  owes  much  to  the  fact  that  shock  is 
decreased  under  these  circumstances  and  that  there  is  less  danger 
of  infection. 

Summary. — To  sum  up  rapidly  the  results  of  this  analysis,  it 
seems  to  be  evident  that : 

1.  Cesarean  section  is  the  preferred  method  of  delivery  under 
conditions  where  a  viable  child  may  not  be  delivered  by  normal 
ways  and  provided  the  mother  can  bear  the  surgical  risk. 

2.  The  mortality  statistics  show  that  early  examination, 
freedom  from  previous  manipulation  and  from  other  efforts  to 
deliver,  are  important  points  for  the  best  results. 

3.  However  the  fact  that  the  patient  has  been  some  time  in 
labor  need  not  preclude  the  efficiency  of  the  operation. 

4.  Conditions  should  be  satisfactor\'  for  this  operation  as  it 
requires  a  particular  technic  with  skilled  assistants  for  the  best 
results. 

5.  The  most  important  points  of  the  technic  are: 

a.  High  incision. 

b.  Xondeliver)-  of  the  uterus  from  the  abdominal  cavity. 
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c.  The  absence   of   any  method   of   constriction   to  prevent 
bleeding.     This  is  not  necessary. 

d.  The  method  of  suture  as  described  above. 

6.  Given  such  conditions  as  are  demanded  for  the  technic  of 
the  operation,  and  with  the  elimination  of  those  patients  who 
would  die  under  any  method  of  treatment,  we  may  hope  for  a 
mortality  not  to  exceed  2  per  cent. 
20  West  Fiftieth  Street. 
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Maxillian  Neu  {Zent.  f.  Gyn.,  No.  10,  1911),  in  writing  of 
so-called  "  pseudomenstruation "  records  his  observations  in 
fifty-four  cases  in  which  both  diseased  ovaries  were  wholly  re- 
moved. He  observed  that  in  every  instance  in  which  the  ovaries 
were  removed  fourteen  or  more  days  after  the  last  menstrual 
period,  that  a  menstrual  flow  occurred  shortly  after  the  operation 
and  resembled  in  duration  and  amount  the  regular  menstrual  flux, 
but  where  the  operation  was  performed  in  less  than  fourteen  days 
after  the  last  menstrual  period  there  was  no  loss  of  blood  follow- 
ing the  operation.  He  believes  that  these  hemorrhages  were  not 
accidental,  but  were  regular  menstrual  hemorrhages. 

The  statistics  of  Straehl,  Schmalfuss,  Widdow,  Glaveke, 
Nernes,  Liesan  and  Pfister  show  that  the  menses  return  for  a 
variable  number  of  times  after  double  ovariotomy  in  from  2 . 7 
per  cent,  to  24.4  per  cent,  of  all  cases  or  an  average  of  12  per 
cent.  This  percentage  would  be  increased  were  the  occurrence 
of  vicarious  menstruation  included.  Pfister,  in  116  cases  of 
double  castration,  had  twelve  cases  in  which  hemorrhages  from 
the  nose  and  bowel  recurred  at  regular  intervals  over  a  period  of 
one  to  two  years.  According  to  Pfister,  30  per  cent,  and  Glaveke 
50  per  cent,  of  all  castrated  cases  experience  the  menstrual 
molimina  for  two  or  more  years.  In  the  above  statistics  no 
account  is  taken  of  the  occurrence  of  hemorrhages  from  the 
uterus  which  frequently  follow  double  ovariotomy  and  persists 
for  one  or  more  days  only  but  do  not  recur  at  regular  intervals. 

My  interest  in  the  periodic  recurrence  of  the  menstrual  flux 

*  Read  before  the  Am.  Gyn.  Soc.  in  Baltimore,  May  28,  1912 
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after  the  removal  of  both  ovaries  was  incited  by  the  following 
case: 

Mrs.  B.,  aged  thirty,  referred  by  Dr.  Sykes  of  Hamburg, 
Iowa,  was  first  operated  Sept.  30,  1909,  by  Dr.  Jolly  of  Ham- 
burg, Iowa,  who,  at  that  time,  removed  the  left  tube  and  ovary 
and  appendix.  On  May  9,  1 910,  he  removed  the  right  tube  and 
ovary.  In  both  cases,  the  ovaries  were  markedly  cystic  and  not 
adherent. 

My  relation  to  the  case  began  Sept.  14,  1911,  when  she  com- 
plained of  a  constant  pain  in  the  back  and  in  the  right  side  of  the 
pelvis  which  had  persisted  for  two  or  more  years.  She  ceased 
to  menstruate  for  three  months  after  the  last  operation  by  Dr. 
Jolly;  then  proceeded  to  flow  at  regular  twenty-eight-day 
periods.     The  flow  did  not  differ  from  that  of  previous  years. 

On  examination  I  found  a  mass  about  the  size  of  a  hen's  egg  to 
the  right  of  the  uterus  that  was  tender  to  pressure  and  immov- 
able; this  I  assumed  to  be  an  adherent  cystic  ovary  resulting 
from  a  retained  fragment  of  an  excised  ovary.  Upon  opening 
the  abdomen,  I  discovered  that  this  mass  was  the  omentum 
firmly  adhered  to  the  right  horn  of  the  uterus  and  that  there 
were  adhesions  distributed  throughout  the  pelvis.  In  a  careful 
search  no  trace  of  ovarian  tissue  was  found.  Neither  of  the 
ovarian  ligaments  was  in  evidence.  I  amputated  the  omentum 
high  above  the  uterus  and  broke  up  all  pelvic  adhesions,  leaving 
no  raw  surfaces.  The  uterus  was  normal  but  atrophied  to  about 
two-thirds  its  normal  size.  An  exploratory  curetage  revealed 
nothing  abnormal  within  the  uterus.  It  is  now  seven  months 
since  the  operation  and  the  patient  writes  me  that  she  is  in 
good  general  health  but  that  her  menstrtial  periods  have  con- 
tinued to  recur  at  regular  intervals  and  in  the  usual  amount. 
She  says  she  is  very  nervous  and  suffers  from  hot  flashes.  She 
has  not  taken  ovarian  or  corpus  luteum  extract. 

The  findings  in  this  case  are  almost  identical  with  those  in  the 
case  reported  by  Dr.  George  Gellhorn  of  St.  Louis  in  the  Zent.  f. 
Gyn.,  No.  40,  1907.  In  his  case  both  ovaries  were  removed,  one 
in  1905,  and  the  other  in  1906.  She  complained  of  pain  in  the 
abdominal  scar  and  groin  and  hot  flashes.  She  had  menstruated 
at  regular  monthly  intervals  for  seventeen  months  following  the 
second  operation  in  which  the  second  ovary  was  removed.  In 
the  operation  of  Gellhorn,  general  pelvic  adhesions  were  en- 
countered, the  omentum  was  adhered  to  the  abdominal  scar  and 
fundus  of  the  uterus  by  means  of  three  solid  cords  which  were 
severed.  The  uterus  was  atrophied,  but  otherwise  appeared 
normal.  There  was  no  evidence  of  tubes  or  ovaries.  The  case 
was  followed  for  six  months,  diuring  which  time  there  was  no  re- 
turn of  the  menses. 
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It  will  be  noted  that  Gellhorn's  case  and  mine  differed  in  only 
one  essential  detail;  the  menses  recurred  at  regular  monthly 
intervals  after  the  operation  in  my  case,  while  in  Gellhorn's 
case,  they  had  not  recurred  during  the  six  months  of  observation 
following  his  operation. 

Gellhorn  very  logically'  concludes  that  in  his  case  the  persistence 
of  the  menstrual  periods  following  the  removal  of  both  ovaries 
was  aided  by  the  added  blood  supply  brought  to  the  uterus 
through  the  adherent  omentum  and  that  inasmuch  as  no  ovarian 
tissue  was  found  and  could  not  possibly  have  been  removed  by 
him  in  the  operation,  he  believes  that  the  c^^clic  element  was  the 
controlling  factor  in  continuing  the  menstrual  periods.  In  his 
study  of  the  case,  he  was  careful  to  eliminate  such  casual  factors  as 
endometritis,  fibroids,  polypi,  cancer,  and  general  conditions,  such 
as  an  incompetent  heart  w^hich  might  result  in  pelvic  congestion. 
He  believes  that  the  ovary  is  not  the  essential  cause  but  merely  a 
stimulus  to  the  menstrual  cycle  and  illustrates  his  point  by  a 
recital  of  another  case  in  which  both  ovaries  had  been  removed, 
the  menses  ceased  for  six  months  when  ovarian  extract  was 
given,  and  in  six  weeks  from  the  time  ovarian  extract  was  given, 
the  menstrual  periods  began  and  continued  to  recur  at  regular 
periods  so  long  as  the  patient  was  under  observation.  In  this 
connection,  it  is  of  interest  to  note  that  Van  de  Velde  made  a 
number  of  observations  in  women  of  forty-three  to  forty-nine 
years  of  age  in  whom  the  menses  ceased  for  a  period  of  four  to 
eighteen  months  and  returned  shortly  after  the  administration  of 
ovarian  extract. 

In  a  personal  communication  from  Dr.  Gellhorn,  he  suggests 
that  the  probable  explanation  for  the  menstrual  periods  per- 
sisting after  the  removal  of  both  ovaries  in  my  case  is  found  in 
the  formation  of  adhesions  binding  the  omentum  and  other 
pelvic  structures  to  the  uterus  and  that  possibly  these  adhesions 
recurred  after  the  operation  which  I  performed,  thus  accounting 
for  the  persistence  of  menstruation  after  my  operation  was 
performed.  I  do  not  believe  that  the  amputated  omentum 
could  possibly  adhere  to  the  uterus,  but  there  were  extensive 
adhesions  elsewhere  in  the  pelvis  which  might  readily  reform. 
The  point  is  well  taken  by  Gellhorn  that  in  a  woman  in  the  age 
of  sexual  maturity  and  in  the  absence  of  ovarian  tissue,  the 
menses  may  recur  at  regular  intervals  through  the  agency  of 
the  vascular  connections  with  the  uterus  as -existed  in  his  and 
in  mv  case,  and  that  between  the  ages  of  twentv-five  and  forty 
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a  comparatively  small  stimulus  may  suffice  to  bring  on  a  men- 
strual flow. 

It  is  of  passing  interest  to  note  the  experiments  of  Josef 
Halban  {Zent.  f.  Gyn.,  Nov.,  1911)  who  studied  the  recurrence 
of  rut  in  frogs  after  castration.  While  the  rut  was  diminished 
in  degree  it  recurred  at  regular  intervals.  These  observations 
suggested  to  the  mind  of  Halban  that  the  genital  glands  are  not 
essential  to  rut  and  he  assumes  the  existence  of  some  as  yet  un- 
knovvn  cause  for  the  menstrual  phenomena. 

The  theory  that  has  met  with  general  acceptance  is  that  of 
the  presence  of  ovarian  tissue  left  behind  after  the  removal  of 
both  anatomical  ovaries.  In  the  removal  of  adherent  infected 
ovaries  small  bits  of  ovarian  tissue  may  be  easily  left  attached  to 
surrounding  structures  and  thus  account  for  the  persistence  of 
the  menstrual  periods.  Supernumerary  and  accessory  ovaries 
form  the  subject  of  very  able  discussions  by  Dr.  Manclaire  and 
Madam  Isenberg-Paperin  {Archiv.  gen.  de  chirurgie,  July  25,  1911, 
and  Meriel,  Paris  medical,  Oct.  14,  1911).  Two  varieties  of 
supernumerary  ovaries  are  recognized:  (i)  contiguous  super- 
numerary ovaries  placed  on  or  close  against  the  anatomical 
ovary;  and  (2)  aberrant  supernumerary  ovaries  lying  at  some 
point  in  the  line  of  descent  of  the  fetal  ovary  or  more  or  less 
removed  from  that  line.  Meriel  found  aberrant  ovarian  tissue 
in  4  per  cent,  of  female  bodies  of  all  ages.  These  bodies  were 
usually  not  larger  than  a  millet  seed  or  pea  and  rarely  attained 
the  size  of  a  cherry.  The  greater  number  lie  adjacent  to  the 
anatomical  ovary  but  may  be  found  in  the  broad  ligament, 
ovarian  ligament,  pelvic  pouches,  under  the  peritoneum  adjacent 
to  the  ureter,  and  adhered  to  the  omentum  and  intestine.  They 
are  prone  to  develop  new^  cystic  growths  just  as  are  aberrant 
thyroid  and  adrenal  bodies. 

Meriel  explains  the  occurrence  of  these  supernumerary  bodies 
lying  close  to  the  anatomical  ovary  on  the  hypothesis  of  gland 
division  by  fetal  peritoneal  bands.  He  observes  that  the  ovary 
and  accessory  bit  are  separated  by  cicatricial  tissue.  The  more 
remote  supernumerary  bodies  are  the  result  of  peritoneal  bands 
formed  early  in  fetal  life,  before  the  ovary  has  made  its  descent. 
Or  as  Chipman  (Trans.  Am.  Gyn.  Soc,  191 1)  suggests,  it  may  be 
due  to  the  persistence  of  the  type  of  diff'use  ovaries  found  in 
birds  and  reptiles. 

Not  only  may  menstruation  persist  after  double  ovariotomy 
but  Blair,  Bell,  Doran,  Chipman.  Hoegh,  Gordon  and  others  have 
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reported  instances  in  which  pregnancy  followed  the  removal  of 
both  ovaries  thereby  supplying  proof  positive  of  the  functioning 
capacity  of  the  supernumerary  ovaries. 

Referring  again  to  the  cause  of  the  periodic  recurrence  of  the 
menstrual  periods  after  the  removal  of  both  ovaries,  I  submit 
that  there  is  no  convincing  proof  that  such  an  event  is  possible  in 
the  absence  of  ovarian  tissue;  that  when  a  woman  continues  to 
menstruate  at  regular  intervals  after  complete  double  ovariotomy, 
it  must  be  assumed  that  she  is  still  the  carrier  of  ovarian  tissue. 

The  argument  of  Dr.  Gellhorn  for  the  "habit  of  menstruating" 
aided  by  the  added  blood  supply  coming  through  the  omental 
tissue  adhered  to  the  uterus,  is  well  taken  in  his  case  but  cannot 
be  accepted  without  qualification  without  excluding  the  possible 
existence  of  accessory  ovarian  bits;  and  this,  I  believe,  to  be  a 
physical  impossibility  in  the  living  subject. 

That  the  ovaries  are  not  the  only  essential  etiological  factor 
in  menstruation  we  can  neither  affirm  nor  deny.  The  case  of 
Gellhorn  and  the  experiments  of  Halban,  suggest  the  possibility 
that  menstruation  can  proceed  and  can  recur  at  regular  epochs 
over  periods  of  months  and  years  after  the  removal  of  all  ovarian 
tissue.  There  is  much  need  for  further  investigation  of  this 
important  subject. 

3602  Lincoln  Boulevard. 
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This  case  is  worthy  of  report  not  only  because  it  is  a  com- 
paratively rare  monstrosity,  but  also  because  of  the  interesting 
clinical  feature  it  presents. 

A.  H.  K.,  age  twenty-seven;  married  two  years;  had  never  been 
pregnant.  Began  to  menstruate  at  fourteen  years,  was  always 
irregular,  from  four  to  ten  weeks;  flow  of  about  five  days'  dura- 

*  From  the  First  G)Tiecological  Ser\ice  and  the  Pathological  Department  of  Beth 
Israel  Hospital. 
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tion,     scanty,     with    marked    dysmenorrhea.      Sought    advice 
because  of  the  dysmenorrhea  and  irregular  menstrual  periods. 

General  condition  good.  Development  and  nourishment  good. 
Physical  examination  negative.  Urine  negative.  Bimanual 
examination  showed  uterus  somewhat  small  and  anteflexed,  and 
both  ovaries  and  tubes  adherent.  Admitted  to  my  service  at 
Beth  Israel  Hospital,  on  August  29,  1909. 

Operation. — Left  ovary  enlarged  and  cystic,  and  fimbriated 
extremity  closed :  portion  of  ovary  resected  and  fimbria  of  tube 
opened.  Adhesions  about  right  ovary  and  tube  were  broken  up, 
and  phimosis  operation  performed  on  fimbriated  extremity  of 
tube.  Appendix  showed  chronic  inflammation  with  adhesions; 
removed  in  usual  manner. 

Discharged  September  12,  1909. 

The  patient,  who  lived  in  Florida,  returned  to  this  City  in 
May,  1911,  being  gravid  in  the  third  month.  She  had  men- 
struated last  on  February  2 ;  the  expected  delivery  was  therefore 
about  November  10.  She  was  under  observation  by  her  brother, 
a  physician,  and  her  pregnancy  up  to  September  18  was  normal 
and  uncomplicated  except  that  the  size  of  the  abdomen  sug- 
gested twins.  Her  urine  was  examined  chemically  and  micro- 
scopically at  frequent  intervals,  and  was  negative  on  every 
examination. 

On  September  18,  at  about  4  a.  m.,  without  any  premonitory 
sign,  the  membranes  ruptured,  and  a  large  quantity  of  amniotic 
fluid  escaped.  There  were  no  labor  pains.  The  patient  w^as 
transferred  to  a  private  sanitarium.  I  saw  her  at  about  10  A.  m., 
w'hen  the  pains  first  appeared.  Examination  then  revealed  the 
OS  dilated  to  the  size  of  a  half  dollar,  head  presenting.  Palpation 
of  abdomen  strongly  suggested  twin  pregnancy.  The  patient 
made  satisfactory  progress  for  the  next  hour  or  so,  when  she 
began  to  complain  of  dimness  of  vision.  A  specimen  of  her  urine 
taken  at  that  time  was  sent  to  Dr.  J.  J.  Hertz  for  examination, 
w^ho  reported  it  negative  as  to  albumin,  sugar,  and  acetone,  and 
wnth  only  a  very  few  cylindroids. 

Rapid  delivery  was  now  decided  on.  Ether  was  administered, 
and  after  manual  dilatation  of  the  cervix,  which  was  readily 
effected,  high  forceps  w^ere  applied,  and  the  monstrosity  described 
below  extracted.  The  placenta  was  expressed.  Shortly  after 
delivery  (about  2  p.  m.)  patient  had  several  convulsive  attacks, 
but  under  stimulation  with  strychnine  and  nitroglycerin  the 
convulsions  ceased,  and  the  pulse,  respiration,  and  sight  improved. 
At  6.  p.  M.  36  ounces  of  urine  were  withdrawn  by  catheter.  At 
about  8  p.  M.  the  patient  was  again  seized  with  convulsions,  and 
in  spite  of  nitroglycerin,  venesection,  etc.,  failed  to  rally,  and 
died  at  12  o'clock  that  night. 

In  addition  to  the  fact  of  pregnancy  occurring  after  plastic 
surgery  on  the  adnexa,  this  case  presents  the  interesting  question 
as  to  w^hether  or  not  the  previous  operations  on  the  tubes  and 
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ovaries  had  any  bearing  on  the  abnormal  development  of  the 
fetus,  and  whether  the  latter  was  a  causative  factor  in  the 
eclampsia,  especially  as  the  patient  failed  to  show  any  affection 
of  the  kidneys,  or  any  other  organ,  previously. 

The  fetus  was  dissected  by  Dr.  Isador  Seff,  with  the  assistance 
of  Dr.  Eli  Moshcowitz,  Pathologist  to  Beth  Israel  Hospital. 

Specimen  of  cephalothoracopagus-monosymmetros,  consisting 
of  one  head  and  two  trunks.  The  trunks  are  joined  on  their 
thoracic  aspects  from  the  neck  to  the  umbilicus.  There  is  no 
sulcus  either  anteriorly  or  posteriorly.  The  posterior  shoulders 
are  slightly  higher  than  the  anterior.  The  head  is  attached 
directly  to  the  trunk  without  any  apparent  neck.  The  upper  and 
lower  extremities,  external  genitals  and  the  part  of  the  trunk 
below  the  umbilicus  show  no  abnormality. 

Length  of  specimen,  from  crown  of  head  to  soles  of  feet,  33  cm. 

Width,  middorsal  region,  side  to  side,  8  cm.,  front  to  back,  6  cm. 

Length  from  neck  to  umbilicus,   61/2  cm. 

Measurements  of  head,  frontooccipital,  81/2  cm.;  bitemporal- 
7  cm.;  occipitomental,  91/2  cm.;  bimastoid,  7  cm. 

Head. — From  the  anterior  aspect  the  face  reveals  nothing  ab- 
normal. Both  ears  prominent.  On  right  ear  a  small  polyp  at 
the  upper  junction  of  helix  to  head.  The  antehelix  is  prominent 
on  both  sides.  Eyes  show  nothing  abnormal.  Nose  flat.  Chin 
joins  directly  to  neck.  The  occipital  portion  of  the  head  is 
unusually  wide.  In  the  median  line  posteriorly  at  the  junction 
of  the  head  and  neck  is  apparently  a  double  ear.  This  structure 
is  heart  shaped  and  manifestly  formed  by  two  ears  joining  in 
the  median  line.     The  antehelices  are  united. 

Cranial  Cavity. — The  brain  was  so  macerated  that  it  could 
not  be  studied. 

The  cranial  vault  is  made  up  of  seven  bones :  two  f rontals  of 
normal  conformation;  two  parietals;  and  one  occipital,  of  normal 
conformation.  Between  the  parietals  and  the  occipital  bones 
are  two  small  bones,  triangular  in  shape,  and  about  size  of  a 
dollar,  the  borders  of  which  are  the  base  of  the  skull,  anteriorly 
are  the  parietal  bones,  posteriorly  the  occipital  bones. 

On  opening  the  cranial  vault,  the  anterior  and  middle  fossa 
present  a  normal  appearance.  The  posterior  fossa,  however, 
presents  many  abnormalities.  It  consists  of  two  lateral  halves, 
each  half  being  bounded  by  the  petrous  portion  in  front,  later- 
ally, by  the  accessory  bones  described  above,  posteriorly,  by 
a  small  portion  of  the  occipital  bone,  and  toward  the  median 
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line  by  a  large  pyramidal  shaped  bone,  which  has  the  appear- 
ance of  another  petrous  bone.  In  the  anterior  part  of  each 
cavity,  and  situated  toward  the  median  Hne  is  a  large  opening, 
the  foramen  magnum.  The  accessory  petrous  bones  are  sepa- 
rated in  the  median  line  by  a  distinct  deep  groove. 


Fig.    I. — Cephalothoracophagus  monosymnmetros. 


All  the  cranial  nerves  appear  to  be  in  their  normal  situations. 
In  addition  there  appear  to  be  two  cranial  nerves  making  their 
exit  through  the  accessory  petrosal  bones.     One  lies  just  below 
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the  superior  ridge  of  the  above  bone  in  the  median  line,  the 
other  just  below  it. 

The  sella  turcica  of  the  sphenoid  bone  is  shallow. 

The   accessory  petrosal   bones   are   attached   directly   to   the 


Fig.  2. — Radiograph  of  cephalothoracophagus  monosymmetros. 


posterior  wall  of  the  infundibular  fossa.  There  is  a  broad  deep 
transverse  groove  between  these  bones  and  the  pituitary  fossa. 
On  the  superior  ridge  of  the  accessory  petrosal  bones,  at  the 
junction  of  the  middle  and  posterior  third  are  a  pair  of  large 
foramina,  the  diameter  of  a  goose-quill.  -  The  openings  face 
almost  directlv   anteriorlv,   and   are   surrounded  by  a  distinct 
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elevated  ridge.  These  foramina  are  pierced  by  a  large  plug 
of  connective  tissue  rising  from  the  dura. 

Through  the  accessory  double  ear,  the  probe  passes  into  a 
canal,  which  leads  directly  forward  in  the  median  line  for  a 
distance  of  5  cm. 

Umbilical  Cord  is  large,  flattened,  contains  two  distinct  sets  of 
vessels,  one  for  each  body. 

The  sternum  is  entirely  absent  anteriorly.  The  space  between 
the  ribs  of  the  joined  fetuses  is  occupied  by  six  short  ribs  which 
bridge  the  space  where  the  sternum  is  normally  situated.  These 
ribs  are  ciurved  with  the  concavity  upward,  the  lowermost  ribs 
showdng  a  greater  curve  than  the  upper.  The  upper  ribs  are 
slightly  shorter  than  the  lower.  These  ribs  articulate  with  the 
main  ribs  on  either  side. 

Mouth. — The  posterior  half  of  the  hard  palate,  and  the  soft 
palate  are  not  united  and  form  an  arch  opening  posteriorly, 
exposing  the  nasal  cavity  and  the  base  of  the  sphenoid 
superiorly. 

There  is  a  single  broad  tongue,  attached  to  the  posterior  wall 
of  the  nasopharynx  by  a  ridge-like  fleshy  process,  which  divides 
the  pharynx  into  two  lateral  fossae.  A  probe  passed  into  either 
fossa  downward  and  inward  leads  into  the  esophagus.  The 
upper  portion  of  the  esophagus  is  therefore  a  triangular  pouch, 
the  main  bulk  of  the  pouch  being  situated  just  behind  the  larynx. 
There  is  no  apparent  opening  into  the  larynx.  Xo  tonsillar 
structure  can  be  made  out. 

The  larynx  is  situated  at  the  base  of  the  tongue  and  is  separated 
from  it  by  a  cartilaginous  structure,  which  is  manifestly  the 
epiglottis.  The  epiglottis  covers  the  superior  opening  of  the 
larynx,  completely  shutting  it  off  from  the  mouth.  The  larynx 
is  broad  and  contains  the  normal  vocal  cords.  The  larynx  is 
closed  off  at  its  superior  opening  by  a  fibrous  membrane,  which 
separates  it  from  the  epiglottis.     There  is  one  trachea. 

The  thyroid  glands  are  two  in  number,  each  about  the  size  of 
a  bean,  and  situated  on  either  side  of  the  larynx  at  its  junction 
with  the  trachea.     The  thymus  gland  is  normal. 

Lungs. — Right  lung  consists  of  three  lobes.  The  upper  lobe 
is  small.  The  lower  larger  part  of  the  lung  is  made  up  of  two 
lobes  separated  by  a  longitudinal  fissure,  which  extends  half  way 
up  the  posterior  aspect. 

The  left  lung  is  irregular  in  shape,  and  consists  of  three  lobes, 
formed  by  two  fissures  which  extend  from  the  anterior  margin 
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Upward  and  posteriorly  to  a  distance  a  little  more  than  half  the 
anteroposterior  diameter  of  the  lung. 

Heart  appears  rather  broad,  apex  situated  downward  and  to 
the  right.  The  anterior  fissure  divides  the  anterior  aspect  of 
the  heart  into  two  equal  parts.  Above  and  to  the  right,  a  small 
portion  of  the  auricle  is  visible,  above  and  to  the  left  another 
portion  of  the  auricle  is  visible. 

On  opening  the  auricle,  it  is  found  to  be  one  large  cavity 
having  no  septum. 

On  opening  the  ventricles  we  find  the  septum  extends  upward 
for  two-thirds  the  length  of  the  cavity,  and  the  upper  part  of  the 
ventricle  is  a  large  common  cavity. 

Circulation. — (See  diagram.)  The  superior  vena  cava  empties 
into  the  auricle  at  its  normal  site,  and  there  is  only  one  inferior 
vena  cava  coming  up  from  right  half  of  fetus  and  entering  into  the 
auricle  at  the  normal  site.  The  left  inferior  vena  cava  comes 
from  the  left  fetus,  and  enters  the  auricle  posteriorly  and  directly 
opposite  to  the  inferior  vena  cava  of  the  right  side. 

Coming  from  the  right  ventricle  is  the  aorta  from  the  left  fetus, 
which  just  above  the  semilunar  valves  gives  off  the  pulmonary 
arteries,  and  then  continues  as  the  arch  of  the  aorta  and  gives 
off  the  subclavians  to  the  left  upper  extremities.  Coming  from 
the  left  ventricle  from  a  common  atrium  is  the  aorta  of  the  right 
fetus,  which  gives  off  in  its  course  the  common  carotids  for  the 
head,  and  the  subclavians  for  the  right  upper  extremities. 

Stomach  is  a  pouch  shaped  like  a  Maltese  cross.  The  upper 
arm  of  cross  is  very  short,  leading  into  the  esophagus.  The  lower 
arm  contains  a  thickening,  apparently  the  pylorus,  and  leads 
into  the  small  intestine.  The  lateral  arms  of  the  cross  are  two 
pouches,  each  about  the  size  of  a  bean.  The  whole  stomach 
holds  about  a  dram. 

In  the  upper  portion  of  the  small  intestine,  corresponding  to 
the  first  part  of  the  duodenum,  we  find  only  one  distinct  papilla 
of  ^'ater. 

From  the  pylorus  there  extends  a  portion  of  the  small  intestine 
which  is  87  cm.  long,  and  at  this  point  it  divides  into  two  parts 
each  67  cm.  long.  At  the  terminal  end  of  each  of  these  portions 
the  cecum,  appendix  and  large  intestine  for  each  half  of  the 
fetus  arise.  These  portions  of  the  intestine  are  normal  in 
situation,  and  shape,  measure  each  32  cm.  in  length,  and  proceed 
in  orderly  manner  to  the  sigmoid  flexure  and  rectum.  Both 
anuses  are  patent. 
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Livers. — There  are  two  distinct  organs.  One  larger,  is  situ- 
ated on  right  side,  and  extends  partly  over  median  line.  It 
corresponds  in  shape  to  the  normal  liver.  The  convex  surface  is 
indented  by  numerous  large  fisstues,  which  extend  upward 
obliquely  from  inferior  aspect,  dividing  this  surface  into  three  or 
foiu"  smaller  lobes.  The  ductus  venosus  penetrates  the  anterior 
aspect  of  the  liver  through  a  rather  deep  fossa.  At  the  trans- 
verse fissure  the  portal  vessels  enter  the  liver  in  a  normal  manner. 
The  inferior  vena  cava  of  the  right  side  enters  the  liver  at  its 
normal  situation.  This  liver  has  a  distinct  well -formed  gall- 
bladder on  its  inferior  aspect.  Owing  to  postmortem  decom- 
position the  exit  of  the  ducts  could  not  be  ascertained  with 
accuracy. 

The  second  liver  is  about  one-third  the  size  of  its  fellow,  and 
is  situated  posteriorly  in  the  median  line.  It  has  two  surfaces, 
anterior  fiat,  posterior  deeply  convex,  and  fits  accurately  into 
the  concave  posterior  abdominal  wall.  This  liver  is  penetrated 
on  its  anterior  aspect  near  the  upper  border  by  the  blood- 
vessels, which  appear  to  correspond  to  the  portal  vessels  of  the 
left  side.  The  smaller  liver  has  no  inferior  vena  cava.  The 
portal  vessels  of  the  two  livers  communicate  by  a  narrow  bridge 
which  crosses  in  front  of  the  upper  portion  of  the  small  intestine. 

There  are  two  spleens,  the  one  on  the  left  side,  situated  in  its 
normal  site,  normal  in  shape,  size  and  dimensions.  The  spleen 
of  the  right  side  is  situated  at  the  upper  and  right  corner  of  the 
posterior  abdominal  wall,  just  over  the  left  kidney  of  the  right 
half  of  fetus.  Its  pedicle  is  connected  with  the  right  portal 
system.  The  pedicle  of  the  left  spleen  is  connected  with  the 
portal  system  of  the  left  liver. 

There  are  two  pancreases.  One  lies  between  liver  and  spleen 
of  left  fetus,  and  the  other  between  liver  and  spleen  of  right. 

The  kidneys,  adrenals,  and  genitourinary  systems  are  double 
and  situated  in  their  normal  positions.  There  is  a  uterus  with 
normal  appendages  for  each  fetus. 

Posteriorly  the  two  sides  of  ribs  articulate  the  same  as  anteri- 
orly.    There  are  two  distinct  spinal  columns. 
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I. 

A  MODERN  imagination  pictures  to  itself  -but  with  difficulty 
the  status   of  the  obstetrical   art  of  the  seventeenth  centurv. 
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Fancy  a  world  into  which  Leeuwenhoeck  (1632-1723)  had  not 
yet  brought  the  revelations  of  the  microscope;  where  Harvey 
had  but  just  made  the  discovery  (1628)  of  the  circulation;  in 
which  the  obstetrician  had  never  heard  of  Laennec  and  his  stetho- 
scope (1819),  or  of  those  fetal  heart  sounds  which  that  instru- 
ment alone  has  drawn  within  the  compass  of  his  ear;  in  which 
the  secret  of  the  obstetrical  forceps  still  belongs  exclusively  to 
four  generations  of  Chamberlens;  with  Simpson  (1847)  and  Sem- 
melweiss  and  Lister  still  more  than  two  centuries  away.  Imagine 
al  ying-in  chamber  which  the  physician  enters  either  not  at  all, 
or  heavily  veiled  and  often  at  the  peril  of  his  life;  in  which  the 
Cesarean  operation  is  only  undertaken  on  the  dying  or  dead 
mother,  and  where  parturient  women  perish  undelivered  after 
labors  lasting  from  three  to  ten  days. 

The  picture  of  such  a  period  can  be  compared  but  to  that  of 
a  physical  universe  just  emerging  from  a  glacial  epoch,  with 
only  a  few  peaks  yet  uncovered  and  all  the  rich  scientific  land- 
scape and  pasturage,  so  familiar  to  modern  eyes,  still  buried 
amidst  the  mass  of  conjectural  ignorance  and  superstition 
which  then  passed  for  knowledge. 

If  those  old  fathers  and  mothers  of  obstetrics,  to  whose 
writings  this  essay  is  an  insufficient  tribute,  are  to  be  judged  by 
modem  standards  of  science  or  language  or  thought  they  are 
by  turns  funny  and  pathetic,  archaic,  priest-ridden,  futile  and 
dogmatic;  yet  if  we  think  of  them  as  real  men  and  women  fight- 
ing their  way  to  real  knowledge  with  insufficient  weapons  and 
through  an  uncertain  light,  we  find  them  often  measuring  well 
up  to  our  best  present  day  standards  either  professional  or  human- 
istic. We  have  but  to  remember  that  the  correct  thinker  sur- 
vives his  age  by  virtue  of  a  mind  instinctively  accepting  funda- 
mental truth  and  discarding  error;  this  correctness  of  vision  is, 
at  bottom,  a  matter  of  personal  and  habitual  independence  of 
mental  process  and  of  correct  development  of  the  logical  faculty ; 
individuals  thus  fortunately  equipped  engage  in  original  thought 
despite  all  handicaps,  and  furnish  to  each  age  its  fund  of  imper- 
ishable ideas.  In  the  ancient  world  Hippocrates  and  Aristotle 
were  such  original  thinkers.  Galen  and  Pliny  were  ephemerals 
whose  mental  processes  followed  conventional  lines — a  pair  of 
gullible  old  women  whose  ingenious  romanticism  is  only  equalled 
by  the  quality  of  the  fables  which  they  themselves  believed. 
Of  those  writers  whom  we  shall  presently  consider,  Mauriceau, 
^he  Chamberlens,  Justine  Siegemundin  and  Cornelius  Solingen 
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were  original  thinkers  and  thought  with  Aristotle;  Scipio  Mer- 
curio,  Jane  Sharp  and  Elizabeth  Nihell — yes,  and  perhaps 
Louise  Bourgeois — were,  like  Galen  and  Pliny,  mere  gleaners  in 
the  scientific  field,  picking  up  grain  and  chaff  alike  without  much 
thought  of  the  actual  value  of  their  gatherings. 

It  is  no  new  idea  that  with  the  discovery  of  the  art  of  printing 
the  night  of  the  dark  ages  melted  away  almost  within  a  genera- 
tion. Yet  it  is  interesting  to  notice  anew  in  these  old  books 
the  avidity  with  which  the  human  mind  reaches  out  for  knowl- 
edge when  effort  is  all  that  is  necessary  to  bring  knowledge  within 
reach.  To  learn,  to  compare,  to  judge  of  error,  are  normal 
functions,  and  normally  in  operation  when  the  individual  is 
unhampered  by  fear  or  tradition,  or  by  prejudice  under  the  cloak 
of  religion.  With  knowledge  once  available  to  the  ordinary 
man  through  type,  restrictions  of  geography  and  language 
become  inadequate  to  hold  back  his  effort  to  acquire  it,  and  he 
uses  it,  later  on,  as  material  with  which  to  enrich  his  own  thought 
and  that  of  his  friend  and  pupil.  He  travels,  brings  back  for- 
eign books,  translates  and  prints  them,  and  science  becomes  for 
the  first  time  since  the  tower  of  Babel  a  universal  brotherhood 
which  knows  no  race  or  strange  tongue.  Not  only  is  this  true, 
but  each  generation  instead  of  starting  ab  initio  to  think  out  its 
own  science  with  what  little  assistance  traditon  and  manu- 
script can  give  it,  is  now  enabled  to  stand  on  the  shoulders  of  its 
ancestors  while  reaching  a  little  farther  into  the  firmament  of 
knowledge. 

Most  of  the  old  books  on  which  this  essay  is  founded  were 
immediately  translated  into  other  languages.  They  furnish 
still  lively  examples  of  the  eagerness  with  which  the  hungry 
and  just  awakened  medieval  world  took  advantage  of  the  dis- 
covery of  the  art  of  printing  to  burst  asunder  the  barriers  which 
religion  and  language  and  geography  and  the  span  of  human 
life,  and  the  hitherto  imperfect  media  of  thought-transmission 
had  raised  to  curb  the  appetite  for  knowledge. 

Gottfried  Welsch,  Doctor  of  Medicine  and  Philosophy,  and 
Professor  and  Assessor  of  the  Medical  Faculty  of  the  University 
of  Leipsic,  translated  into  "  Hochteutsch "  the  Italian  Commare 
del  Scipione  Mercurio  on  Obstetrics,  the  French  tractate*  of 
Severinus  Pinaeus  on  Embryology,  the  French  treatises  and 
memoirs  of  Louise  Bourgeois,  and  published  them  with  his  own 

*  The  old  word ;  the  word  essay  originated  with  Francis  Bacon. 
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commentaries,  in  1652,  in  one  enormous  "  Hebammenbuch "  of 
nearly  2000  octavo  pages. 

The  German  Chur-Brandenburgische  HofT-W'ehe-Mutter  of 
Justine  Siegemundin,  dated  Berlin  1690,  was  immediately 
translated — as  it  deserved  to  be — into  Dutch  by  Cornelius 
Solingen,  as  well  as  into  several  other  languages. 

The  Dutch  Hand  Griffe  der  Wundartznei,  nebst  Embryulcia, 
und  dem  Ampt  und  Pflicht  des  Wehemutter's,  by  Doctor  Corne- 
lius Solingen,  of  the  Haag,  was  translated  in  171 2  into  German, 
by  an  anonymous  "Wohlhaber  der  Wundartznei,"  and  published 
by  Gottfried  Zimmermann  of  Wittenburg. 

The  French  "  Diseases  of  Women  with  Child,  and  in  Childbed," 
by  Francis  Mauriceau,  was  translated  into  English  in  1672  by 
no  less  an  obstetrician  than  Hugh  Chamberlen.  This  great  work 
was  also  translated  into  German  during  the  same  decade. 

Sommern  in  1676  translated  into  German  a  Swedish  tractate 
on  Scurvy. 

The  English  treatise  on  the  Art  of  ^^lidwifery  by  Elizabeth 
Nihill  (1760)  received  not  only  its  primary  inspiration  from  a 
French  book,  but  when  rendered  from  English  back  into  French, 
was  eagerly  read  by  French  midwives. 

The  writings  of  Louise  Bourgeois  were  rendered  into  English 
quite  as  early  as  into  German.  Included  in  the  only  edition 
(third,  1663)  of  "The  Compleat  Midwife's  Practice"  to  be  found 
in  the  library  of  the  British  ^luseum,  "with  Cutts  in  Brass,"  is 
an  anonymous  translation  of  the  "  Instructions  to  her  Daughter." 

These  are  but  a  few  instances  of  the  early  use  which  men  made 
of  the  printing  press  to  convert  one  branch  of  the  art  of  medicine 
from  a  series  of  narrow  systems  of  local  traditions  and  experi- 
ences into  a  genuine  science  of  universal  application. 

Although  Ambroise  Pare  (1562)  something  over  a  century 
after  the  discovery  of  printing  published  the  volume  which 
served  as  the  germinal  spot  for  all  modern  obstetrical  books, 
it  was  only  after  another  half  century  that  modern  obstetrics 
really  found  its  voice.  And  what  curious  uncertain  voices  come  to 
us  from  those  early  printed  pages!  Not  at  all  like  the  guarded 
utterances  of  our  modern  frock-coated  professors,  whose  sen- 
tences march  in  solemn  impersonality  across  an  annotated  page. 
These  old  fellows  have  no  formal  style,  no  dignit}',  small  respect 
for  the  truth,  and  their  thoughts  come  tumbling  out  with  as 
little  regard  for  sequence  as  have  the  types  on  the  same  pages 
for  alignment  or  uniformity.      They  never  hesitate  to  smite  each 
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other  vigorousl}^  and  viciously,  tell  the  intimate  obstetrical 
history  of  their  own  families  unblushingly,  give  us  their  patients' 
names  and  street  addresses,  and  fill  their  pages  with  a  hetero- 
geneous mass  of  rubbish,  superstition,  tradition,  speculation 
and  error,  that  should  have  perished  in  the  telling  without  being 
indiscreetly  perpetuated  in  black  letter  by  the  furor  scrihendus 
of  the  seventeenth  century.  And  such  error  dies  hard,  even 
when  put  into  cold  type.  To  be  sure,  in  one  sense  the  surest  way 
to  kill  an  error  is  to  print  it,  for  the  act  of  printing  presupposes 
publicity,  and  a  multiplicity  of  intelligent  critics  will  kill  error 
sooner  or  later  every  time.  But  in  another  more  literal  sense  the 
error  and  its  record  die  only  with  the  printed  page,  and  once  there 
the  Index  Expurgatorius  but  excites  our  curiosity,  and  the  public 
auto  dafe  only  makes  us  long  for  copies  which  may  have  escaped 
the  flames  which  consumed  the  balance  of  the  edition. 

But,  after  all,  the  best  record  of  progress  is  comparison,  and 
today  we  have  to  thank  these  old  books  and  their  writers  more 
for  their  record  of  error  than  of  truth ;  for  the  truth  we  know,  the 
error  we  might  have  forgotten  but  for  the  record.  And  how  else, 
then,  could  we  congratulate  ourselves  on  the  abysses  of  ignorance 
and  superstition  from  which  we  have  only  just  escaped?  Yet 
future  generations — sad  after-thought — may  presently  be  saying 
the  same  things  of  us,  and  thanking  some  of  us,  who,  shall  be 
nameless,  for  thinking  in  good  loud  type,  not  wisely,  but  too  well. 

II. 

Although  these  fragmentary  memoranda  have  introduced 
themselves  to  the  world  as  an  obstetrical  essay  it  would  hardly 
be  human,  in  the  presence  of  this  group  of  very  curious  and 
distinguished  old  books,  to  refrain  from  some  sort  of  commentary 
on  their  physical  attributes,  irrespective  of  the  thought  carried 
by  their  pages.  What  of  their  paper,  binding,  print,  of  the 
language  in  which  their  thought  is  set  forth?  One  might  write  a 
volume  in  itself  in  answer  to  each  of  these  questions,  and  each 
chapter  would  be  a  "tractate"  on  the  status  of  bookbinding, 
printing,  and  language  in  the  seventeenth  and  eighteenth 
centuries. 

Paper. — The  age  of  parchment  and  vellum — except  for 
bindings — has  passed  on;  the  printed  page  is  a  paper  one,  but  the 
paper  is  uncalendered,  of  rough  fiber,  yellow^  or  brown,  poorh' 
bleached,  of  varving  thickness,  and  not  vet  either  water-marked 
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or  lined  with  the  mesh  of  the  cloth  or  wire  between  layers  of 
which  the  modern  paper-maker  squeezes  out  his  pulp.  In  one 
of  these  old  books  (1693)  I  found  a  transitional  word  which  tells 
the  story  of  the  paper,  papeyr,  the  ancestral  word  for  paf^icr  and 


Fig.  I. — GoUfried  Welsch  'translation  of  Scipio  Mercuric,  1652. 

paper;  and  in  that  word  and  the  coarse  mixed  papeyr  upon 
which  it  was  printed  my  mind's  eye  saw,  not  so  very  far  away, 
the  Nile  and  its  waving  bulrushes  and  an  old  Egyptian  writing 
on  a  leaf  of  papyrus.* 

*The  ancestry  of  modern  paper,  by  the  way,  does  not  follow  the  etj-molog}'; 
our  paper  goes  back  to  the  pulp  process  of  India  and  China. 
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Binding  and  Book  making. — The  earlier  books  of  this  group,  in 
German,  are  bound  in  thick  parchment  or  pigskin;  the  later  ones, 
in  French  and  English,  in  leather.  The  volumes  are  not  of 
standard    sizes   like   the   modern    quartos    or   octavos,    for   the 
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Fig.  2. — Second  title  page  of  Gottfried  Welsch. 

bookmaker  cut  his  pages  to  suit  his  own  fancy  and  sometimes 
even  changed  his  gauge  in  the  middle  of  a  book.  The  books  are 
often  nearly  as  thick  as  they  are  deep.  The  binder's  art  has  not 
gone  far  enough  in  the  early  half  of  the  seventeenth  century  to 
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print  or  stamp  or  tool  the  bindings.  For  example,  the  volume 
collected  and  annotated  by  Gottfried  Welsch  is  a  clumsy,  thick, 
irregular  octavo  bound  in  hea^y  pigskin,  back  gone,  and  sides 
cut  into  bv  a  vandal's  knife,  the  cover  still  showing  some  traces 
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Fig.  3. — P'irst  page  from  Justine  Siegeniundin's  Hoff-Wehe-Mutter. 

of  colored  hand  illumination  and  text.  Under  the  warped  and 
incised  pigskin  can  be  seen  the  pasted  sheets  of  waste  printed 
paper  out  of  which  the  old  bookbinder  made  his  pasteboard. 
The  book  was  issued  in  parts,  each  with  a  different  date  and 
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imprint,  and  each  with  an  elaborately  engraved  and  symbolic 
title  page.* 

Cornelius  Solingen — translated  into  German  by  an  anonymous 
Liebhaber  der  Wund-Artznei,  second  edition,  Wittenberg,  bey 
Gottfried  Zimmermann,  1712;  7X9X2.5  inches — is  bound  in 
thick  parchment,  folded  in  at  the  corners,  that  rattles  when 
the  book  is  opened ;  the  title  is  written  on  the  back  in  script. 
A  wonderfully  engraved  frontispiece  gives  us  a  bird's-eye  view 
of  God,  Adam  and  Eve,  a  serpent  swallowing  his  tail,  a  land- 
scape with  fuzzy  trees  like  wigs,  and  a  set  of  surgical  instruments 
spread  out  on  a  lawn.  At  the  back  of  the  book  are  numerous 
plates  showing  surgical  instruments  massive  and  indestructible 
enough  to  have  lasted  till  the  present  day. 

Justine  Siegemundin's  must  have  been  a  beautiful  book  in  its 
prime,  Berlin,  1 690,  if  the  present  binding  was  the  one  in  which 
it  was  originally  published.  Probably  it  w^as,  for  Justine  was 
proud  of  her  book,  and  at  her  own  expense  had  the  "  Kupff ers  " 
which  illustrate  it  so  elegantly,  cut  or  etched  in  Holland,  at  the 
Haag,  by  Regnerus  de  Graaff.  The  first  page  is  a  beautifully 
engraved  plate  showing  a  garland  of  four  children  and  a  medallion 
head  encircling  a  motto: 

"An  Gottes  hilff  und  Segen 
Beschickten  Hand  bewegen 
1st  all  mein  Kuhn  gelegen." 

The  medical  and  theological  soundness  of  the  matter,  communi- 
cated in  a  lively  dialogue  by  Justina  to  Christina,  is  attested  by 
certificates  from  the  medical  faculty  of  the  University  of  Frank- 
fort an  der  Oder,  and  from  the  official  preachers  of  the  court  of 
Berlin.  The  book  is  about  7  inches  by  10  inches  by  1.5  inches, 
printed  in  exquisitely  clear  Gothic  blackletter  of  varying  size,  on 
fine  nearly  white  paper  showing  the  wire  mark  but  without 
water-mark,  with  faded  gilt  edges,  and  bound  in  soft-grained 
brown  calf  leather  with  a  tooled  border  terminating  in  each  cor- 
ner with  the  puffy  gold  and  velvet  crown  of  the  Churfursts  ot 
Brandenburg.  The  esteem  in  which  Siegemundin  was  held  by 
her  generation  is  shown  by  the  fact  that  her  book  was  translated 
into  Dutch  by  Cornelius  Solingen. 

Here  is  a  thin  unbound  large  octavo  brown  paper  pamphlet 
published  in  two  parts  at  Meiningen  in  16S2,  containing  in  Part  I 

*  For  reproduction  of  several  of  these  title  pages  see  the  writer's  article  on  Louise 
Bourgeois,  AiiER.  JofR.  Obst.,  May,  1912. 
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"Nothwendig  und  niitzlichen  Hebammen  Unterrichten  des  Herrn 
Bernhard's  Landen."  In  Part  II  are  certain  "Geistlichen  Unter- 
richten"— prayers,  psalms,  meditations,  proverbs,  and  forms  of 
baptism  to  be  used  by  midwives.  A  very  beautiful  example  of 
clear,  large,  Gothic  blackletter  printing,  with  marginal  headings 
and  fancy  initials.  This  old  pamphlet  is  of  great  interest  in  its 
disclosure  of  the  contemporary  attitude  of  the  community  to- 
ward the  midwife.  She  is  admonished  as  to  her  conduct  toward 
the  state,  toward  patients,  "medicos"  and  rivals,  toward  un- 
married patients ;  to  be  found  always  at  home ;  to  keep  her  mouth 
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Fig.  5. — One  of  the  "Geistlichen  Unterrichtiu"  from  "Xothwendry  und  Xiittz 
Eichen  Unterrichtus  Leo  Herrn  Bernhard's  Lauden."'  Meiningen,  1682.  A 
prayer  for  a  troublesome  placenta. 


shut ;  to  take  only  what  her  patients  can  afford  to  pay ;  to  abstain 
from  "  Vollsaufen  und  Htirerei";  to  keep  herself  clean  and  her 
finger  nails  cut  short;  to  engage  in  daily  prayer  of  a  prescribed 
form ;  and  to  have  in  readiness  a  goodly  number  of  prayers  for  the 
various  obstetric  emergencies.  These  prayers,  seme  in  rhyme, 
are  printed  in  full,  together  with  many  appropriate  texts,  psalms, 
etc.  A  separate  prayer  is  offered  for  each  emergency — such  as 
delaved  labor,  twins,  one  twin  dead,  malformation,  malpositions, 
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cord  prolapsed,  arm  prolapsed,  retained  placenta,*  etc.,  as  well 
as  a  prayer  of  thanks  for  a  happy  delivery.  The  pamphlet 
reveals  the  deeply  religious  spirit  with  which  the  life  of  the 
German  community  was  at  that  time  saturated.  The  style  of 
the  anonymous  writer  is  direct,  simple  and  forceful,  and  the 
pamphlet  must  have  exerted  a  strongly  elevating  influence  over 
the  midwives  for  whose  instruction  it  was  prepared. 

Contrast  this  with  the  Hebammenbuch  by  Johann  Georges 
Scmmern,  of  Arnstadt  in  Schwartzburg,  published  Jehna,  1676, 
bound  in  tough  pigskin  and,  though  hardly  3  inches  by  5  inches, 
containing  over  500  pages  of  thick  brown  paper,  bearing 
the  imprint  of  a  rough  irregular  old  German  type  in  atrocious 
ink.  This  clumsy  little  book  has  probably  kept  its  original 
shape  and  condition  because  very  few  dead  "Hebammen"  ever 
cared  to  risk  their  eyesight  trying  to  read  it.  Quite  as  much 
may  be  said  of  the  typography  of  several  parts  of  Gottfried 
Welsch. 

And  this  brings  us  to  another  point  of  interest.  Many  of  these 
old  books  are  made  up  of  several  parts  printed  at  different  times 
and  by  different  printers.  For  example,  the  Sommern  contains 
Hebammen  Unterrichten,  1676;  Christlichen  Kinder  Zucht,  1676; 
Weiber  und  Kinder  Pfleg-Biichlein,  1676;  and  Bericht  von 
Scharbock,t  from  the  Swedish,  1675.  The  type  of  these  different 
tractates  is  so  unlike  that  we  must  conclude  they  were  printed  at 
different  offices  from  separate  fonts  and  brought  together 
only  for  binding. 

The  best  examples  of  varying  excellence  of  typography  is 
to  be  found  betw^een  the  covers  of  the  massive  volume  of  Gott- 
fried Welsch  (title  page  dated  165 1).  Here  w^e  find  German 
translations  of  the  three  parts  of  La  Commare  del  Scipione 
Mercutio,J    printed    in    execrable    type    by   Tim.   Kitzschen  at 

*See  halftone  reproduction  of  two  pages. 

t  Scur\'y,  see  post. 

+  Published  in  Italian  in  \'erona  in  1600  by  Girolanao  Mercurio.  Girolamo 
Mercuric,  called  Scipio,  was  born  in  Rome  in  1550  and  died — somewhere  in 
Italy — in  1615;  he  was  therefore  almost  a  contemporary  of  Pare,  although  he  does 
not  seem  to  have  been  familiar  with  his  teachings.  He  studied  in  Bologna  and 
Padua,  and  at  Milan  took  the  habit  of  the  Dominicans.  Theolog}'  shaded  off  im- 
perceptibly into  medicine  in  those  days,  and  in  order  to  practice  medicine  without 
interference  he  took  a  not  unnecessar}-  course  in  dogma  at  Padua.  Like  most 
Italian  professional  men  and  craftsmen  of  the  period,  he  was  a  great  wanderer 
and  found  his  way  to  France  and  Germany  in  1571,  attaching  himself  under  the 
name  of  Scipio  to  the  company  of  mercenaries  under  Jerome  de  Lodrone.  At  that 
time  he  relinquished  his  order  but,  unlike  his  roving  countryman  of  the  same 
period,  Benvenuto  Cellini  (1500-1571),  his  life  was  irreproachable.  Returning  to 
Italy  in  1572  he  became  ^^•idely  known  as  a  physician  and  enjoyed  the  friendship 
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Leipzick  in  1652.  Following  this  are  three  parts  of  the  works  of 
Louisa  Bourgeois,*  printed  in  handsome  small  blackletter  during 
different  years  (1629  to  1644),  by  Philip  Fievet  and  Erasmus 
Kempflfern  for  Matt.  Merians  in  Hanau  and  Franckfort-am-Mayn. 
Then  comes  a  tractate  on  Embryology  by  Severinus  Pinaeus, 
body  surgeon  to  the  King  of  France,  in  clear  heavy  black  letters, 
with  well  drawn  "coppers"  executed  by  J.  T.  de  Bry.  This 
translation  was  printed  by  Fievet  for  Marian  at  Franckfort  in 
1648.  Then  two  more  translations  from  Louisa  Bourgeois — the 
Schutzrede  (1629)  and  the  Secrets  (1644),  very  indiflferently 
printed  for  and  published  by  Merian,  which  end  the  volume. 
Several  of  the  many  title  pages  bound  with  this  book  are  beauti- 
fully engraved,  but  many  of  the  Italian  illustrations,  which 
Welsch  tells  us  he  has  "  Wohlbedachtig  geendert,  um  das  was 
argerliche  Augen  argern  mochte  verdecken  lassen, "  have  been 
unfortunately  abstracted.  The  reader  may  not  be  unnecessarily 
reminded  that  the  various  writings  gathered  into  this  book 
received  their  original  publication  during  a  period  covering 
almost  exactly  that  of  the  Thirty  Years'  War  (161 8-1648),  and 
that  the  work  was  finally  completed  and  issued  almost  coinci- 
dently  with  the  treaty  of  Westphalia. 

Here  are  four  curious  old  books  from  French  and  English 
presses. 

"Diseases  of  Women  with  Child,  and  in  Childbed,  as  also  the 
best  Means  of  helping  them  in  Natural  and  L'nnatural  Labors; 

of  the  pope  and  the  nobility,  living  much  of  the  time  in  Peschiera.  In  1600  he 
resumed  the  Dominican  habit.  His  knowledge  of  the  classics  was  remarkable 
and  he  must  have  had  access  to  vast  libraries  of  ancient  manuscripts,  for  his  works 
are  an  inlay  of  quotations  from  older  -WTitings.  His  apology  for  wTiting  his 
Commare  in  the  Italian  mother  tongue  instead  of  in  Latin  was  that  the  midwives 
and  gentry,  for  whom  it  was  intended,  could  not  read  the  latter  language.  Portal 
(History  of  Anatomy,  II,  25S)  does  him  the  injustice  to  describe  his  works  as 
those  of  a  charlatan,  but  his  knowledge  was  quite  abreast  of  the  times,  for  the  times 
were  theological,  classical,  legendary,  and  altogether  destitute  of  any  true  scientific 
spirit.  His  books  were  well  illustrated,  and  the  esteem  in  which  he  was  held  is 
shown  by  the  fact  that  his  Commare,  which  was  published  in  Verona  in  1600,  was 
republished  in  Venice  in  1601  and  six  times  more  in  Italy  before  1676,  and  was 
translated  twice  into  German.  His  book  is  a  curious  mixture  of  current  gossip, 
mysticism,  superstition,  and  glimpses  of  real  truth,  for  all  but  the  last  of  which 
his  ecclesiastical  training  and  the  Zeitgeist  are  of  course  responsible.  He  says 
nothing  original,  rambles  off  into  theolog}-  on  small  provocation  and  has  a  dogma 
or  a  quotation  to  meet  ever}-  emergency.  As  a  compiler  he  gives  an  invaluable 
picture  of  the  obstetrical  traditions  of  his  own  and  preceding  periods.  He  is  the 
obstetrical  Pliny  of  the  middle  ages,  but  to  Pliny's  insatiable  appetite  for  legend 
he  adds  a  capacitj'  for  theological  obstetrics  altogether  his  own.  His  explanation 
of  the  method  by  which  impregnation  may  occur  through  the  Evil  One,  even 
though  that  verj-  active  individual  is  conceded  to  lack  corporeal  attributes,  is  a 
triumph  of  constructive  demonology. 

*  See  halftones  of  title  page  and  portrait  in  this  magazine  for  May,  1912. 
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written  in  French  by  Francis  Mauriceau,  and  translated  by 
Hugh  Chamberlen.  "  First  edition  London  1672.  This  copy  is  a 
fourth  English  edition  dated  London  1710.  The  original  work 
was  published  in  France  in  1668,  by  gracious  permission  of  the 
king,  and  bore  the  certificate  of  the  noble  personage  to  whom 
was  farmed  out  the  privilege  of  issuing  copyrights  and  of  attesting 
to  the  correctness  of  all  works  coming  from  the  French  presses. 
It  is  significant  of  the  French  attitude  toward  matters  religious 
that  although  a  page  is  given  to  a  certificate  showing  "The 
Approbation  of  the  four  Sworn  Provosts  and  Wardens  of  the 
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6. — Paul  Portal:   title  page  and  portrait;  the  portrait  has  been  pasted  into 
the  volume.     The  title  page  shows  the  names  of  at  least  three  owners. 


Master-Chirurgeons  of  Paris,"  no  paper  is  wasted  over  the  senti- 
ments of  the  theological  faculty  toward  the  volume.  The 
English  translation  reproduces  all  of  the  French  "privileges," 
and  is  a  long  octavo  volume  well  printed  from  good  type  on 
white  paper  and  bound  in  dark  nicely  tooled  leather.  In  physical 
appearance  this  book  is  quite  modern,  with  the  exception  of  the 
eighteenth  century  type  and  the  ancient  capitalization  and 
spelling.     The   Table   of   Contents   is   at  the  end   of  the  book. 
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Comments  by  Chamberlen,  explanatory,  exclamatory,  deroga- 
tory, or  sharply  contradictory,  are  inserted  in  italics  in  the 
lateral    margins.     Some    scientific    gentleman    has    abstracted 
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dc  rente Jicr  a  tous  ceiix  qui  font  lontre  uMuie  ,  &  aux 
uuiijpofuions  dcs  cnjiins  noui'cati-ncs : 

AvKCUiJcDckiiiniontrcs-ixadciic  toiircslcs  r.irtK-s  Jc  I.i 
i'cinmf,quilcrvciu.il,ig«.-iK'r.ition;lctout.ucoi)H>,ignc 
«.lc  plulicuiii  tigurcs  coiivcn.iblcsaii  liijcc. 

Par  Francois  M/voricf.au  ,  Maitrc  h-Arti  ,  andcn  Pre'vot 
dcs  Maurcs  Clnrur^iau-Jurci  de  la  V'dlc  dc  I'urls. 

SETTin-ME    ILDITION. 

CorrigccparrAutcur,&:  ftugmcnaVdL'pluriciir';  nouvcllcs  figures, 
&  dc bc.uicoup d'Ol->rciv.uions  trcs-conlidcrahlos ; .uc-c dcs  Apho- 
Jiiines  qui  conticiintnc  tons  Ics  principaux  Prcccpccs  dc  I'Art* 

TOME     riU'.MlER. 
A     PARIS, 

Par  LA  COMPAtJNIE  UES   LlTlRAIRli. 


M.     D  C  C.      X   L. 
AVEC     PRIVILEGE     D  V      li  0  V. 


Fig.  7. — The  seventh  (,1740)  French  edition  of  Mauriceau. 

most  of  the  plates  with  which  the  copy  examined  by  the  writer 
was  once  enriched.  There  remain  several  good  "coppers" 
illustratino;  a  murderous  looking  "extractor"  which  was  to  be 
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screwed  into  the  infant's  head.  This  was  the  celebrated  tire-tete, 
invented  by  Mauriceau,  and  Chamberlen  must  have  laughed  in 
his  sleeve  when  he  reproduced  the  illustration  for  his  English 
public.  The  less  said  about  this  aspect  of  the  Chamberlen 
family,  the  better;  for  there  must  have  been  something  morally 
wrong  with  obstetricians  who  would  deliberately  countenance 
the  use  by  others  of  an  infanticidal  instrument  like  the  tire-tete, 
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Wi<li  III  Kcinciln:.  (i>r  ihc  rocill  UMr n> 
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M«n  cr4/(i|iii|i,  iImi    ill. 

llv;  f«lilll>e»illon  f  "iicl    1.    Ill  1  jil(>."Kmi:il 
Willi  k»ci  il   new   1  ii.Mic-..-  ....I  Willi  111.-  11.; 
Un|.li..il..(   iKfXwII.M.  l.illMnuiilJ.l.ri.iK 
I  C  liilil  ilui  .'<iic<  liglii  -,  All  cmXiiy  1  >< 
«rj»ii"i<  I'l'iiJ/. 
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Writicii  III   /«».*  hy  /»««"  Mmhtt: 
■  AnJIiiiUUicJIy  /r^*<.iM»<'<»,  M  I>. 

;*.h^  l-,i„t,J  fuc  /W.nr  Kill,  •'  lUt  tri^kfri 

Fig.  8. — The  fourth  English  (1716)  edition  of  Mauriceau. 


while  themselves  employing  secretly  an  instrument  which  they 
knew  was  capable  of  saving  a  large  proportion  of  infant  lives. 
In  his  translator's  preface  Hugh  Chamberlen  apologizes  for  not 
publishing  to  the  world  the  secret  of  his  own  instrument  (the 
forceps),  on  the  ground  that  the  secret  was  not  his  own  but  his 
family's,  of  which  several  members  were  still  living. 

A  more  ancient  book,  both  in  appearance,  language  and  sub- 
ject matter,  is  that  of  Jane  Sharp. 

"The  Compleat  ^lidwife's  Companion,  or  the  Art  of  Midwifery 
improved.  Directing  Childbearing  Women  how  to  order  them- 
selves in  their  conception,  breeding,  bearing,  and  nursing  of 
children.     In    six    books    and    several    chapters,    with    physical 
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prescriptions  for  each  disease  incidental  to  the  female  sex, 
whether  virgins,  wives,  or  widows."  First  edition  London  1671, 
8vo  with  plates.  Many  editions,  of  which  this  copy  is  a  fourth, 
printed  in  1725  without  plates,  but  with  a  curious  old  frontis- 
piece. The  old  binding  has  evidently  been  replaced  by  cloth 
boards  during  the  last  hundred  years.  The  book  is  a  small 
twelvemo ;  the  paper  is  poor ;  the  alignment  is  bad ;  the  type  and 
ink  are  worse;   the   pages  are   irregular  and   poorly  cut.     The 


The  GoMPiiAf 

Midwife  s  Companion : 

Or,   ;he  Aur  r' 

Micf^^ifry  Improv'd. 

DIRECTING 

Child-bearing  \Vo>t!:N  how  to 
Order  tliemlelves  in  tlieir  Con 
ception,  Breeding,  Bearing,  and 
Nurfing  of  C  H  I  L  D  R  E  N. 


In    SIX    BOOKS,    d.,id<.J  .111:0  feveral 
C  H  A 1'  ;  1 R  s   ii  om   eac!-.    Book. 


WITH 

Phvlical  Prcfcrlptions  for  each  Difeafc 

i'ncijent  lo  th.-  FEMALE  SEX,  whechat 
V'lRGivj,  Wives  or  Widows  :  AJapti.'ii  chiefly 
for  thtir  Ufr. 


The  FovRTii  EniTLtttfr 

By   Mr.-;.   JA  NE''S  HA  RP, 

Prafiiiioocr    iu    thi-     Art    oi'    MIDWIFRY 
alxn-e   Forty   Yoars. 


,  ^-^  LO  S  DO  K  ! 

Printed  for  Johk  ,M»rsjili,  «:  AeB.ihi 
Oncc^chunh  fireit.     M.DCt'.xxv. 


Fig.  9. — Frontispiece  and  title  page;   Jane  Sharp. 

volume  was  evidently  not  meant  for  scholars  or  those  accustomed 
to  fine  and  expensive  editions;. in  fact  it  must  have  been  what  its 
title  announces — a  book  written  by  a  midwife  and  intended  to 
supply  her  uncultured  sisterhood  with  a  fund  of  useful  knowledge, 
expressed  in  every-day  vernacular,  not  available  at  that  time  in 
any  other  form.  The  writer  states  that  she  ''has  been  at  large 
expense  translating  books  from  French,  Dutch,  and  Italian." 
Most  of  the  names  are  capitalized,  although  this  custom  is  but 
irregularly  adhered  to.  The  book  contains  neither  Latin  nor 
references,  but  is  a  wonderfully  interesting  mine  not  only  of 
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Fig.  io. 


-Justine  Siegemundin — gel.  Dittrichin.     from  Delacoux'  Sage 
femmes  Celebres. 
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archaic  nomenclature  and  phraseology  but  of  the  obstetrical 
customs  and  traditions  of  the  common  English  people  of  the 
seventeenth  century.  To  these  features  we  will  return  later  on. 
And  who,  by  the  way,  was  this  Jane  Sharp — "Mrs.  Jane 
Sharp,  for  forty  years  practitioner  of  midwifery,"  as  the  title 
page  *  of    her  book  tells  us?     And  who  wrote  her  book,  if  she 


Fig.  II. — Mrs.  Elizabeth  Nihell.     From  Delacoux'  Sage  femmes  Celebres. 


didn't  write  it?  To  these  questions  we  are  constrained  to  an- 
swer after  a  faithful  but  fruitless  search  through  libraries  and 
encyclopedias — dass  weiss  Gott  allein?  Justine  Siegemundin 
we  know  and  love;  Elizabeth  Nihell  we  have  encountered  and 
cannot  forget — and  here  are  their  faces  to  vouch  for  them.* 
But  as  for  Jane  Sharp,  the  library  of  the  British  Museum  knows 
her  not,  except  as  the  authoress  of  the  above-mentioned  treatise, 
*  See  halftones. 
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which  ran  through  several  editions,  all  of  which  are  scarce,  badly 
worn,  and  more  costly  than  diamonds.  So  far  as  biographical 
history  or  contemporary  allusion  has  to  say  to  the  contrary  she 
may  be  one  of  those  literary  moon-calves  of  which  the  English 
have  been  and  are  still  so  fond.  J.  Blunt  was  one,  Junius  an- 
other, Veritas  and  Proprietas  a  third  and  fourth,  and  so  on,  each 
standing  for  an  idea  and  each  grinding  anonymously  his  own  pet 
axe.  Maybe  Jane  was  a  medieval  joke — in  some  places  she  cer- 
tainly "reads  funny,"  but  the  English  took  themselves  too 
seriously  to  joke  about  matters  connected  with  the  nation's 
future  electors.  Perhaps  a  final  cryptogramic  analysis  may 
show  that  Bacon  when  he  was  tired  of  writing  Shakespeare 
took  up  obstetrics  pour  passer  le  temps;  in  fact  we  might  adduce, 
but  for  the  timely  pressure  of  other  material,  internal  evidences 
of  language,  thought,  and  important  parallelisms  in  both  works 
which  give  great  weight  to  the  contention  that  Bacon — in  the 
absence  of  direct  evidence  to  the  contrary — must  also  accept  the 
responsibility  for  the  writings  of  Jane  Sharp.  Should  such  prove 
actually  to  have  been  the  case,  it  is  not  difficult  to  believe  that 
the  great  Elizabethan  preferred  to  have  this  work  published  post- 
humously. The  skeptical  reader  may  be  disposed  to  quote  in 
connection  with  these  speculations  a  certain  comment  of  Cornelius 
Solingen — "dass  solches  aber  gewiss  sey  lass  ich  meine  Ganse 
glauben." 

Here  is  a  French  book  containing  two  treatises. 

De  I'indecence  aux  hommes  d 'accoucher  les  femmes.  De 
1 'obligation  aux  femmes  de  nourrir  leur  enfans.  Paris  170S. 
Published  anonymously,  but  probably  written  by  P.  Hecquet. 

This  is  a  delightful  little  work,  3  inches  by  7  inches,  corre- 
sponding to  our  modern  duodecimos,  bound  in  brown  calf,  on 
fine  paper,  with  clear  open  French  type  well  set  and  elegantly 
aligned.  The  book  is  filled  with  classical  and  contemporary 
quotations;  the  references,  of  which  there  are  many,  are  carried 
to  the  bottom  of  the  page.  The  French  is  vigorous  and  modern 
and  well  up  to  the  standard  of  elegance  in  book  making,  and 
the  work  is  put  out  with  the  certified  approval  not  only  of  the 
usual  royal  inspector,  but  of  Bosquillon  of  the  law  faculty,  and 
Geoffroy  of  the  medical  faculty  of  the  University  of  Paris.  In 
many  ways  the  book  reflects  the  elegant  but  degenerating 
France  of  those  times  quite  as  much  as  does  that  of  ]\Iauriceau, 
for  not  only  did  the  language  attain  its  complete  crystallization 
during  the  reign  of  Louis  XIV,  but  man  midwifery — against  which 
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the  book  is  a  protest — was  obtaining  through  the  example  of  the 
French  sovereign  and  his  court  a  vigorous  but  hotly  contested 
hold  on  the  upper  classes  of  society.  If  I  mistake  not,  most  of 
the  facts,  quotations,  and  arguments  with  which  Elizabeth 
Nihill,  who  was  trained  at  the  Hotel  Dieu,  arraigned  the  accou- 
cheurs of  her  own  country  were  cribbed  without  acknowledg- 
ment from  this  little  volume. 

Half  a  century  later,  1760,  Elizabeth  Nihill,  Professed  Mid- 
wife, published  through  A.  Morley  at  the  Gay's  Head,  London, 
' '  A  Treatise  on  the  Art  of  Midwifery. ' '  This  is  a  modern-looking 
octavo  present  copy  probably  rebound,  unillustrated,  printed 
on  good  paper  in  large  clear  type,  and  dedicated  "To  All  Fathers, 
Mothers,  and  likely  soon  to  be  either."  Within  is  "set  forth  the 
Various  Abuses  of  the  Art  of  the  Midwife,  especially  as  to  the 
Practice  with  the  Instruments,  and  serving  to  put  all  rational 
Inquirers  in  a  fair  way  of  very  safely  forming  their  own  judgment 
upon  the  Question:  which  is  the  best  to  employ,  in  cases  of 
Pregnancy  and  Lying-in,  a  Man-midwife  or,  a  ^Midwife?"  The 
book  is  divided  into  two  parts.  In  Part  i  she  gives,  through  the 
medium  of  fourteen  objections  and  answers,  her  somewhat 
heated  views  on  the  subject  of  men-midwives.  In  Part  2,  she 
gives  us  a  series  of  "Observations  on  labor  and  delivery,  including 
a  description  of  the  pretended  necessity  for  the  employment  of 
instruments,"  and  continued  observations — by  this  time  super- 
heated— on  the  objectionable  individuals  discussed  in  Part  i. 
In  fact,  Delacoux  calls  her  book  "a  treatise  on  obstetricians 
rather  than  obstetrics."  Our  remote  and  respected  obstetrical 
forefathers  Hippocrates,  Galen,  Guillemeau,  Dyonis,  Bienassis 
are  none  too  gently  handled,  but  on  her  contemporaries — 
Mauriceau,  Deventer,  De  La  Motte,  Palfin,  Levret,  Velsen, 
Roonhuysen,  Vanderswam,  the  Chamberlens,  Lowder,  and  all 
the  others  of  the  tribe  of  Pudendists  and  clandestine  users  of 
"that  infernal  instrument"  and  its  ancestors — she  lets  herself 
loose.  They  are  no  better  than  itinerant  corn  cutters,  bone 
setters,  couchers  of  cataracts  and  stone  cutters.  And  on  poor 
Smellie,  her  countryman  and  rival,  "whose  hand  was  large 
enough  to  clean  out  the  crater  of  Vesuvius,"  and  who  taught 
obstetrics  in  six  weeks  to  a  gaping  class  of  yokels  for  six  and  six 
apiece  through  the  medium  of  a  hollow  manniken  tenanted  by  a 
bladder  distended  with  small  beer,  she  descends  like  an  avenging 
fury.  She  jeers  at  the  anatomists  for  believing  the  story  of  the 
Rabbit- Woman  of  Godalmin,   and  solemnlv  accuses  Ambroise 
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Pare  of  having  palmed  his  trump  card — the  rediscovery  of 
podaHc  version — from  the  midwives  of  the  Hotel  Dieu.  Mrs. 
Xihell's  book  is  the  best  known  and  most  characteristic  represen- 
tative of  the  innumerable  English  polemics  written  in  the  eight- 
eenth and  nineteenth  centuries  to  stay  the  advancing  tide  of 
man-midwifery.  Had  she  lived  two  centuries  earlier  her  pro- 
pensity for  scolding  might  have  made  her  a  candidate  for  the 
ducking  stool. 

And  now  before  going  into  real  obstetrics  the  writer  must 
confess  humbly  that  his  obsession  by  these  volumes  and  their 
contents  has  taken  yet  another  form — still  in  its  essence  non- 
obstetrical.  Man  may  have  practised  obstetrics  long  before  he 
had  a  language,  even  though  Elizabeth  Nihell  tells  us*  he  was 
nothing  but  an  interloper  from  the  first,  but  before  he  ever 
studied  obstetrics  he  must  have  had  a  language  in  which  to 
clothe  his  thoughts.  Then  why  not  browse  by  the  wayside  just 
a  little,  in  true  Shandyan  style,  among  the  rich  herbage  of 
etymology  and  syntax  springing  up  or  withering  among  these 
pages?  One  may  write  history  from  words,  and  why  not 
obstetrical  history  just  as  well  as  any  other?  And  although 
these  brief  observations  are  of  necessity  fragmentary  and 
discursive,  the  writer  trusts  that  in  thus  following  at  a  respectful 
distance  in  the  footsteps  of  Max  Mliller  he  may  stimulate  a 
renewed  interest  in  the  study  of  our  medical  language. 

Even  the  most  casual  student  of  philology  will  find  his  atten- 
tion arrested  on  every  page  of  these  books  by  two  especially 
noteworthy  variations  of  the  language  from  its  present  form: 

1.  The  survival  into  eighteenth  century  medicine  of  many 
ancient  and  respectable  words  which  have  since  totally  dis- 
appeared from  polite  dictionaries.  Many  of  these  words  appear 
to  modern  readers  as  strange  and  altogether  meaningless 
vulgarisms. 

2.  The  relation  in  which  the  so-called  "dead  languages,"  and 
especially  Latin,  were  standing  to  the  mother  tongue  in  the  rapid 

*  And  proves  her  thesis  with  the  usual  texts.  She  admits  that  Eve's  emergency 
must  have  made  Adam  the  first  midwife,  but  disproves  the  modern  contention  that 
hence  his  title  must  have  descended  in  the  male  line,  by  adducing  documentary 
evidence  to  show  that  this  title  was  immediately  extinguished  by  the  refusal  of  his 
immediate  descendants  to  recognize  any  binding  force  in  his  example.  "The 
Israelites  did  not  use  men  to  lay  their  women,"  Genesis  35:17,  38:27;  also  Exodus 
1:15-22.  Her  argument  is  cogent  and  suggestive,  and  should  convince  anyone  open 
to  conviction.  A  certain  J.  Blunt  who  wrote  about  the  same  time,  also  takes 
occasion  to  remind  her  brethren  of  the  humiliating  fact  that  in  all  the  animal  kingdom 
the  male  of  the  "obstetrical  frog"  (Reaumur)  is  the  only  one  to  officiate  at  the 
deliver}-  of  its  young. 
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development    which    scientific    nomenclature    was    undergoing 
during  the  seventeenth  and  eighteenth  centuries. 

This  was  a  language  period  in  which  the  processes  of  word 
evolution  were  actually  visible  on  the  surface.  In  our  day  the 
equilibrium  of  all  language,  both  as  to  etymology  and  syntax,  is 
quite  stable ;  the  elegant  Latin  has  not  only  permanently  crowded 
out  the  humble  Northern  and  Anglo-Saxon  mother  tongues,  but 
like  an  arrogant  upstart  has  finally  brought  them  into  contempt. 
In  that  day  the  medium  was  turbid  with  old  roots  and  undiffer- 
entiated synonyms  which  had  not  yet  settled  to  the  bottom,  and 
with  new  words  and  forms  which  had  not  yet  entered  into 
solution.  The  language  boiled  with  the  warfare  of  incompatibles. 
The  examples  which  have  been  selected  almost  at  random  from 
these  books  are  illustrative  of  this  philological  conflict  waging  in 
the  medium  of  scientific  expression. 

In  the  new  development  which  language  had  taken  on  in 
response  to  the  stimulus  of  the  printing  press  on  the  one  hand  and 
the  free  growth  of  thought  achieved  by  the  reformation  on  the 
other,  there  was  little  notion  of  either  philological  exactitude  or 
consequences.  The  real  tendencies  of  language  were — as  they 
probably  remain  to-day — unconscious  and  unguided  ones;  there 
was  no  science  of  philology  and  no  encyclopedists  to  enforce 
rigid  rules  of  form,  and  printed  letters  and  words  were  but  the 
media  of  vocal  speech  on  the  one  hand  and  of  ideas  on  the  other, 
to  be  added  to  or  taken  from  as  the  occasion  of  the  moment 
required.  The  language  was  rich,  impure,  mutable.  Hence, 
arose  either  easy  changes  of  spelling  to  interpret  various  changes 
or  ideas  of  sound,  or  substitution  and  addition  of  words  to  meet 
changed  or  added  meaning. 

And  yet,  in  all  these  changes  of  words  and  inflections  it  is 
surprising  to  note  how  few  changes  have  occurred  in  the  syntac- 
tical skeleton  and  thought  sequences  of  either  the  German  or 
English  languages.  In  like  manner,  old  prepositions,  conjunc- 
tions, and  other  linkwords  have  survived  in  all  Gothic  languages 
with  scant  change  in  pronunciation  and  but  little  in  spelling,  so 
that  the  root  remains  but  slightly  obscured;  e.g.,  and,  unnd,  und, 
undt,  un;  bey,  by,  bei,  beym;  uf,  auf,  up;  vor,  wor,  for,  fur; 
worbey,  etc. 

On  the  other  hand,  although  many  changes  in  the  old,  very 
liberal,  and  often  irrational  spelling  of  inflected  words  were  but 
slight,   to  keep  up  with  slight  changes  in  sound,  the  change  was 


I 


allport:  some  seventeenth  century  obstetricians.       79 

sometinies  sufficient  to  obscure  the  root:  e.g.,  the  poached*  egg 
easily  became  the  meaningless  patched  or  porched  egg. 

In  many  German  words  the  root  spelling  has  been  changed 
and  confused,  though  the  sound  is  little  altered;  e.g.,  echtwas  to 
etwas;  ohngefehr  to  ungefar;  sweer  to  schwer.  In  others,  the 
root  has  become  almost  unrecognizable  through  changed  spelling 
to  meet  degenerated  pronunciation;  as,  itzo,  sintemahl,  ver- 
wittibten,  geblibenen.  These  changes  are  especially  noticeable 
in  the  numerals  and  their  derivatives;  e.g.,  vierdte,  eilff,  zwo, 
vieftzehen,  andertheil,f  viertheil. 

In  other  cases,  the  word  became  simplified  both  in  pronunciation 
and  spelling  without  change  in  root  or  meaning;  e.g.,  wundsche  to 
wiinsche ;  Brandewein  to  Brantwein ;  nimbt  to  nimmt ;  Tummheit 
and  Teutsch  to  Dummheit  and  Deutsch;  Guttsche  to  Kuttsche; 
spraach  to  sprach;  pri\";\^  became  private,  and  privities,  privates. 

The  old  English  assoon  and  chafindish  and  the  old  German 
Kanstu,  wirstu,  fuhlstu,  were  survivals  of  the  Gothic  tendency  to 
couple  words  together  in  written  language  when  the  spoken 
language  did  the  same.  And  yet  the  old  Germans  said  zti  riicke 
instead  of  zuriick. 

Along  with  these  minor  changes  in  the  common  linkwords  and 
vernacular  skeleton  changes  which  may  be  described  as  gradual 
and  natural,  the  language  of  science  was  undergoing  a  radical 
and  somewhat  catastrophic  evolution,  not  only  because  of  the 
addition  of  new  material  requiring  new  words,  usually  nouns  and 
verbs  taken  bodily  from  the  Latin  to  meet  the  novel  conditions, 
but  through  the  substitution  of  scientific  Latin  for  old  vernacular 
nouns  and  verbs.  It  is  easy  to  trace  this  change  in  old  German, 
for  before  the  Latin  words  became  eft'ectually  and  permanently 
welded  into  the  printed  language  it  was  the  custom  to  spell  the 
Latin  root  in  the  Latin  characters,  and  any  local  addition  to  the 
word  was  printed  in  Gothic.  Here  is  a  short  list  of  these  words 
taken  at  random  from  a  German  seventeenth  century  book: 
penetrir/en,  accelerir;  ung,  tractir/en,  citir  en,  adhibir  ung, 
author/s,  probir/et,  chirurgi/sche,  operatio  nen,  patien  ten, 
effectui/ren,        praesupponi  re,        auctori  tat,        phantasi  ren,i: 

*  From  the  old  French  pocher — to  break  out. 

t  Other  part,  i.e.,  part  two. 

{Applied  in  this  case  to  the  delirium  of  a  woman  seven  days  in  labor  with  a  still 
undelivered  dead  child.  There  is  a  considerable  philological  gap  between  this 
German  word  taken  bodily  from  the  Greek  tpavcaata  and  the  English  word/awc;)-, 
but  the  gap  is  spanned  by  phantasy,  phantast,  phantastic;  and  in  an  old  volume 
written  in  the  fluid  English  of  the  seventeenth  century,  we  catch  the  word  in  the 
ver}-  act  of  transmutation — phant'sy. 
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medico/s.  Most  of  these  words  have  now  permanently  replaced 
those  oi  Northern  origin,  and  it  must  be  admitted  that  the  sub- 
stitution has  strengthened  the  language  by  making  it  more  exact 
and  formal.  On  account  of  the  early  adoption  of  the  Latin 
characters  in  the  written  language  the  English  door  has  always 
been  open  for  Latin  words,  which  were  thus  easily  assimilated 
without  the  probationary  period  required  in  the  German. 

Sometimes  the  Latin  or  Greek  underwent  queer  changes  sim- 
ply in  passing  through  unfamiliar  lips  or  pens;  e.g.,  sphincter  be- 
came sphyaster;  chyrurgeons  became  chirurgeons,  and  later 
surgeons;  dyet  became  diet;  the  urachus  came  into  English 
from  Greek  through  the  French  as  ouraque*;  in  somewhat  the 
same  way  afterbirth  was  corrupted  to  after-burthen  through  con- 
tact with  the  German  Affter-Burde.  The  Latin  word  carbuncu- 
lus  (little  live  coal)  found  a  ready  lodgment  in  both  German  and 
English  tongues,  but  the  German  added  an  extra  twinge  of  pain 
to  the  thing,  corrupting  it  into  Karfunkcl  (funkel,  to  sparkle  or 
twinkle) . 

The  German  language  has  resisted  the  encroachment  of  the 
Latin  much  more  effectually  than  the  English.  Several  factors 
have  united  to  maintain  the  German  and  to  break  do^vn  the 
English:  i.  The  English  was  almost  from  the  first  a  composite 
language  w^hich  found  it  easy  to  take  on  modifications;  2.  The 
English  use  of  the  Latin  characters  in  the  written  language;  3. 
The  national  solidarity  of  the  Germans  in  custom,  orthography, 
race  and  folk  spirit,  and  resisting  power.  Even  to-day  a  strong 
feeling  against  philological  intruders  exists  in  Geimany,  from  the 
Kaiser  down,  with  the  result  that  while  the  folk  tongue  has 
almost  entirely  dropped  out  of  the  English,  the  German  language 
is  still  rich  enough  in  old  nouns  and  verbs  to  be  able  to  replace 
itself  almost  completely  were  all  Latin  words  to  be  withdrawn. 
For  example,  gebar-mutter,  eierstock,  eier-leiter,  hoden,  scheide, 
affter,  kinder-mutter,  wochnerin,  seitengeburt,  geburtsstrasse, 
monatskind  or  mondkalbe,:}-  mutter  gewiichs,  etc.  Few  old 
words,  if  any,  representing  these  ideas  are  still  to  be  found  in 
working  order  in  the  English  language;  their  English  ideas  exist 
at  present  in  no  form  other  than  Latin.  The  middle  English  had 
an  equivalent  for  mondkalbe  in  moon-calf,  which  has  come  down 
to  us  in  Shakespeare's  half-human  Caliban : 

*  Thus  spelled  by  Hugh  Chamberlen. 

t  The  Latin  falsum  germen  was  also  sometimes  used,  and  has  been  rendered  into 
literal  English  as  "false  conception." 
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Ste.      "How  now,  mooncalf!  how  does  thine  ague?"     and 
Trin.     "I  hid  me  under  the  dead  mooncalf's  gaberdine." 

Tempest  II :   1 1. 

But  the  true  meaning  of  the  English  word  is  lost  without  the 
intervening  German  word  monats-kind,  meaning  month's  child, 
moon-child, ^ — a  conception  thrown  off  at  the  monthly  period. 
The  Latin  substitute  mole  is  scientific,  but  sadly  lacking  in  pic- 
torial or  traditional  quality. 

But  although  the  English  tongue  has  never  added  any  new 
words  of  Anglo-Saxon  origin  since  the  Latin  gained  a  foothold, 
the  virility  and  beauty  of  the  old  language  has  enabled  it  to 
make  a  hard,  though  losing  fight  for  its  own  parts  of  speech. 
Probably  the  last  of  these  common  English  words  will  before 
many  generations  become  obsolete,  with  the  latinization  of  all 
scientific  words  in  most  modern  languages.  And  yet  it  would  be 
be  a  pity,  for  example,  to  lose  the  very  old  Anglo-Saxon  word 
womb  out  of  the  English.  This  word  will  probably  go,  eventually, 
except  as  it  will  always  remain  with  us  as  an  indispensable  root- 
word  in  woman,  for  though  we  find  it  in  the  Danish,  Gothic, 
Swedish, .Icelandic,  etc.,  the  root  has  no  place  either  in  German 
or  in  the  Romance  languages.  Midway,  however,  between  the 
Anglo-Saxon  womb,  meaning  belly,*  and  the  more  narrow  Greek 
word  fj-Q-repa  meaning  the  organ  itself,  a  curious  temporary  in- 
terposition took  place;  the  English  and  French  languages  took 
up  with  a  latinization  of  the  Old  German  Mutter  which,  as  Ge- 
hdhr-mutter  still  has  a  dignified  place  in  the  pages  of  German 
scientific  text  books;  the  womb  became  the  middle  English, 
French  and  German  matrix,  and  remains  so  in  French  to  this 
da}' — matrice. 

This  total  extinction  of  almost  all  Anglo-Saxon  words  for  the 
procreative  organs  is  most  interesting.  In  the  old  books,  the 
testicle  and  the  ovary  were  alike  stones  or  seeds  and  later  on  be- 
came latinized  both  in  German  and  English,  and  at  first  without 
sex  discrimination,  into  testicle. ^  The  pelvis  was  basin  or 
becken  and  the  pelvic  bones  were  share  bone,  hanch  bone,  holy 

*  Writers  as  late  as  Chamberlen  called  pregnancy  "Great  Belly." 
t  Jane  Sharp  says,  "  I  have  seen  one  seed  of  one  woman,  and  but  one,  and  that 
is  more  by  one  than  many  men  have  seen."  The  word  is  used  often  in  another  sense, 
as  by  Mauriceau;  "the  Fallopian  trumpets  are  ejaculatory  vessels  made  rough  so 
that  the  (male)  seed  may  not  run  back."  Note  that  Mauriceau  reverses  the  action 
of  the  cilia!  and  is  altogether  at  sea  over  the  functions  of  the  "ragged  piece."  This 
was  before  the  day  of  Leeuwenhoeck. 
6 
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bone  {heiligenbein,  os  sacer*).  The  scrotum  was  described  by- 
Jane  Sharp  as  the  Codd.  This  word  is  Anglo-Saxon,  and  in 
Middle  English  is  Codde,  in  Icelandic  Coddi,  in  Welsh  Cwd,  in 
Low  German  Koden,  and  means  belly,  sac  or  paunch.  The 
writer  has  noted  its  occasional  use  in  this  country  in  modern 
vulgar  dialect.  Jane  Sharp  called  the  male  organ  the  Yard,  and 
the  glans  was  the  Nutt  of  the  Yard.  Yard  is  an  Anglo-Saxon^ 
Gothic,  Icelandic,  Scandinavian  word  from  gyrd,  a  rod  or  twig, 
or  spear  and  has  an  enormous  number  of  derivatives.  For  ex- 
ample, the  word  came  early  to  mean  a  unit  of  measure,  hence  an 
enclosed  or  measured  space,  g(y)arden  and  orch(y)ard;  the  word 
actually  exists  in  the  Russian  language  in  the  name  of  the  city 
Nijni  Novgorod,  which  was  originally  built  around  an  enclosed 
space  for  holding  a  fair.     See  also  Yard  arm. 

Still  quoting  from  Jane  Sharp,  we  confess  to  being  somewhat 
startled  by  the  following  choice  specimen  of  Middle  English. 
"If  the  child  comes  Arsewards  or  Buttocks  first,  lay  her  with  her 
head  lower  than  her  Bodde."f  The  phrase  "to  lay  a  woman" 
from  the  Anglo-Saxon  lecgen  and  Middle  English  liggen  was 
synonymous  with  "to  confine,  "|  and  together  with  the  com- 
panion phrase  "to  bring  to  bed"  remained  in  common  use  until 
the  beginning  of  the  nineteenth  century  when  both  became 
obsolete,  together  with  the  old  expressions  "to  take"  or  "to  try 
a  pain,"  meaning  to  assist  or  examine  during  a  pain,  and  to 
"touch,"  meaning  to  examine.  The  old  medieval  English  "to 
lie  in  "  is  obsolescent  though  it  will  last  a  long  time  yet  in  Lying-in 
Hospitals.  As  for  the  fifth  word  in  the  quotation,  it  is  a  survival 
of  one  of  the  oldest  words  in  written  or  spoken  language,  going 
back  to  a  root  not  only  common  in  all  Northern  tongues,  but  even 
also  to  be  identified  in  a  slightly  modified  form  in  the  Greek  oppa 
or  o/oo-os  .     The  word  still  survives  in  fairly  decent  German. 

An  old  Anglo-Saxon  word  which  is  probably  too  closely  inter- 

*  The  old  Latin  words  for  epilepsy  (morbus  sacer)  carry  the  same  significance, 
but  this  is  again  lost  in  the  common  German  words  for  the  disease — schweren  Noth. 

t  She  had  the  same  fondness  as  Shakespeare  for  monosyllabic  Anglo-Sa.xon,  for 
example,  her  injunction  to  "annoint  the  parts  with  fresh  butter  to  make  them  glib" 
(from  Old  Dutch  glilsben)  suggests  the  witches'  cauldron  in  Macbeth: 

"  Make  the  gruel  thick  and  slab." 

The  rupture  of  the  hymen,  says  she,  "  is  said  to  put  maids  to  a  squeak  or  two,  but 
'tis  soon  over." 

t  The  two  words  lecgen,  and  confine,  from  the  medieval  Latin  confinare,  have 
distributed  themselves  into  modern  language  in  several  directions.  Thus  we  find 
lecgen  in  the  English  and  French  word  lecture  though  the  intervening  Latin  lectus, 
a  couch.  It  occurs  again  in  the  French  ///,  a  bed,  and  we  may  see  it  in  process  of 
transmutation  in  the  writings  of  Louise  Bourgeois  as  lid  where  the  Latin  "c"  is 
still  in  the  written  word,  but  silent.  Confinare  has  become  the  German  entbinden,. 
the  sense  of  the  word  being  accepted  literally  but  without  any  transfer  of  the  root. 
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woven  with  history  and  Hterature  ever  to  be  driven  out  of  the 
language,  is  the  English  word  for  cranium — skull,  scidl,  senile, 
skulle,  schulle,  back  to  skaal  and  the  Icelandic  skal — a  pan,  bowl 
or  goblet,  and  the  skoal!  of  the  hard-drinking  Norsemen.  Here 
are  Jane  Sharp's  thoughts  on  embryology:  "The  scull  and 
whirl  bones  are  made  first,  but  farther  than  that  I  have  nothinsf 
to  say,  for  I  love  not  impertinent  disputes  like  those  Grecians 
who  contended  largely  whether  the  elephant's  tusks  were  horns 
or  teeth."* 

Another  Gothic  or  Anglo-Saxon  word  which  survives  to  this 
day,  both  in  English  and  German,  in  spite  of  the  Latin  umbilicus, 
is  Nauel  or  Xabel  from  Xafela  and  Nafu  in  Anglo-Saxon,  Nabula 
in  Gothic,  Xafli  in  Icelandic,  and  Nafle  in  Swedish,  meaning  the 
central  point.  In  the  seventeenth  century  the  Latin  word  for 
navel  had  not  yet  been  introduced  into  either  the  English  or 
German,  and  neither  language  would  now  suffer  through  its 
absence.  An  interesting  philological  query  arises  in  connection 
with  this  Gothic  word — does  the  nave  or  axis  of  the  Gothic 
church  take  its  name  from  our  word  for  navel  or  does  it  go  back 
to  the  Sanscrit  nau  through  the  Latin  navis — a  ship?  j 

A  word  which  has  carried  its  Northern  ancestry  with  it  all 
over  Europe  is  the  Scandinavian  word  Schorbauch  or  ruptured 
belly,  which  has  become  Schorbuyck  in  Dutch,  Scharbocki  in 
German,  scurvy  in  English,  and  scorbute  in  the  French.  The 
disease  came  into  Europe  from  the  North  with  the  armies  of 
Gustavus  Adolphus  and  Charles  XII,  and  the  Scandinavian 
name  for  it  was  rendered  from  Low  German  into  the  medieval 
Latin  scorbutus,  hence  scorbute. 

And  now,  to  wind  up  this  philologico-obstetrical  digression, 
here  is  a  quotation  from  Mauriceau  (translated  by  Hugh  Cham- 
berlen)  containing  a  word  which  gave  the  writer  an  exciting 
paper  chase.  "Many  Women  could  not  keep  themselves  on 
their  Legs  immediately  after  they  were  brought  to  Bed,  were 
their  Pelvic  Bones  disjointed  or  separated  during  Labour — I 
noted  that  very  well  in  the  Hostel  de  Dieu  of  Paris,  in  the  many 
I  have  layed  there.  When  women  that  were  to  be  brought  to 
Bed,  began  to  be  in  Labour,  they  went  into  a  little  Room  called 

*  Not  such  an  ancient  sort  of  discussion  after  all — a  theological  writer  of  the  early 
nineteenth  century  raises  the  cognate  question  "  whether  leopards  and  mules  could 
properly  be  called  creatures." 

t  Canon  Trench  thinks  the  word  is  from  nau,  navis,  preser\'ing  as  a  symbolism 
the  old  word  almost  in  its  original  form;  but  some  philologists  take  the  alternative 
■viewpoint. 

X  Sommem,  loc.  cit. 
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the  Stove,  where  all  were  delivered  upon  a  little  low  Bed  made  for 
that  purpose,  where  they  put  them  before  the  Fire;  afterward, 
as  soon  as  it  was  over,  they  were  conducted  to  their  Bed,  which 
was  sometimes  a  good  way  off  from  this  little  Chamber,  whither 
they  walked  very  well ;  which  they  could  never  have  done,  if  their 
Os  pubis,  or  those  of  the  Ilia,  were  separated  the  one  from  the 
other."  "The  Stove!"  The  casual  reader  might  suppose  the 
ladies  temporarily  sojourning  in  the  Hotel  Dieu  applied  this 
somewhat  suggestive  epithet  to  the  confinement  room  on  account 
of  recollections  not  altogether  unassociated  with  the  idea  of 
fiery  torment.  Not  so — the  word  stove  meant  in  Anglo-Saxon 
and  Gothic  simply  a  room,  and  later,  a  room  heated  for  a  bath 
or  other  purpose.  The  word  was  stofa  and  survives  in  the 
German  as  stube.  In  middle  English  stove  meant  simply  a 
room.  The  old  German  midwives  used  stowen  to  heat  the  stuhen. 
In  old  Dutch  hostelries  the  heated  common  room  was  The  Stove. 
Truly  the  drifting  sands  of  English  philology  have  to  be  shoveled 
out  of  the  smoky  old  Anglo-Saxon  Stofa  before  we  can  recognize 
the  ancestor  by  marriage  of  our  modern  base-burner. 

This  word  occurs  with  the  same  meaning  in  the  documentary 
record  of  a  certain  episode  in  the  stormy  life  of  the  third  Dr. 
Peter  Chamberlen — the  father  of  the  translator  of  Mauriceau.* 
In  1649  the  House  of  Lords  granted  him  an  ordinance  for  con- 
structing "artificiall  bathes  and  bathe  stoves."  The  stoves 
referred  to  were  rooms  or  buildings  to  be  erected  for  the  purpose 
of  accommodating  public  baths.  This  ordinance  went  to  the 
House  of  Commons  and  after  reference  to  the  "  Colledge  of  Physi- 
tians,"  was  not  concurred  in  because  the  "Colledge  did  not 
think  the  erecting  of  publike  bathes  should  be  granted  to  Dr. 
Chamberlen  because  the  Colledge  thinks  them  hurtfull  to  the 
common- wealth."  Among  the  reasons  given  by  the  college 
for  believing  the  baths  hurtful  is  that  "by  their  abuse  they  were 
the  cause  in  the  Greek  and  Roman  cities  of  so  much  physicall 
prejudice  in  effeminating  bodyes  and  procuring  infirmityes,  and 
morally  in  debauching  the  manners  of  the  people,  yet  in  three 
of  them  upon  the  coming  of  the  Christians  into  power  they  were 
demolished  or  converted  to  other  uses."  Other  reasons  were  put 
forth  by  the  learned  faculty  for  refusing  to  endorse  the  baths. 
For  example:  "This  country  is  too  cold." — "The   Bathes  will 

*See  Aveling,  "The  Chamberlens,"  Churchill,  London,  1882;  pp.  60-77.  ^'^■ 
Aveling  reproduced  the  document  without  comment  on  the  difference  between  the 
medical  and  modern  meanings  of  the  word. 
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be  a  monopoly." — "They  may  be  the  cause  of  Sinne." — "They 
are  remedies  for  the  French  disease,"  etc.  These  reasons  were 
all  well  enough,  but  the  real  reason  why  the  faculty  did  not  want 
the  ordinance  passed  was  because  of  jealousy  of  the  Chamberlens 
who,  for  four  generations,  were  physicans-in-ordinary  to  the 
Stewart  dynasty,  and  later  served  William  and  Mary  and  good 
Queen  Anne  in  the  same  capacity. 
607  RrsH  Street. 


UMBILICAL  CLAMP. 

BY 
B.   B.  WECHSLER,  M.  D. 

Obstetrician,  Montefiore  Hospital, 
Pittsburg  Pa. 

(With  one  illustration.) 


I  DESIRE  to  present  to  the  profession  a  little  device  for  use  on 
the  cord  instead  of  the  usual  ligature. 

The  figure  shows  the  clamp  which  I  have  had  made  for  this 
purpose  and  which  I  have  now  used  on  over  250  cases  without 
complications  and  with  perfect  satisfaction. 

The  method  of  clamping  the  cord  and  dressing  without  ligature, 
I  first  saw  in  the  Schauta  Clinic  in  Vienna  during  a  recent  visit. 


Fig.   I. — Clamp  for  umbilical  cord. 

]\Iy  clamp  while  carrying  out  the  same  idea  is,  I  believe, 
more  practical  since  there  they  use  an  ordinary  Hemostat 
for  the  purpose,  which  on  account  of  its  size  is  cumbersome  and 
often  when  resuscitation  is  necessary  severe  traction  is  made 
on  the  stump  of  the  cord  which  predisposes  to  umbilical  hernia. 

The  method  for  clamping  is  more  advantageous  than  that  of 
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ligature,  because:  i.  It  lessens  the  danger  of  infection;  2.  it 
insures  hemostosis;  3.  is  conveniently  handled. 

Clamping  the  cord  is  accomplished  in  the  following  way: 
I.  Wait  until  pulsation  has  ceased;  2.  clamp  cord  about  one 
inch  from  umbilicus;  3.  cut  cord  even  with  clamp. 

The  infant  is  then  removed  by  the  nurses  and  the  clamp 
allowed  to  remain  on  stump  of  cord  for  fifteen  minutes,  or  about 
the  time  the  placenta  has  been  expelled  then  clamp  is  ready  to 
be  taken  off. 


ITEM. 

Dr.  John  F.  Winn,  of  Richmond,  Va.,  for  the  past  several  years 
the  professor  of  clinical  obstetrics  in  the  University  College  of 
Medicine,  was  further  honored  by  its  Board  of  Trustees  in 
annual  session,  by  his  election  as  Professor  of  Obstetrics. 


TRANSACTIONS  OF  THE  AMERICAN 
GYNECOLOGICAL  SOCIETY. 


Thirty-seventh  Annual  Meeting  held  at  Baltimore,  Maryland, 
May  28,  29  and  30,  191 2. 

The  President,  Dr.  Howard  A.  Kelley,  Baltimore, 
in  the  Chair. 

The  society  met  in  the  Assembly  Hall  of  the  Medical  and 
Chirurgical  Faculty  Building,  and  after  an  address  of  welcome 
by  Dr.  William  E.  Mosley,  Baltimore,  which  was  responded  to 
by  Dr.  Brooks  H.  Wells,  New  York,  the  reading  of  papers  was 
begun. 

Dr.  Palmer  Findley,  Omaha,  Nebraska,  read  a  paper  on 

MENSTRUATION- WITHOUT  OVARIES.* 
DISCUSSION. 

Dr.  J.  Clarence  Webster,  Chicago,  thought  that  all  had  had 
the  experience  of  hemorrhage  occurring  after  the  removal  of  the 
ovaries;  that  they  had  even  had  the  experience  of  hemorrhage 
occurring  from  the  cervix  after  the  removal  of  the  body  of  the 
uterus.  He  believed  that  a  considerable  percentage  of  these 
cases  in  which  the  hemorrhage  was  irregular  might  be  explained 

'  For  original  article  see  page  44. 
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either  by  the  vascular  degenerations  in  the  uterine  or  ovarian 
arteries  or  in  both,  or  in  varicose  veins  of  the  broad  Hgaments. 
He  could  only  recall  one  case  in  his  experience  where  a  regular 
flow  suggestive  of  menstruation  occurred  after  castration.  He 
did  not  believe  that  Gellhorn's  suggestion  of  adhesions  was 
explanatory  of  such  cases.  He  thought  Dr.  Findlev's  last  sug- 
gestion was  probably  the  important  one — namely,  the  retention 
after  the  operation  either  of  portions  of  the  main  ovary  of  the 
stump,  or,  what  was  more  likely,  where  good  surgery  was 
carried  out,  the  existence  of  small  portions  perhaps  not  even 
macroscopic  in  the  broad  ligaments.  He  believed  that  there 
was  aberrant  Miillerian  tissue  in  the  pelvis.  He  also  believed 
that  there  was  aberrant  ovarian  tissue  which  had  been  clearly 
demonstrated  macroscopically  when  portions  of  the  size  of  a 
millet  seed  or  pea  were  found,  but  it  was  not  surprising  when  one 
considered  the  course  the  ovary  took  in  its  development  that 
there  should  be  small  portions  invisible  perhaps  to  the  naked 
eye  left  along  the  track,  and  therefore  it  was  not  surprising  that 
the  menstrual  habit  might  be  kept  up  after  years  where  there 
was  thought  to  be  complete  castration  or  even  pregnancy  might 
occur. 

Dr.  Henry  T.  Byford,  Chicago,  referred  to  and  emphasized 
the  importance  of  the  testimony  of  the  patient.  He  recalled 
a  patient  in  whom  be  removed  the  uterus  and  ovaries,  and  the 
woman  said  she  continued  to  menstruate.  He  cut  off  the  internal 
OS,  but  upon  careful  examination  he  found  it  was  not  exactly 
every  month  that  this  discharge  began.  The  woman  would 
have  a  little  discharge  between  times.  He  told  her  to  lie  down 
a  good  deal,  and  if  the  discharge  continued  she  was  to  return  to 
see  him.  Se  wrote  him  that  she  was  menstruating.  She  woiild 
have  a  discharge  of  blood  at  one  time  at  the  end  of  three  and  a 
half  weeks,  at  another  time  at  the  end  of  four  weeks,  and  he 
told  her  to  pay  little  or  no  attention  to  the  little  flow  between 
times.  There  were  a  great  many  cases  that  were  not  menstrual 
in  type,  that  is,  they  had  not  the  menstrual  periodicity. 

With  regard  to  adhesions,  he  found  in  nearly  all  of  his  cases 
there  were  adhesions.  He  thought  these  adhesions  could  produce 
a  discharge  of  blood.  All  had  had  cases  of  adhesions  in  which 
the  chief  symptom  was  hemorrhage.  In  talking  to  medical 
students  he  told  them  there  were  the  hemorrhagic  and  the  pain- 
ful cases,  except  the  hemorrhagic  cases  did  not  have  much  pain, 
and  the  patients  who  had  much  pain  had  very  little  flow.  He 
had  cured  some  patients  by  having  them  lie  down  and  rest  for  a 
long  time.  There  was  nothing  more  established  in  his  mind 
than  that  adhesions  interfered  with  the  circulation  b}^  increasing 
it  or  damming  it  up,  thus  producing  a  bloody  flow  from  the 
uterus,  but  this  was  not  strictly  menstruation. 

Dr.  J.  M.  Baldy,  of  Philadelphia,  would  like  to  emphasize  not 
only  the  statement  of  the  patient,  but  the  statement  of  the 
doctor  as  to  what  was  menstruation.      Dr.  Bvford  had  covered 
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very  fully  the  unreliability  of  the  statement  of  the  patient  as 
regards  menstruation. 

The  speaker  called  attention  to  the  statement,  for  instance, 
of  a  notable  New  York  surgeon  who  transplanted  ovarian  tissue 
and  called  the  discharge  that  followed  menstruation.  It  was  a 
mere  show  of  blood  which  disappeared  in  a  short  time.  Every- 
body now  knew  that  it  was  not  menstruation  at  all  in  the  strict 
sense  in  which  menstruation  was  recognized. 

Concerning  the  far-fetched  theories  in  regard  to  the  causes  of 
this  matter,  there  was  nothing  that  appealed  to  him.  Take,  for 
instance,  the  last  theory  put  forward  by  the  essayist  of  aberrant 
ovary;  that  because  a  woman  menstruated,  therefore  ovarian 
tissue  should  be  left;  that  because  a  man  committed  a  crime, 
therefore  he  was  insane.  This  line  of  reasoning  was  faulty. 
Dr.  Webster's  suggestion  in  the  beginning  of  the  discussion 
appealed  to  him  as  being  much  more  potent  than  any  other  in 
explaining  these  aberrant  bleedings;  he  would  call  them,  as  he 
would  not  dignify  them  by  the  name  of  menstruation,  the  result 
of  the  degenerative  changes  in  the  vessels  themselves  in  the 
pelvis.  As  a  matter  of  fact,  when  these  patients  told  us  how 
long  they  menstruated,  or  how  long  they  had  stopped  menstru- 
ating, it  was  found  they  all  stopped  in  a  limited  length  of  time. 
He  had  never  known  a  case  go  more  than  a  year  and  a  half  at 
the  outside.  In  a  few  cases  the  patients  may  have  gone  longer 
than  that.  They  were  not  cases  in  which  there  were  adhesions, 
and  there  was  no  considerable  portion  of  ovarian  tissue  left  to 
account  for  the  continued  menstruation,  if  it  were  a  real  men- 
struation in  that  individual  case. 

Dr.  Frank  T.  Andrews,  Chicago,  recalled  an  interesting  case, 
although  all  of  the  details  were  not  clear  in  his  mind.  There 
was  a  family  of  four  girls,  and  incidentally  there  were  two  sons. 
One  of  the  sons  was  a  very  tall  man  and  was  deformed  by  a 
talipes  equinovarus.  The  other  son,  as  he  grew  up,  became  a 
banker.  While  this  was  not  g^^necological,  it  bore  a  little  on  the 
family  history.  The  four  girls  were  referred  to  him  by  a  physi- 
cian from  Wichita,  Kansas,  who  had  operated  on  one  girl  after 
marriage  for  a  large  ovarian  tumor,  he  removing  her  ovaries. 
Another  girl  after  some  years  of  treatment  he  had  likewise 
operated  upon  and  removed  her  ovaries,  and  she  had  a  normal 
change  of  life,  with  a  normal  result  in  that  case,  namely,  stoppage 
of  the  flow.  Then  the  family  moved  to  Chicago  and  here  were 
two  girls  suffering  so  severely  with  dysmenorrhea  that,  after 
caring  for  them  and  striving  to  avoid  operation  for  several  years, 
after  having  the  best  advice  he  could  get  from  his  gynecological 
and  neurological  friends,  he  decided  to  operate  one  of  them. 
Finally  he  did  so  and  she  made  a  normal  recovery.  The  first 
one  operated  on  improved  very  much  for  about  nine  months, 
but  she  kept  on  flowing  apparently  normally.  The  operation 
consisted  in  removing  one  ovary,  leaving  one  ovary,  and  remov- 
ing both  tubes.     After  the  dysmenorrhea  returned,  upon  exam- 
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ination  he  found  she  had  developed  a  year  and  a  half  after  the 
first  operation  an  ovarian  tumor  in  the  remaining  ovary.  He 
operated  and  removed  that,  and  in  carefully  looking  over  the 
field  he  discovered  there  was  a  little  stump  he  had  not  taken 
out  on  one  side  for  some  reason;  he  had  not  cut  in  and  taken  the 
whole  tube  out  from  the  cornu  of  the  uterus.  So  he  removed 
that.  The  other  one  was  thoroughly  removed.  He  removed 
the  tumor  and  she  continued  to  menstruate.  About  three  or 
four  years  later  he  removed  the  bulk  of  the  uterus,  leaving  the 
cervix;  the  woman  continued  to  menstruate,  and  for  somewhere 
in  the  neighborhood  of  four  years,  from  that  time  until  now,  this 
w^oman  went  through  exactly  the  same  nervous  disturbances 
every  month  that  she  used  to  go  through  while  menstruating, 
but  she  had  ceased  to  flow.  He  had  had  four  neurologists 
examine  this  patient  at  intervals,  and  there  had  not  been  a 
single  symptom  of  hysteria.  That  element  was  cut  out  of  the 
case. 

Dr.  Edw.\rd  p.  Davis,  Philadelphia,  pointed  out  that  recent 
studies  to  settle  the  vexed  question  of  the  time  of  labor  threw 
light  upon  the  subject  under  discussion.  It  was  found  that  the 
physiological  life  of  woman  consisted  in  periods  of  accumulation 
of  blood  terminating  in  increased  pulse  tension  and  in  hemor- 
rhage; that  this  condition  was  independent  of  the  presence  of 
genital  organs,  that  is,  the  genital  organs  might  be  removed  and 
this  established  physiological  habit  of  woman  still  continued. 
In  some  cases  the  persistence  of  this  discharge  and  increased  pulse 
tension  was  the  result  of  disorder  of  the  ductless  glands,  and 
some  cases  were  improved  by  the  administration  of  thyroid 
extract  or  pituitrin  or  adrenalin.  He  thought  this  would  explain 
some  of  the  cases  in  the  discussion  where  the  absence  of  genital 
organs  by  operation  had  been  followed  by  continued  hemorrhage. 
The  hemorrhage  would  occur  from  a  physiological  standpoint 
in  any  organ  lined  by  mucous  surface  and  richly  supplied  by 
subjacent  capillaries,  and  in  the  absence  of  uterine  mucosa 
hemorrhage  was  seen  that  was  familiar  also  from  the  nasal 
cavity,  sometimes  from  the  gastric  mucosa,  and  sometimes  from 
the  intestine,  and  rarely  in  the  hemorrhages  underneath  the 
skin  which  had,  when  complicated  by  hysteria,  given  rise  to 
those  interesting  cases  of  alleged  bloody  sweat  and  supernatural 
manifestations. 

Dr.  Clement  Cleveland,  New  York  City,  was  entirely  in 
sympathy  with  Dr.  Webster  and  with  Dr.  Baldy  about  these 
menstrual  discharges  of  blood.  It  was  not  an  indication,  of 
course,  that  this  discharge  of  blood  was  really  menstrual  or 
really  from  ovulation.  He  was  reminded  of  a  case  he  had  some 
years  ago  where  it  was  reported  that  both  ovaries  had  been 
removed,  and  still  the  woman  menstruated.  It  was  a  case  in  the 
Woman's  Hospital  in  New  York,  and  his  confrere,  who  had  done 
the  operation,  had  died  in  the  meantime.  The  patient,  there- 
fore, came  into  his  service,  and  he  looked  up  the  history.     There 
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was  a  miscarriage  at  the  fourth  month.  The  history  showed 
that  both  ovaries  had  been  entirely  removed.  He  had  very- 
little  faith  in  the  functional  activity  of  supernumerary  ovaries, 
and  he  came  to  the  conclusion  that  in  most  cases  the  discharge 
was  due  to  a  small  portion  of  the  ovary  having  been  left  hehind. 
He  was  verv  positive  it  was  in  this  case.  Perhaps  the  woman 
had  conceived;  she  had  no  evidences  of  the  menopause,  and  she 
was  missing  the  fourth  month.  She  recovered  completely,  and 
then  he  thought  of  two  typical  cases  where  he  removed  ovarian 
tumors.  It  was  very  nearly  seven  years  ago  he  had  a  young 
woman  under  his  care,  a  graduate  of  Welsley  College,  twenty-one 
vears  of  age,  who  presented  herself  with  two  ovarian  cysts,  one 
on  either  side,  both  being  pretty  good-sized  tumors.  He  opened 
the  abdomen  and  removed  both  cysts  and  both  ovaries.  In 
examining  the  ovaries  he  saw  nearest  to  the  ovarian  ligament 
what  appeared  to  be  normal  ovarian  tissue,  and  in  both  of  these 
ovaries  he  was  careful  in  taking  out  the  cyst  to  leave  these 
small  portions  of  ovarian  tissue.  The  woman  recovered  com- 
pletely from  the  operation,  and  although  it  was  nearly  seven 
years  ago,  as  he  remembered,  she  had  menstruated  regularly 
since  that  time.  He  had  examined  her  from  time  to  time; 
there  had  been  no  decrease  in  the  size  of  the  uterus,  and  she 
appeared  to  be  going  through  the  normal  function  every  month. 
As  he  remembered,  she  had  not  skipped  a  month.  He  was 
asked  what  he  thought  of  her  marriage.  He  thought  the  matter 
over  carefully  and  as  she  and  the  young  man  were  very  fond  of 
each  other,  he  gave  the  young  man  to  understand  that  she 
possibly  might  not  have  any  children  if  they  should  marry. 
However,  they  married.  He  had  not  heard  of  any  pregnancy, 
and  he  did  not  know  that  he  looked  for  it. 

In  the  next  case  that  occurred  years  ago  he  removed  two 
ovarian  cysts  of  considerable  size  from  a  woman  in  whom  he  had 
removed  the  right  ovary  completely.  He  found  he  could  leave  a 
portion  of  the  left  ovary  about  the  size  of  a  pea,  and  this  woman 
had  already  borne  several  children.  She  had  menstruated 
reoailarly,  and  if  there  was  one  period  during  the  last  two  years 
which  she  had  skipped  for  two  months,  that  was  all.  She  was 
now  menstruating  regularly;  he  had  examined  her  from  time  to 
time.  There  had  been  no  decrease  in  the  size  of  the  uterus:  her 
menstrual  function  was  apparently  perfectly  normal,  and  there 
was  no  indication  of  the  menopause. 

Dr.  Seth  C.  Gordon,  Portland,  Maine,  said  that  Dr.  Davis 
had  struck  the  kejmote  in  reference  to  this  whole  matter.  Per- 
sonally, he  had  reported  two  cases  where  pregnancy  took  place 
after  as  careful  a  removal  of  both  ovaries  as  possible.  One  of 
these  cases  occurred  in  the  practice  of  Dr.  Chadwick,  of  Boston, 
who  had  assured  him  that  he  was  certain  he  removed  every 
particle  of  the  ovary,  and  Dr.  Gordon  felt  just  as  certain  that  he 
did  likewise  in  his  case,  and  yet  both  women-bore  one  child  each 
about  a  year  and  a  half  after  the  operation.     He  removed  the 
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ovaries  of  a  young  woman  and  she  still  continued  to  menstruate. 
Two  years  afterward  he  removed  the  uterus  supravaginally  and 
she  still  continued  to  menstruate.  Two  years  later  he  removed 
the  cervix  and  that  stopped  the  menstruation,  but  menstruation 
w^as  absolutely  regular  during  the  time  that  the  cervix  remained. 
So  he  believed  that  a  physiological  congestion  actually  occurred 
and  that  accounted  for  the  regular  menstrual  period. 

CHRONIC  CYSTITIS  OF  THE  TRIGONE  AND  THE  VESICAL  NECK. 

Dr.  Edgar  Garceau,  of  Boston,  read  a  paper  on  this  subject, 
and  reported  the  case  of  Miss  W.,  aged  fifty-eight  years,  first  seen 
in  October,  1909.  The  patient  herself  was  a  nervous  high-strung 
woman  who  liked  to  have  her  own  way.  When  he  first  saw  her 
she  was  complaining  of  frequent  painless  micturition.  There 
was  a  constant  desire  to  urinate  which  gave  her  no  rest  day  and 
night.  She  could,  when  she  had  to,  hold  her  urine,  but  as  a 
general  rule  micturition  was  required  ten  or  twelve  times  a  day 
and  several  times  by  night.  There  was  no  tenesmus  and  no 
hematuria,  and  there  was  no  history  of  stone. 

After  giving  ftuther  details  of  the  case,  he  said  the  diagnosis  of 
this  case  was  chronic  cystitis  of  the  trigone  and  vesical  neck  and 
urethritis.  The  etiology  was  probably  hyperemia  of  the  bladder 
with  secondary  infection.  The  hyperemia  was  probably  due  to 
old  retroversion. 

The  \\Titer  has  been  observing  many  of  these  cases  during 
many  ye'ars  and  has  arrived  independently  at  practically  the 
same  conclusions  regarding  them  as  Knorr  and  others.  He  has 
long  felt  that  neiuoses  of  the  bladder  with  w^hich  this  affection 
often  is  confounded  by  the  inexperienced  must  be  exceedingly 
rare,  if  they  ever  occur.  The  term  "irritable  bladder"  in  the 
female,  which  was  a  favorite  classic  expression  of  the  writers  of  a 
generation  ago  still  survived  them.  It  should  be  abandoned,  for 
it  is  not  a  disease,  it  is  a  symptom.  The  author  has  never  seen 
a  neurosis  of  the  bladder.  In  the  family  history  of  these  indi- 
viduals will  usually  be  found  some  hereditary  taint,  such  as 
alcoholism,  gout,  rheumatism,  epilepsy,  diabetes  and  insanity. 
The  disturbed  nervous  S3^stem  in  patients  with  chronic  cystitis  of 
the  trigone  and  vesical  neck  is  a  result  of  the  disease  and  not  the 
principal  affection.  They  are  neurasthenics  and  often  hypo- 
chondriacs, but  not  for  any  other  reason  than  that  they  are 
constantly  suffering  physical  pain  and  distress.  This  is  so  with 
many  other  organs  in  the  body,  notably  the  intestines,  whose  dis- 
turbed mechanism  in  consequence  of  a  ptosis  or  an  unrecognized 
partial  obstruction,  so  often  gives  rise  to  profound  toxic  conse- 
quences, chief  among  which  is  derangement  of  the  nervous  system. 

Chronic  cystitis  of  the  trigone  and  vesical  neck  is  always 
ushered  in  by  frequent  micturition.  The  writer  is  sure  from  long 
observation  of  these  cases  that  the  disease  often  starts  as  a 
simple  hyperemia  of  the  trigone  of  the  bladder,  which  has  taken 
its  origin  in  consequence  of  hyperemia  of  the  pelvis  which  is  due 
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to  some  pelvic  disease,  and  that  the  first  symptoms  are  those 
usually  experienced  with  vesical  hyperemia.  This  will  be  referred 
to  again  in  discussing  etiology  and  pathology.  Usually,  there- 
fore, the  early  history  will  be  one  of  frequent,  painless  micturi- 
tion, especially  during  the  day  time.  By  night  the  patient  will 
not  perhaps  be  obliged  to  urinate  at  all,  at  most  not  more  than 
once  or  twice.  During  the  day  she  may  have  to  empty  the  bladder 
every  hour  or  even  oftener.  Later  in  the  course  of  the  disease 
pain  may  accompany  urination,  and  it  may  be  felt  before,  during 
or  after  the  act,  its  seat  being  in  the  bladder.  There  is  sometimes 
tenesmus.  If  there  is  ureteral  pain  it  is  probably  due  to  the 
urethritis  which  the  writer  believes  is  always  present  in  this 
disease.  Even  late  in  the  course  of  the  disease  there  may  be  no 
pain  whatev^er,  and  the  only  symptom  may  be  the  frequent  urgent 
desire  to  urinate.  Occasionally  there  may  be  a  little  blood  in  the 
urine  which  may  be  visible  to  the  eye;  it  is  never  present  in 
great  amount  and  is  rather  a  rare  symptom.  The  urine,  even 
in  long-standing  cases,  may  be  perfectly  clear  and  the  sediment 
very  slight.  The  urine  is  sometimes  cloudy  in  cases  in  which 
there  are  marked  vesical  lesions.  Clear  urine  is  found  in  cases  in 
which  there  is  a  smooth  mucous  membrane  over  the  trigone,  and 
cloudy  urine  in  those  in  which  the  membrane  has  undergone 
marked  pathologic  changes.  Sometimes  there  may  be  consider- 
able trigonal  changes  and  still  the  urine  is  clear  and  without  pus 
in  it.  The  writer  recently  had  a  case  of  this  kind  in  a  woman, 
fifty-five  years  of  age.  Her  trigone  w^as  covered  with  a  bright 
red  elevated  mass  of  tissue,  resembling  granulation  tissue,  and 
yet  her  urine  was  absolutely  clear  and  contained  only  a  few 
squamous  cells;  pus  was  absent.  Examination  of  the  sediment 
should  be  done  with  the  greatest  care  for  it  is  of  great  diagnostic 
importance.  A  clear  urine  should  be  allow^ed  to  stand  for  several 
hours  in  a  large  amount.  The  whole  sediment  is  then  taken  up 
with  a  pipette  and  is  centrifugalized.  It  will  show  almost 
always  an  excess  of  epithelial  cells,  squamous,  small  round  and 
medium  round,  sometimes  one  variety  alone,  and  sometimes 
all  together.  There  may  be  a  little  mucus.  There  may  be  a 
little  microscopic  blood  and  a  few  pus  corpuscles.  The  pus  may 
be  entirely  absent.  In  the  cloudy  specimens  we  get  more  mucus, 
more  cells,  and  more  pus.  The  absence  of  pus  is  w^hat  has  thrown 
so  many  physicians  off  the  track  in  the  diagnosis  of  this  disease. 
Failing  to  find  pus,  with  a  clear  urine,  they  conclude  that  there 
could  be  no  inflammation.  Hence,  the  diagnosis  of  a  neurosis. 
The  cystoscope  alone  can  diagnose  these  cases.  It  will  be  shown 
later  that  in  many  of  the  cases  the  epithelium  is  intact;  hence  the 
absence  of  pus.  The  bladder  is  not  the  only  part  of  the  urinary 
tract  that  may  be  inflamed  and  yet  pus  be  absent.  The  author 
has  shown  that  in  ureteritis  in  the  female  there  may  be  no  pus 
in  the  sediment  collected  with  an  oblique  Kelly  cystoscope  with 
the  patient  in  the  knee-chest  position.  The  author  believes  that 
the  presence  of  pus,  even  if  there  are  only  one  or  two  corpuscles 
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to  the  slide,  is  of  great  diagnostic  importance,  especially  if  there 
are  also  a  few  blood  corpuscles. 

Perhaps  the  most  serious  feature  of  the  disease  is  its  long 
duration  which  entails  a  severe  degree  of  neurasthenia  and 
reduces  the  patient  to  a  pitiable  state. 

In  the  cases  in  which  the  disease  is  submucous  in  character 
without  superficial  lesions,  local  treatment  is  not  only  of  no 
avail,  but  harmful.  A  vaginal  cystotomy  must  be  performed 
and  the  top  layer  of  the  trigone  dissected  or  cureted  off  through 
the  diseased  tissue,  in  the  manner  described.  The  after-treat- 
ment is  the  same  as  that  just  described. 

The  prognosis  of  this  disease  should  in  all  cases  be  guarded  if 
the  disease  has  been  of  long  duration.  Early  cases  do  well  for 
the  inflammation  has  probably  not  gone  deeply  into  the  tissues. 
In  the  late  cases  we  have  not  only  a  diseased  bladder  to  correct, 
but  a  disorganized  nervous  system.  The  well-to-do  who  can 
afford  the  time  and  expense  of  a  long  sojourn  in  the  hospital 
under  competent  care  will  stand  a  better  chance  of  recovery 
than  the  poor  woman. 

DISCUSSION. 

Dr.  Henry  T.  Byford,  Chicago,  stated  the  very  fact,  as  pointed 
out  by  the  essayist,  that  local  treatment  did  not  help  would  in- 
dicate it  was  medical  treatment  that  was  needed.  He  had  had 
cases  that  he  had  treated  medically  which  came  from  faulty 
conditions  of  the  urine,  but  he  was  not  able  to  help  them  mate- 
rially in  a  week  or  two  weeks,  but  by  keeping  track  of  them  for 
six  months  he  had  cured  them.  There  was  something  in  their 
habits  and  in  their  method  of  eating  which  occasionally  caused  a 
variauon  in  the  urine  which  the  practitioner  did  not  always 
correct.  There  might  be  hyperacidity  crystals  the  result  of 
faulty  metabolism.  Persistent  medical  treatment  was  some- 
times neglected  by  gynecologists  as  well  as  by  other  practitioners 
who  devoted  their  attention  to  surgical  diseases. 

Dr.  Howard  A.  Kelley,  Baltimore,  said  there  was  nothing 
so  close  to  him  as  the  subject  of  trigonitis.  Ten  or  twelve  years 
ago  a  German  confrere  objected  to  the  word,  but  the  trigone 
was  a  well-defined  anatomical  landmark,  and  it  might  become 
inflamed  in  some  cases,  but  not  in  all.  We  must  not  call  all 
of  these  cases  trigonitis.  Some  of  these  cases  had  been  the  dis- 
tress of  his  life,  so  far  as  treatment  was  concerned,  while  others 
were  gratifying  to  treat  for  the  reason  that  they  got  well  so 
promptly.  As  a  rule,  very  little  pus  was  found  in  the  urine  or 
none  at  all,  and  he  had  never  found  organisms.  If  he  found 
organisms  in  the  urine  he  examined  the  kidneys.  In  those  cases 
Dr.  Garceau  had  been  speaking  of,  the  irritation  might  start 
inside  and  leave  a  real  trigonitis  due  to  irritability  of  the  tri- 
gonum  or  a  hyperemia.  We  did  not  find  fissures  in  this  group 
of  cases.  He  had  seen  polypi  in  this  group.  Sometimes  the 
hyperemia  was  more  or  less  intense.      He  recalled  one  case  in 
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which  absolutely  nothing  could  be  seen.  He  had  relieved  the 
patient  some,  and  this  was  the  reason  she  came  back,  but  he  was 
not  able  to  cure  her.  He  found  in  a  number  of  cases  hyperacid- 
ity, and  when  this  was  corrected,  occasionally  the  patient  got 
marked  relief.  He  apprehended  this  condition  was  at  the  bottom 
of  a  great  deal  of  the  trouble  with  children.  He  found  the 
hyperemia  extending  down  into  the  urethra,  but  rarely  any 
inflammation  of  the  urethra.  When  he  found  an  inflamed 
urethra,  he  did  not  class  the  disease  as  belonging  to  the  group 
of  cases  under  discussion,  and  so  he  left  out  urethritis.  If  there 
was  any  pus  in  the  urine  or  organisms,  he  looked  into  the  ureteral 
tract  for  latent  tuberculosis. 

As  to  what  to  do,  he  agreed  with  the  essayist  that  hygienic 
measures  were  most  important,  and  it  was  a  matter  of  early 
treatment.  As  a  rule,  these  patients  were  neurotic  individuals. 
They  got  better  and  they  got  worse,  and  we  could  not  always  say 
why.  The  patient  he  spoke  of  as  having  been  under  his  care 
for  so  long  had  a  period  of  comfort  for  two  weeks,  when  she  felt 
secure,  even  expressing  herself  as  being  entirely  relieved.  He 
tried  curetage  in  the  old  days,  but  he  did  not  resort  to  it  any 
more.  He  had  tried  scrubbing.  He  had  also  tried  puncture, 
using  an  instrument  with  a  number  of  points,  but  that  did  not 
do  any  good.  Electricity  did  no  good.  Collargol  rarely  did  any 
good.  He  injected  novocain  through  a  syringe  into  the  septum 
between  the  bladder  and  urethra  and  there  was  a  marked  differ- 
ence in  the  urethra  by  the  speculum  in  the  bladder,  seeing  where 
the  injection  was  made.  He  injected  4  per  cent,  solution  of  novo- 
cain which  helped  for  a  time.  Then  he  tried  distention  of  the 
bladder.  Patients  who  had  been  passing  water  every  half  hour 
or  every  few  minutes  were  able  to  hold  several  hundred  cubic 
centimeters.  When  he  got  the  patients  so  that  they  could  hold 
a  good  deal,  they  were  always  relieved  of  their  symptoms. 

Operations  on  the  vagina  in  women  who  had  borne  children, 
who  had  more  or  less  cystocele,  were  sure  not  to  afford  much 
relief.  A  great  many  of  these  patients  came  to  him  who  had 
been  promised  that  they  would  be  well  if  the  cystocele  was 
operated  on,  but  he  did  not  promise  relief  from  any  operation  on 
the  vaginal  side. 

A  word  of  caution.  Some  of  the  worst  cases  of  cystitis  he  had 
had  to  deal  with  were  those  that  had  been  overtreated,  careless- 
ness having  been  shown  in  the  introduction  of  catheters,  which 
was  left  to  nurses  who  had  not  been  trained  to  do  this  work, 
thus  setting  up  a  real  cystitis. 

After  all,  the  sheet-anchor  was  nitrate  of  silver,  a  five  per  cent, 
solution  at  intervals  of  three  to  five  days  or  a  week. 

He  agreed  with  Dr.  Garceau  that  this  condition  was  one  of  the 
most  difficult  practitioners  had  to  handle,  and  yet  there  was 
hope  in  every  case.  We  did  not  know  what  cases  we  were  going 
to  relieve  quickly  and  what  cases  were  going  to  drag  on,  and 
one  should  be  careful  to  warn  the  patient  about  that  before 
beeinning  treatment. 
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Dr.  Garceau,  in  closing  the  discussion,  asked  Dr.  Kelly  if 
he  would  class  this  condition  as  an  inflammation  of  the  trigone, 
or  whether  he  would  class  it  as  hyperemia  and  not  part  of  a 
cystitis. 

Dr.  Kelly  said  he  would  leave  out  cystitis  and  call  them  normal 
trigones.  In  many  cases  there  was  a  hyperemia,  but  he  would 
not  call  them  inflammatory  except  from  the  leukocytes. 

Dr.  Garceau  stated  that  was  the  point  he  tried  to  bring  out 
in  his  paper,  that  we  could  not  distinguish  between  the  two 
conditions.  There  was  a  red  trigone,  and  one  did  not  know. 
The  only  way  to  make  a  diagnosis  was  to  cut  a  piece  out  and  put 
it  under  the  microscope  or  curet  the  bladder.  If  there  was  a 
hyperemic  bladder,  one  should  remove  all  sources  of  hyperemia, 
such  as  the  correction  of  a  misplaced  uterus,  ovaries  and  tubes. 
Hyperemias  of  the  bladder  in  the  early  stage  were  amenable  to 
treatment.  If  one  treated  them  and  removed  the  primary 
cause  they  got  well,  but  this  cystitis  did  not. 

A  SIMPLE  METHOD  OF  SHORTENING  THE  UTEROSACRAL  LIGAMENTS. 

Dr.  George  H.  Noble,  Atlanta,  Georgia,  said  that  a  study  of 
intraabdominal  pressure  and  its  effect  upon  the  pelvic  structures 
and  the  mechanism  of  resistance  afforded  by  the  latter  elucidated 
the  functions  of  the  uterosacral  ligaments  in  maintaining  the 
uterus  in  its  normal  position.  The  intraabdominal  pressure 
being  equal  in  all  directions  was  expended  in  front  and  behind 
the  uterus.  The  difference  in  the  force  between  these  two  points 
varied  with  the  extent  of  surface  to  which  it  was  applied.  Pres- 
sure anterior  to  the  uterus  had  a  tendency  to  drive  the  bladder 
downward  upon  the  vagina.  When  it  was  partially  filled  pres- 
sure was  transmitted  through  its  fluid  contents  in  the  direction 
of  the  vaginal  orifice,  anterior  surface  of  the  vagina  and  uterus, 
effecting  a  tendency  to  hold  the  cervix  and  lower  border  of  the 
broad  ligaments  upward  and  backward.  The  fully  distended 
bladder  forced  the  uterus  bodily  toward  the  sacrum.  When 
empty  it  collapsed  on  the  anterior  wall  of  the  vagina  and  uterus, 
responding  to  the  influence  of  superimposed  pressure,  turned 
forward  upon  it.  In  the  normal  subject  the  pressure  applied 
anterior  to  the  uterus  was  not  equal  to  that  posterior  on  account 
of  smaller  area,  but  served  to  retard  the  forward  slipping  of  the 
cervix.  This  was  effected  partly  by  the  ball  valve  action  of  the 
partially  filled  bladder  and  anteversion  of  the  uterus  above 
referred  to. 

Tendency  of  the  force  applied  in  the  posterior  uterine  culde- 
sac  was  to  dilate  Douglas'  pouch  and  put  the  uterosacral  ligament 
on  a  strain.  The  result  naturally  was  a  slipping  forward  of  the 
cervix  uteri  and  changes  in  the  axis  of  the  uterus  as  it  rotated 
around  the  pivotal  point  where  the  latter  advanced  to  a  position 
anterior  to  the  center  of  the  gravity  of  the  uterus. 

With  overstretching  of  the  uterosacral  ligaments  Douglas' 
pouch   became   distended,   resulting  in   an  increased   area   and 
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corresponding  increase  in  pressure  behind  and  reduction  in 
pressure  in  front  of  the  uterus.  The  balance  in  pressure  was 
destroyed.  In  addition  to  this  the  loss  of  the  ball- valve  action 
of  the  bladder  was  noticeable,  especially  when  the  retrodisplace- 
ment  had  reached  the  stage  of  prolapsus.  Then,  in  place  of  the 
partially  filled  bladder  acting  as  a  ball  valve  over  the  vaginal 
orifice  and  in  front  of  the  cervix,  it  lay  upon  the  anterior  surface 
of  the  retroverted  and  prolapsed  uterus.  The  resistance  in 
front  of  the  uterus  being  removed  and  the  pressure  behind  being 
increased,  the  tendency  to  further  stretching  of  the  uterosacral 
ligaments  was  greater.  The  enormous  burden  was  expended  on 
the  lower  border  of  the  broad  ligaments  and  the  rectovesical 
fascia.  When  the  latter  gave  way,  the  base  of  the  broad  liga- 
ments swung  forward  and  the  vagina  prolapsed  with  the  uterus. 
The  process  increased  step  by  step  until  extrusion  occurred. 

The  functions  of  the  uterosacral  ligaments,  therefore,  were  to 
preserve  the  balance  and  to  equalize  the  strain  in  front  and 
behind  the  uterus,  to  hold  the  cervix  and  vagina  upward  and 
backward,  maintaining  the  normal  size  of  Douglas'  pouch  and 
to  turn  the  body  and  fundus  of  the  uterus  forward  in  such  a  way 
that  intraabdominal  pressure  was  exerted  upon  its  posterior 
surface  with  a  tendency  to  antevert  the  organ.  The  mechanical 
principle  was  identical  wath  that  employed  in  the  use  of  the 
pessary.  No  one  now  maintained  the  idea  that  the  upper  arm  of 
the  pessary  held  the  uterus  in  place  by  making  pressure  upon 
the  posterior  wall  of  the  uterus,  but  all  agreed  that  its  mechanical 
function  was  the  one  above  mentioned,  that  is,  to  hold  the 
vagina  and  neck  of  the  uterus  upward  and  backward,  producing 
the  effect  above  described. 

The  mechanical  principles  in  surgical  repair  indicated  a  reversal 
of  this  process  in  addition  to  corrections  of  lesions  of  the  cervix, 
vagina  and  floor  of  the  pelvis.  That  is  to  say,  turn  the  fundus 
forward  and  move  the  pivotal  point  posterior  to  the  center  of 
gravity  of  the  uterus.  This  was  best  accomplished  by  shortening 
the  uterosacral  ligaments,  reducing  the  size  of  Douglas'  pouch 
and  ligament  suspension  of  the  uterus.  The  former  was  done 
with  continuous  catgut  sutures,  closing  the  side  and  anterior 
surface  of  Douglas'  pouch  by  infolding  peritoneum  upon  itself 
behind  the  uterus  until  the  pouch  was  reduced  to  normal.  The 
next  step,  or  shortening  of  the  uterosacral  ligaments  he  had 
simplified  by  putting  into  effect  the  single  suture  approximation 
of  three  points,  one  on  the  posterior  surface  of  the  cervix,  the 
other  two  on  either  side  of  Douglas'  pouch  at  the  junction  of  the 
posterior  and  middle  third  of  the  uterosacral  ligaments.  If  there 
was  much  elongation  of  ligaments,  division  of  them  into  thirds 
would  not  place  the  suture  at  the  proper  point.  In  such  instances 
it  might  be  introduced  above  the  middle  of  the  posterior  half  of 
the  ligament.  In  other  words,  a  point  should  be  selected  far 
enough  anterior  to  the  sacrum  to  bring  the  two  ligaments  together 
in  front  of  the  rectum  in  such  a  way  as  to  produce  a  normal-sized 
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retrouterine  pouch.  A  long  pair  of  forceps  picked  up  the  liga- 
ment at  the  point  indicated,  and  brought  it  up  as  near  the  abdom- 
inal incision  as  it  could  be  turned  to  facilitate  manipulation.  A 
hesixy  kangaroo  suture  in  a  stout  curved  needle  was  passed 
through  the  ligaments  embracing  quite  a  quantity  of  tissue.  The 
ligament  was  then  released,  and  the  needle  passed  through  the 
posterior  wall  of  the  cervix  a  little  below  the  internal  os.  The 
other  ligament  was  then  picked  up  and  the  needle  passed  behind 
it  as  above  described.  In  tying  the  suture,  the  three  points 
were  approximated  at  a  common  center.  The  effect  was  to 
reduce  the  size  of  Douglas'  pouch  and  to  pull  the  cervix  uteri 
backward  to  its  normal  position.  When  there  was  much  pro- 
lapsus of  the  uterus  or  excessive  elongation  of  the  uterosacral 
ligaments,  tying  the  suture  mentioned  would  cause  the  anterior 
part  of  these  ligaments  to  fall  into  folds  on  either  side  of  the  cervix 
at  the  base  of  the  broad  ligament,  and  if  the  openings  vrere  large 
enough  to  admit  the  finger  the  folds  should  be  gathered  up  and 
one  turned  over  the  other  (behind  the  uterus),  and  each  sutured 
to  the  opposite  uterosacral  ligament. 

To  prevent  retroversion  the  body  of  the  uterus  was  held  for- 
ward by  shortening  the  round  ligaments.  For  this  purpose  he 
preferred  an  extraperitoneal  operation,  embedding  the  ligaments 
between  the  layers  of  the  aponeurosis  anterior  to  the  recti 
muscles. 

THE  USE  OF  THE  CONTINUOUS,  FIXED  LAPAROTOMY  SPONGE. 

Dr.  W.  Francis  B.  Wakefield,  San  Francisco,  California, 
stated  that  as  the  matter  of  sponges  was  usually  handled  in  the 
average  operating  room,  it  was  quite  remarkable  that  loose 
sponges  were  not  closed  up  in  the  abdominal  cavity  oftener  than 
they  were. 

When  Dr.  Crossen,  of  St.  Louis,  wrote  an  article  which  ap- 
peared in  the  Amer.  Jour.  Obst.  for  January,  1909,  on  "Abdom- 
inal Surgery  without  Detached  Tags  or  Sponges,"  the  speaker 
was  deeply  impressed  with  the  practicability  of  his  suggestions 
and  immediately  began  to  apply  them.  Since  then — that  is,  for 
the  last  three  years —  he  had  entirely  discarded  the  use  of  loose 
sponges  from  his  abdominal  work.  He  now  used  long  folds  of 
gauze  of  desirable  size,  which,  for  convenience  and  safety,  were 
packed  in  bags.  One  end  was  stitched  to  the  bottom  of  the  bag, 
the  other  end  was  left  free  at  the  top.  He  had  thus  a  continuous 
sponge  which  was  pulled  out  little  by  little  as  required.  Two  sizes 
met  all  requirements. 

It  was  a  little  difficult,  at  first,  to  become  accustomed  to  the 
altered  technic  which  the  use  of  any  new  method  involved,  but 
one  soon  learned  to  use  the  continuous  sponge  rapidly  and  effi- 
ciently. He  used  a  laparotomy  sheet  containing  three  pockets,  one 
on  either  side,  and  one  at  the  upper  end  of  the  opening  in  the  sheet. 
In  the  upper  pocket  he  fastened  the  bag  containing  the  broader 
strip  of  gauze  which  was  used  for  packing  the  intestines  or  walling 
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off  local  infective  areas.  In  each  side  pocket  he  fastened  one  of 
the  narrower  strips  which  was  used  by  the  operator  and  his 
assistant  for  keeping  the  field  clear  of  blood  or  doing  any  w^ork  a 
sponge  might  be  called  upon  to  do.  The  pockets  in  the  lapar- 
otomy sheet  were  a  good  deal  wider  than  the  sponge  bag,  and  the 
used-up  part  of  the  sponge  was  tucked  away  in  the  pocket  of  the 
sheet,  leaving  a  clean  portion  of  the  strip  ahvays  under  the 
operator's  fingers  ready  for  use. 

It  was  very  important  to  keep  the  used-up  part  of  the  strip 
tucked  aw-ay  in  the  pocket,  otherwise  the  sponge  would  be  getting 
tangled  up  with  everything  around  the  field  of  operation.  After 
using  these  continuous  sponges  a  few  times,  this  part  of  the  tech- 
nic  became  almost  automatic.  He  rarely  found  it  necessary,  in 
an  ordinary  laparotomy,  to  use  more  than  the  three  sponges  w^th 
which  he  started.  Should  the  operation  be  an  unusually  long 
one,  however,  or  should  hemorrhage  be  unusually  troublesome, 
one  was  likely  to  require  two  additional  sponges  which  were 
always  in  readiness. 

Should  an  abscess  be  opened  or  any  infective  fluid  be  spilled 
in  the  abdomen  or  pelvis,  one  of  the  sponges  w^as  used  to  wipe  it 
clear  and  then  discarded,  another  pocket  which  contained 
sponges  being  pinned  or  clamped  to  the  sheet  over  the  original 
pocket,  thus  covering  up  the  whole  infected  area. 

When  troublesome  oozing  occurred,  which  demanded  the  use 
of  a  temporary  hot  sponge  pack,  a  sponge  bag  was  pinned  to  the 
laparotomy  sheet  below  the  incision,  and  as  much  as  was  required 
was  pulled  out,  wrung  out  of  hot  salt  solution,  and  packed  in  the 
pelvis. 

He  w^as  thoroughly  satisfied  with  the  use  of  these  sponges.  He 
found  them  easy  to  use,  safe  and  economical.  They  could  be  used 
over  and  over  again.  Some  of  them  they  were  using  now  were 
the  original  ones  that  were  made  three  years  ago.  They  were 
washed  out  after  each  operation,  bleached,  dried,  repacked  in 
their  respective  bags,  and  resterilized  for  use  again. 

A  sufficient  number  of  surgeons  throughout  the  country  had 
used  the  continuous  laparotomy  sponge  a  sufficient  length  of 
time  to  prove  conclusively  that  abdominal  operations  could  be 
efficiently  performed  without  the  use  of  the  dangerous  loose 
sponge.  This  being  so,  it  follows  logically  that  as  time  went  on 
and  the  knowledge  of  this  fact  became  more  widespread,  surgeons 
would  find  it  increasingly  difficult  to  obtain,  in  courts  of  law, 
extenuation  for  having  left  a  sponge  in  the  abdominal  cavity. 

Each  set  of  sponges  for  abdominal  section  consisted  of  four 
narrow  strips  and  one  wide  strip.  Each  narrow  strip  consisted 
of  a  piece  of  gauze  lo  yards  long  and  i  2  yard  \nde,  folded  length- 
wise so  as  to  make  six  thicknesses.  The  strip  when  finished  was 
3  inches  wide  and  10  yards  long  with  all  the  raw  edges  turned  in 
and  the  ends  stitched  to  keep  it  from  unfolding.  The  strip  was 
then  readv  for  the  bag  which  was  made  of  very  heavy  muslin 
sewed  with  French  seams  (to  prevent  raveling) ,  and  when  finished 
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was  5  inches  wide  and  lo  inches  deep.  The  bag  was  then  turned 
inside  out  and  one  end  of  the  strip  sewn  securely  to  the  seam  at 
the  bottom  of  the  bag.  It  was  then  turned  right  side  out  again 
and  the  strip  was  packed  back  and  forth  into  the  bag  a  Httle 
at  a  time,  so  that  it  would  pull  out  easily  when  used.  The  bag 
was  then  closed  with  one  strong  safety  pin,  which  was  used  later 
for  fastening  the  sponge  to  the  pocket  of  the  laparotomy  sheet. 

The  wide  strip  consisted  of  a  piece  of  gauze  i  yard  wide  and  5 
yards  long,  folded  lengthwise,  so  as  to  make  four  thicknesses. 
When  finished,  it  was  9  inches  wide  and  5  yards  long  with  ends 
stitched  the  same  as  the  narrow  strips.  The  bag  for  the  wide 
strip  was  10  inches  wide  and  6  inches  deep  sewn  with  French 
seams.  The  strip  was  then  fastened  to  the  bottom  of  the  bag 
and  tacked  into  it  and  closed  in  the  same  way  as  the  narrow  strips. 

Each  laparotomy  sheet  was  made  with  three  pockets,  one  at 
each  side  12  by  12  inches,  and  one  at  the  head  of  the  sheet  12 
by  8  inches.  At  the  beginning  of  an  operation,  one  narrow  strip 
was  placed  in  each  side  pocket  and  pinned  to  the  pocket  with  the 
safety  pin  which  closed  the  bag  containing  the  strip.  The  wide 
strip  was  placed  in  the  pocket  at  the  head  of  the  sheet  in  the 
same  way.  The  narrow  strips  were  used  dry,  but  the  wide  strip 
was  dampened  with  hot  salt  solution  before  it  was  placed  in  the 
pocket. 

Each  set  of  abdominal  section  sponges  had  a  separate  set  of 
pockets ;  and  when  fresh  sponges  were  necessary  the  soiled  sponges 
and  pockets  were  covered  with  a  fresh  pocket  containing  a  fresh 
sponge. 

DISCUSSION. 

Dr.  George  Gray  Ward,  Xew  York  City,  said  that  for  the 
past  five  years  he  had  abandoned  the  use  of  separate  sponges  and 
had  been  using  a  continuous  sponge  in  the  form  of  a  roller  ban- 
dage, about  3  yards  long  and  6  inches  wide,  folded  in  four  or  five 
thicknesses  of  gauze.  He  got  the  idea  from  Dr.  Polk,  who  had 
employed  it  for  a  number  of  years.  In  his  service  no  loose  sponges 
are  used  in  the  abdomen.  This  roller  bandage  is  unrolled  as  it  is 
required,  and  the  ends  of  it  are  tucked  underneath  the  flanks, 
held  back  by  the  intestines  and  clamped  to  the  laparotomy  sheet. 

Dr.  I.  S.  Stone,  Washington,  D,  C,  stated  there  were  quite  a 
number  of  cases  on  record  where  foreign  bodies  had  been  left  in 
the  abdominal  cavity  after  operation,  and  why  was  it  not  proper 
for  an  individual,  who  trusted  the  surgeon  to  operate  upon  him 
or  her,  to  grant  the  surgeon  a  carte  blanche  to  do  what  was  best 
and  the  patient  accept  the  responsibility.  It  was  about  time 
for  surgeons  to  take  a  stand  with  regard  to  operating  upon  free 
patients  and  doing  free  work  in  hospitals,  and  then  possibly  be 
sued  for  twenty  or  fifty  thousand  dollars,  if  they  were  worth  that 
much,  as  a  result.  The  profession  had  done  very  little  to  protect 
itself  against  suits  of  this  character.     It  would  seem  to  him  that 
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surgeons  were  at  the  mercy  of  the  pubHc,  and  especially  of  that 
class  anxious  to  make  the  surgeon  pay  who  had  a  good  income. 

Dr.  John  F.  Thompson,  Portland,  Maine,  said  the  essential 
thing,  it  seemed  to  him,  was  the  count  of  whatever  was  used  in  the 
form  of  sponges.  This  was  applied  at  the  private  hospital  in 
Portland  to  everything  practically  which  possibly  went  through 
the  abdominal  incision  in  the  operating  room,  being  counted  by 
two  nurses,  and  counted  before  and  after.  Sponges  might  by 
accident  be  left,  and  he  insisted  on  the  count  as  being  essential. 

Dr.  J.  Wesley  Bovee,  Washington,  D.  C,  said  that  this  count 
of  sponges  was  sometimes  a  miscount.  Many  a  time  he  had 
closed  the  abdomen  when  the  nurse  was  very  much  disturbed 
over  the  loss  of  a  sponge.  He  had  counted  the  sponges  as  he  put 
them  in,  and  he  knew  every  sponge  was  out  when  the  incision  was 
closed,  and  it  would  be  found  a  day  or  two  later  that  the  nurse 
had  miscounted  the  sponges.  This  was  not  a  reliable  way.  He 
had  not  tried  the  plan  of  the  essayist,  although  it  appealed  to 
him.  How^ever,  the  plan  he  did  follow  was  to  have  a  tape 
attached  to  each  sponge  that  went  into  the  abdominal  cavity. 
If  one  used  five  or  six  sponges  in  the  abdomen  with  a  tape  on 
each,  one  coming  out  of  the  wound,  the  little  strands  of  tape  were 
clamped  with  one  forceps,  and  he  knew  how  many  were  put  in 
and  he  knew  when  they  came  out.  He  would  rather  trust  his 
own  count  than  be  responsible  for  the  count  of  one  or  two  nurses. 

Dr.  Brooks  H.  Wells,  New  York  City,  stated  that  even  the 
tape  might  go  astray.  In  the  only  case  he  recalled  in  which  a 
sponge  was  left  inside  the  abdomen,  the  sponges  were  carefully 
counted  before  and  after  operation  by  a  nurse,  and  they  wer€ 
all  supposed  to  have  tapes  sewed  on  them  with  a  weight  on  the 
end  of  the  tape.  The  patient  after  a  supravaginal  hysterectomy, 
made  a  very  good  convalescence,  and  ten  days  thereafter  she 
was  brought  into  the  clinic  room,  and  shown  to  the  students. 
He  had  been  talking  on  this  subject  and  had  spoken  of  Dr. 
Crossen's  method  and  of  other  ways  of  avoiding  the  possibility  of 
having  a  sponge  sewed  up  inside  the  abdomen.  He  introduced 
his  finger  into  the  patient's  vagina  and  to  his  surprise  found 
there  a  bulging  culdesac  and  what  felt  like  a  mass  of  gauze.  He 
held  up  his  hand  for  silence,  asked  for  a  scissors,  made  a  slit  and 
removed  a  gauze  pad.  This  was  a  case  in  which  the  sponge  was 
left  in  spite  of  the  fact  that  the  sponges  were  supposed  to  have 
tapes  on  them,  and  were  counted,  and  had  weights  on  the  tapes. 
In  looking  over  a  bundle  of  pads  prepared  by  the  same  nurse,  he 
found  two  sponges  laid  together  and  counted  as  one,  one  not 
having  any  tape  attached  to  it. 

Dr.  George  H.  Noble,  of  Atlanta,  Georgia,  said  that  some- 
times in  appendicitis  cases  he  used  a  long  strip  of  gauze,  but  when 
it  came  to  the  sponges  he  used  one  at  a  time,  taking  it  out  as 
soon  as  he  put  it  in.  There  was  a  string  attached  to  the  sponge. 
This  was  the  safest  plan  to  follow  in  using  sponges  in  the  abdom- 
inal cavity. 
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Dr.  Benjamin  R.  Schenck,  Detroit,  Michigan,  stated  that  the 
method  they  had  followed  at  the  Harper  Hospital  was  to  use 
large  abdominal  towels,  using  no  sponges  at  all  in  abdominal 
operations.  Some  operators  used  gauze  strips  that  were  intro- 
duced into  the  abdomen,  and  these  were  numbered  from  one  to 
eight,  and  the  nurse  must  find  every  number.  This  was  open  to 
the  same  objection  that  Dr.  Wells  had  referred  to,  namely,  that 
two  sponges  might  be  put  together.  There  was  only  one  method, 
and  this  was  the  continuous  attachment  of  the  sponges  such  as 
Dr.  Wakefield  had  described. 

Dr.  Charles  E.  Thomson,  Scranton,  Pennsylvania,  by 
invitation,  mentioned  a  case  in  which,  according  to  the  records, 
no  sponge  had  been  used.  There  was  no  occasion  to  use  one  as 
it  w^as  simply  an  exploration,  and  yet  a  sponge  was  found  later 
in  the  abdomen.  It  was  a  case  wdth  very  large  fibroid  of  the 
uterus  complicated  vdth  pregnancy.  The  woman  was  pregnant 
four  months.  Ha\'ing  made  this  diagnosis  the  incision  was 
closed.  To-day  it  was  the  greatest  mystery  as  to  how^  that 
sponge  got  into  the  abdomen.  Later  he  performed  Cesarean 
section  in  this  case,  removed  the  uterus  and  tumor,  and  the 
patient  was  w^ell. 

Dr.  Frank  T.  Andrews,  Chicago,  said  he  used  small  sponges, 
which  were  carefully  counted  and  carefully  labeled  vnth  red 
marks.  Sometimes  he  used  a  six-foot  strip  u-ith  a  nickel  ring 
attached  to  the  end  of  a  two-foot  tape. 

Dr.  Brooke  M.  Anspach,  Philadelphia,  had  followed  Dr. 
Clark's  custom  in  the  University  Hospital,  that  is,  to  do  all 
isolating  by  means  of  gauze  taken  from  a  long  roll,  using  two  or 
three  thicknesses.  The  roll  was  probably  foiu"  or  five  feet  long, 
so  that  there  was  only  one  piece  used  to  pack  off  the  intestines 
and  isolate  the  operative  area.  Twelve  sponges  were  used  for 
exposed  bleeding  points,  and  these  w^ere  carefully  counted,  but 
as  soon  as  bleeding  ceased  they  were  removed. 

gymnastics  and  other  mechanical  means  IN  the  treatment 
OF  visceral  prolapse  and  its  complications. 

Dr.  Franklin  H.  Martin,  Chicago,  outlined  a  treatment  for 
ptoses  and  their  accompanying  complications,  by  the  employ- 
ment of  a  systematic  application  of  simple  and  well-known 
measures. 

A  comparison  of  the  normal  individual  with  the  defective  type, 
which  w^as  known  to  possess  multiple  visceral  ptoses,  markedly 
demonstrated  that  the  defectives  possessed  general  muscular 
inadequacy  which  (a)  affected  the  contour  of  the  abdominal 
cavity;  (b)  resulted  in  the  chest  becoming  contracted  by  descent 
of  the  ribs,  and  (c)  accounted  for  the  defects  of  attitude  in  the 
standing  indi\ndual;  and  finally  explained  many  of  the  skeleton 
defects  which  he  had  learned  to  observe.  An  individual  may 
have  acquired  weak  muscles  as  the  result  of  acute  or  chronic 
disease  affecting  every  group   of  muscles  mentioned  and   still 
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not  possess  ptosis.  Such  an  individual  would  have  to  be  con- 
stantly on  the  alert  to  avoid  unconsciously  adopting  gradually 
the  forward  bend  of  relaxation.  This,  if  not  corrected  by  prompt 
return  to  normal  nutrition,  accompanied  by  suitable  rest  and 
intelligent  endeavor  to  counteract  the  muscular  tendency, 
would  lead  to  an  acquired  ptosis.  Too  often  this  same  condition 
was  noticed  among  young  girls  and  women  even  where  there 
had  been  no  acute  or  chronic  crisis  to  account  for  the  onset.  It 
was  gradually  acquired  by  the  individual  indolently  assuming 
too  frequently  the  attitude  of  rest,  without  at  any  time  giving 
the  muscles  of  the  body  proper  exercise.  Fortunately  in  these 
days  of  wholesome  athletics,  we  did  not  see  so  much  of  this. 

These  individuals,  if  not  rescued  in  time,  acquired  a  weakening 
of  the  respiratory  muscles  which  inevitably  led  to  a  contracted 
chest,  an  inadequate  diaphragm  action,  a  contraction  of  the 
upper  abdomen,  a  gradual  descent  of  the  upper  abdominal  viscera, 
digestive  and  nutritional  disturbances,  attenuation  of  the  mesen- 
tery and  ligament  attachments  from  loss  of  fat,  expansion  of  the 
lower  abdomen  from  muscular  weakening  and  visceral  pressure, 
and  finally  to  neurasthenia.  This  was  practically  the  same 
picture  that  was  presented  in  the  definite  congenital  type  in  which 
was  found  the  unblended  mesenteries,  the  unfixed  ascending  and 
descending  colons,  the  loose  duodenum,  the  unascended  kidney 
and  undescended  testicles. 

Before  any  form  of  treatment  of  a  hygienic  character  was 
attempted  for  general  abdominal  ptoses,  careful  analysis  of  the 
cases  should  be  made  to  exclude  complicating  factors  of  the  ptoses 
which  would  require  preliminary  surgical  treatment,  or  if  pre- 
liminary surgical  treatment  was  necessary  means  should  be 
instituted  at  once  to  utilize  it.  These  complications  included 
partial  obstruction  due  to  bends  made  permanent  by  adhesions, 
adhesions  of  viscera  in  disadvantageous  positions  due  to  inter- 
current inflammation  of  some  part  of  the  abdomen  and  compli- 
cating tumors  and  permanent  changes  in  the  walls  of  the  trunks. 

The  author  divided  the  treatment  as  follows:  first,  posture; 
second,  temporary  supports;  third,  exercise  of  the  muscles  and 
correction  of  postural  habits;  fourth,  fresh  air  and  feeding. 

The  effect  of  posture  on  the  viscera  in  the  opened  abdomen  was 
demonstrated  every  time  a  patient  was  placed  in  the  Trendelen- 
burg position  and  the  abdomen  opened. 

The  most  effectual  and  satisfactory  preliminary  abdominal 
bandage  was  the  Achilles- Rose  adhesive  mole  skin  plaster  placed 
upon  the  abdomen  w^hile  the  patient  w'as  in  the  Trendelenburg 
position  after  the  viscera  had  been  restored.  If  this  was  found 
to  afford  relief  and  severe  symptoms  did  not  follow  its  applica- 
tion in  a  short  time  which  revealed  adhesions  of  prolapsed  viscera, 
a  well-fitting  canvas  abdominal  support  or  corset  could  be  sub- 
stituted for  wear  during  the  day.  The  essential  thing  in  any 
abdominal  support  for  the  treatment  of  these  cases  was  to  have 
it  uplift  rather  than  compress  the  contents  of  the  abdomen. 
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The  exercises  were  of  two  varieties,  those  which  were  practised 
in  connection  with  postural  treatment  in  the  Trendelenburg 
position,  and  those  practised  while  wearing  the  abdominal  sup- 
port in  the  upright  position. 

The  individual  with  the  marked  type  of  ptosis  was  required  to 
arise  from  his  bed  each  morning  and  assume  a  position  on  his 
back  upon  his  extemporized  Trendelenburg  table,  without  a 
bandage.  While  in  this  position  simple  active  muscular  exer- 
cises were  indulged  in. 

Frequently  it  was  desirable  to  employ  the  influence  of  posture 
more  particularly  in  prolapsed  or  retroverted  uteri,  where  these 
organs  were  not  permanently  fixed  by  adhesions. 

There  were  three  influential  factors  that  might  be  utilized  in 
these  cases  in  the  gymnastic  and  postural  treatment :  i .  -Replace- 
ment of  the  displaced  uterus  by  the  knee-chest  posture;  2.  bal- 
looning the  vagina  and  sometimes  the  rectum  by  distending  them 
with  air;  and  3,  aiding  these  two  resulting  by  contracting  and 
relaxing  the  abdominal  muscles  and  the  diaphragm. 

Surgeons  who  had  been  looking  for  the  complications  of  ptoses 
had  found  accompanying,  if  not  directly  depending  upon  general 
or  partial  ptoses,  kinks  or  bends  in  the  intestines  which  obviously 
had  produced  pathological  stasis.  These  occurred  particularly 
at  the  pylorus,  the  duodenojejunal  junction,  the  terminal  end 
of  the  ileum,  the  transverse  colon  and  the  sigmoid.  Frequently 
the  condition  was  made  permanent  by  adhesions  due  to  peritoneal 
inflammation  caused  by  infection  or  excessive  mechanical  irrita- 
tion of  misplaced  or  overriding  viscera. 

By  carefully  exercising  systematically  and  in  turn  the  defec- 
tive muscles  of  the  trunk,  and  especially  the  strong  muscles  of 
respiration,  the  body  form  would  gradually  assume  its  normal 
shape;  and  where  congenital  defects  of  a  serious  character  in  the 
attachments  of  the  viscera  themselves  were  not  present,  gradually 
the  individual  would  find  that  temporary  abdominal  supports 
might  be  eliminated  as  the  muscle  groups  developed  to  their  nor- 
mal condition. 

Too  much  importance  could  not  be  placed  upon  the  deep  expira- 
tion and  inspiration  action  in  developing  the  narrowed  upper 
abdomen  and  the  normal  lower  chest.  This  practice,  which  was 
reinforced  by  its  effects  in  expanding  the  narrowed  trunk  from 
gravitation  of  the  displaced  viscera  into  the  narrowed  portion, 
also,  he  believed,  was  of  marked  benefit  in  relieving  the  passively 
congested  viscera  by  gravity  and  the  forced  aspiration  of  their 
blood-vessels  by  the  powerful  action  of  the  respiratory  muscles. 

DISCUSSION. 

Dr.  W.  Francis  B.  W.\kefield,  San  Francisco,  said  he  had 
been  using  a  course  of  treatment  for  the  last  few  years  almost 
identical  with  that  described  by  Dr.  Martin,  and  the  results  had 
been  extremely  satisfactory.  Surgeons  were  short-sighted  if 
they  allowed   some  of  these  women,   who  advertised   physical 
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culture  treatment  in  the  popular  lay  journals,  to  treat  this  class  of 
cases.  One  could  take  an  intelligent  nurse  and  train  her  to 
understand  the  principles  of  the  application  of  such  treatment 
and  to  make  use  of  it  intelligently,  and  it  was  better  to  take  the 
necessary  pains  to  do  this  and  take  these  cases  out  of  the  hands 
of  those  outside  of  the  profession  and  resort  to  a  means  of  cure 
that  would  be  found  very  useful  in  the  profession. 

Dr.  Charles  P.  Noble,  Philadelphia,  said  that  in  these  enter- 
optotic  patients,  the  vitality  was  low.  The  treatment  recom- 
mended by  Dr.  Martin  gave  them  exercise,  and  enabled  them 
to  eat  more,  and  therefore  they  developed  more  energy  and 
were  better.  What  they  needed  was  rest.  They  should  be 
fed  abundant  and  wholesome  food. 

Dr.  CtEMEXT  Cleveland,  New  York  City,  said  the  posture 
the  essayist  spoke  about  was  not  the  Trendelenburg,  but  merely 
an  inclined  posture,  with  the  head  downward.  The  Trendelen- 
burg posture  required  relaxation  not  only  of  the  abdominal 
muscles  but  of  the  psoas  muscles.  In  order  to  get  this,  it  was 
necessary  to  flex  the  thighs  upon  the  pelvis  with  easy  lifting, 
and  the  only  table  which  did  this  was  named  after  the  speaker, 
and  it  had  been  in  existence  for  years. 

Dr.  Richard  R.  Smith,  Grand  Rapids,  Michigan,  said  that 
when  these  women  came  to  the  gynecologist  they  came  in  a  great 
majority  of  cases  in  a  state  of  fatigue.  A  woman  who  was  enter- 
optotic  and  in  a  state  of  equilibrium,  who  was  leading  a  life  within 
her  strength,  did  not  suffer  at  all,  but  went  about  and  did  her 
work,  and  took  her  part  in  society  with  other  women.  She  had 
a  certain  amount  of  vitality,  but  she  gave  out  more  easily.  Then 
she  consulted  a  gAmecologist.  The  keynote  of  the  situation  was 
that  she  needed  rest,  both  physical  and  mental.  She  needed  to 
improve  her  nutrition,  which  meant  better  food,  fresh  air,  or 
whatever  other  means  we  might  employ.  ^Mechanical  measvu'es 
would  help  incidentally,  and  if  one  could  employ  them  in  conjunc- 
tion with  the  other  things,  surprising  results  might  be  obtained. 
The  most  diflficult  thing  in  connection  A\ith  treatment  was  to  get 
these  women  to  follow  the  proper  course. 

He  called  attention  to  the  preventive  treatment  of  enteroptosis, 
and  said  if  we  followed  these  women  back  to  childhood  it  would 
be  found  they  were  essentially  of  the  same  build  when  children 
as  they  were  later  in  life;  that  the  fundamental  defects  were 
found  in  childhood  as  they  were  found  in  adult  life.  "  These  funda- 
mental defects  were  a  lack  of  nutrition,  laxity  of  tissue,  and  a  lack 
of  vigorous  development.  They  did  not  go  on  to  full  vigorous 
development  that  the  normal  individual  did.  If  we  were  to 
handle  this  problem  correctly  we  must  prevent  children  from 
growing  up  into  adult  life  in  this  imperfect  state  of  nutrition,  and 
this  may  be  done  if  these  children  were  taken  up  as  a  separate 
class  of  individuals  and  handled  accordingly. 

Dr.  William  S.  Stone,  New  York  City,  said  there  were  two 
specific  details  that  had  given  him  great  satisfaction  in  connection 
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with  the  treatment  of  these  cases.  He  found  walking  was  one  of 
the  best  forms  of  exercise.  If  the  principles  were  carried  out,  it 
meant  exercise  and  rest.  A  specific  way  of  doing  that  was  to 
tell  these  patients  to  take  a  walk  and  walk  a  little  farther  than 
they  wanted  to,  and  they  should  take  the  walk  at  such  times  so 
that  when  they  reach  home,  without  doing  any  work,  physical 
or  mental,  they  were  to  lie  do^\Ti  on  the  bed  or  sofa  for  the  same 
length  of  time  that  was  consumed  in  taking  the  walk.  They 
should  be  trained  to  carry  out  regular  exercises,  which  should 
be  immediately  followed,  after  they  get  home,  by  rest.  In  addi- 
tion to  that,  he  relied  in  helping  the  circulation  upon  a  good,  brisk, 
careful  rub. 

Dr.  Martin,  in  closing  the  discussion,  said  the  treatment  he  had 
outlined  was  developed  in  connection  with  the  treatment  of 
surgical  cases,  in  the  treatment  of  kinks  of  the  ileum,  in  the  trans- 
verse colon,  and  in  conditions  that  were  operated  for  by  Lane  and 
for  which  he  gained  a  considerable  reputation.  The  treatment 
would  relieve  the  Lane  kink  that  was  produced  by  ptosis.  There 
was  no  question  about  this.  Each  case  was  carefully  separated, 
and  the  patient  sent  home  convalescing  and  with  instructions  to 
go  about.  These  cases  he  operated  on  afterward  himself.  He 
separated  the  adhesions,  replaced  the  contents  of  the  abdomen, 
and  sent  the  patients  out.  Within  a  few  months  they  retiurned 
with  the  kink  still  existing.  In  other  words,  the  adhesions  began 
to  reform,  and  for  some  reason  with  relaxation  or  ptosis.  Thev 
w^ere    half-made    or    half-baked    individuals. 

In  regard  to  exercise,  these  individuals  would  not  walk  because 
they  could  not  walk  without  pain  and  distress.  The  only  time 
they  were  comfortable  was  when  they  were  lying  on  the  back  or 
when  in  a  reverse  position.  What  he  did  for  them,  after  operat- 
ing upon  them,  was  to  put  them  in  that  position,  after  replacing 
the  organs  that  were  kinked  and  adherent.  Instead  of  removing 
the  colon  or  transplanting  the  ileum  into  the  sigm^oid,  he  put 
them  in  the  Trendelenburg  position  and  replaced  the  organs  while 
they  were  in  that  position  by  filling  them  full  with  water,  as  was 
done  by  Clark,  replacing  the  organs  absolutely  and  he  did  not 
allow  them  to  get  out  of  that  position  for  seventy-two  hours. 

To  be  Concluded. 
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OBSTETRICS. 


Operative  Correction  of  Contracted  Pelves. — H.  Rotter  (Zent. 
fiir  Gyn.  March  30,  191 2)  proposes  to  achieve  a  permanent 
enlargement  of  the  anteroposterior  diameter  of  the  pelvis  by 
an  operative  reduction  of  the  sacral  promotory.  This  is  pro- 
posed as  a  substitute  for  pubiotomy,  which  fails  in  securing  such 
a  permanent  change  in  most  cases.  Rotter's  procedure  is  as 
follows.  With  the  patient  in  the  Trendelenburg  position,  the 
abdominal  cavity  is  opened  by  a  low  median  incision  and  the 
sacral  promontory  exposed.  The  parietal  peritoneum  is  incised 
longitudinally  and  the  median  sacral  artery  and  the  accompany- 
ing veins  are  tied  off.  The  course  of  these  vessels  is  readily 
exposed  over  the  bodies  of  the  last  lumbar  and  first  sacral  verte- 
brae. A  bone  chisel  about  3  cm.  wide  and  slightly  concave  is 
then  used  to  cut  off  a  section  of  bone  from  i  i  ,2  to  2  cm.  thick 
from  the  anterior  surface  of  the  last  lumbar  and  the  upper  portion 
of  the  first  sacral  vertebras,  including  the  portion  of  the  inter- 
vertebral ligament  between  them.  The  soft  parts  are  sutured 
over  this  wound  and  the  abdominal  cavity  is  closed.  Rotter 
claims  that  the  true  conjugate  may  be  increased  from  i  i  2  to 
2  cm.  by  this  operation  and  considers  that  it  is  applicable  in  all 
those  cases  in  which  the  contraction  involves  the  true  conjugate 
and  the  latter  is  not  less  than  7  cm.  The  operation  is  proposed 
as  a  prophylactic  measure  and  is  to  be  employed  in  only  those 
cases  in  which  the  pelvic  measurements  have  been  carefully 
made  and  the  patient  has  been  subjected  to  the  test  of  previous 
labors  under  careful  observation.  The  author  does  not  believe 
that  the  procedure  is  surrounded  with  any  technical  difficulties 
or  that  the  removal  of  the  sacral  promontory  interferes  with  the 
sustaining  powers  of  the  vertebral  column,  for  the  articular 
surface  of  the  first  sacral  vertebrae  has  a  diameter  of  at  least 
5.5  cm.  Rotter  considers  that  this  operation  will  avoid  the 
induction  of  premature  labor,  perforation,  pubiotomy  and  Cesa- 
rean section.  The  procedure,  however,  has  not  as  yet  been  tried 
on  the  living  human  subject,  the  author  having  carried  it  out 
merely  on  the  cadaver  and  in  animals. 

Biological  Relations  of  the  Fetal  Cells. — E.  Rosenthal  {Gyn. 
Riind.,  191 2,  No.  7)  presents  a  contribution  to  the  placental 
theory  of  eclampsia  based  on  his  personal  researches,  by  which 
he  endeavored  to  clear  up  the  question  of  the  behavior  of  fetal 
liver  and  placental  cells  in  the  presence  of  maternal  and  fetal 
blood  serum.  He  submitted  the  material  from  his  series  of  fetal 
livers  and  placentae  to  the  action  of  blood  serum  from  normal 
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women  at  various  months  of  pregnancy  and  also  the  serum  from 
the  cord,  all  of  these  being  controlled  by  tests  with  serum  taken 
from  nonpregnant  individuals.  In  addition  to  these  four 
cases  of  eclampsia  were  included.  The  results  of  these  experi- 
ments have  led  Rosenthal  to  formulate  the  following  conclusions. 
He  believes  that  the  serum  of  normal  pregnant,  as  well  as  non- 
pregnant individuals  contains  cytolytic  substances  which  have 
the  ability  to  dissolve  fetal  cells.  These  substances  are  absent 
in  the  fetal  serum  from  the  cord.  It  also  appears  that  in  cases 
of  eclampsia,  an  absence  of  this  physiological  solvent  is  observed 
after  the  attack.  The  cytolytic  activity  of  the  serum  returns 
during  convulsions  to  the  normal;  but  in  fatal  cases  continues  to 
diminish.  Rosenthal  considers  therefore  that  eclampsia  depends 
on  the  absence  of  cytolytic  substances  which  are  present  under 
normal  physiological  conditions.  This  insufRciencv  may  be 
relative  or  absolute,  or  a  combination  of  both. 

Tabes  and  the  Puerperium. — A.  Friihinsholz  and  Andr^  Remy 
{Ann.  d'obstet.  et  de  gyn.,  March,  191 2)  say  that  the  association 
of  tabes  and  pregnancy  is  rare  because  tabes  usually  occurs  after 
the  age  at  which  pregnancy  is  usual,  because  it  is  more  frequent 
in  men  than  in  woman,  and  because  sterility  is  generally  pre- 
sent in  the  female  victim  of  tabes.  The  percentage  of  sterility 
in  tabes  in  33  per  cent.,  and  this  is  explained  by  the  action  of  the 
disease  on  the  ovarian  function  and  sexual  instinct,  and  the  age 
at  which  tabes  occurs.  The  diagnosis  of  tabes  is  not  always 
made  in  its  early  stage  by  the  general  practitioner  who  is  gener- 
ally called  in  by  the  pregnant  woman,  and  some  of  the  early 
symptoms  of  tabes,  connected  with  the  gastrointestinal  system 
may  easily  be  mistaken  for  the  usual  accompaniments  of  early 
pregnancy.  While  pregnancy  has  little  effect  on  tabes,  in 
some  cases  tabes  causes  lack  of  sensation  of  pain,  and  an  easy 
labor  ensues,  the  symptoms  of  tabes  being  increased  after  deliv- 
ery. Tabes  does  not  cause  abortion,  except  as  the  syphilitic 
causation  of  tabes  enters  into  the  production  of  abortion.  The 
authors  have  observed  a  case  of  pregnancy  in  which  the  diagnosis 
of  tabes  had  not  been  made  before  the  occurrence  of  labor, 
although  the  patient  had  had  gastric  crises,  which  had  been 
considered  due  to  pregnancy.  She  had  no  eye  symptoms  and 
no  symptoms  that  could  have  been  noted  except  by  a  careful 
neurological  examination.  When  labor  occurred  she  did  not 
have  any  pain  with  the  contractions,  and  when  examined  it  was 
found  that  dilatation  was  already  complete.  Bearing  down 
efforts  could  be  excited  only  by  the  voluntary  effort  of  the 
patient  at  the  request  of  the  physician.  Delivery  was  normal 
and  entirely  painless,  while  her  previous  labors  had  been  accom- 
panied by  much  pain.  These  facts  caused  a  neurological 
examination  to  be  made,  which  showed  the  following  facts: 
the  Achilles  and  knee  reflexes  were  abolished;  walking  in  the 
dark  was  difBcult;  the  patient  feared  to  descend  stairs  and  had 
fallen   several   times;    Romberg's   symptom   was   present.     The 
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deep  sensibility  in  the  legs  was  lost,  while  the  superficial  was 
present.  Sight  was  lessened,  and  there  were  mydriasis  and 
inequality  of  the  pupils,  which  did  not  react  to  light  or  accom- 
modation. The  lessened  pain  of  labor  contrasts  with  the 
presence  of  strong  contractions,  dependent  on  the  fact  that  the 
motor  power  of  the  uterus  is  presided  over  by  the  sympathetic 
nerves  of  the  lower  spinal  ganglia.  The  reflex  arc  is  interrupted. 
At  the  same  time  painless  labor  is  an  exception  in  tabes.  Heintz 
has  shown  that  the  uterovaginal  anesthesia  is  correlative  with 
that  of  the  skin  of  the  perineum  and  anterior  surface  of  the 
thighs,  due  to  lesions  of  the  posterior  roots  of  the  third  and 
fourth  sacral  nerves.  The  authors  note  that  cases  have  been 
observed  of  false  labor  in  tabetics,  in  which  there  were  crises 
similar  to  gastric  crises,  which  affected  the  uterus,  causing  the 
patient  to  believe  that  she  was  about  to  undergo  labor. 

Thrombosis  and  Embolism  in  the  Puerperium. — Junge  of 
Fehling's  Clinic  in  Strassburg  {Arch.  f.  Gyn.,  Bd.  xcvi,  H.  2) 
has  made  a  series  of  careful  examinations  in  eighty-one  cases  out  of 
10,056  labors,  in  which  thrombosis  occurred  and  believes  that 
the  deciding  factor  in  the  production  of  puerperal  thrombi  resides 
in  some  damage  to  the  endothelial  lining  of  the  vessel,  in 
addition  to  the  circulatory  disturbance.  These  injuries  to  the 
endothelium  were  found  in  the  varicosities  in  about  71  per  cent, 
of  multiparas  during  middle  life  and  were  evident  externally  in 
26  per  cent,  of  all  labors.  This  corresponds  to  the  usual  occur- 
rence of  puerperal  thrombosis,  which  has  been  noted  in  about 
74  per  cent,  of  all  multiparae  among  which  varices  were  plainly 
evident  in  72  per  cent.  Involvement  of  the  saphenous  vein 
occurs  most  often  in  the  first  portion  of  the  puerperium,  that 
of  the  femoral  vein  in  the  later  periods  of  the  same  and  that  of 
the  pelvic  veins  in  the  intermediate  period.  Although  both  sites 
are  equally  involved,  as  a  general  thing,  it  seems  as  if  thrombosis 
of  the  saphenous  vein  occurred  more  frequently  on  the  light 
side  and  that  of  the  crural  veins  on  the  left.  Operative  deliveries, 
hemorrhages,  infections,  severe  constitutional  diseases  or  prolonga- 
tion of  the  second  stage,  predispose  to  thrombus  formation, 
especially  in  multiparas  with  varicose  veins.  Although  such 
thrombosis  may  be  preceded  by  slight  elevation  in  temperature, 
there  are  no  characteristic  premonitory  symptoms.  Thromboses 
of  the  saphenous  vein  usually  present  a  favorable  prognosis, 
whereas  if  the  deeply  situated  veins  are  involved,  the  condition 
is  more  doubtful,  because  of  the  danger  though  rare,  of  pulmo- 
nary embolism. 

X-ray  Findings  in  the  Differential  Diagnosis  of  Early  and  Late 
Pfegnancies. — P.  S.  O'Donnell  {Jour.  A.  M.  A.,  1912,  Iviii,  748) 
savs  that  by  radiography  the  position  of  the  fetus  can  be  clearly 
determined  from  the  fourth  month,  and  this  without  danger  to 
the  fetus.  He  presents  radiographs  of  a  case  reported  by  J.  B. 
Murphy  {loc.  cit.)  in  which  arrest  of  development  of  the  upper 
extremities  had  occurred,  with  partial  fibrous  ankylosis  ot  the 
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elbows.  The  radiograph  was  taken  to  account  for  the  distance 
of  the  hands  and  feet  from  the  head  in  utero  and  the  inabihty 
to  approximate  them.  The  dehvery  was  by  the  breech  and  the 
arms  were  deUvered  extended  alongside  of  the  head.  J.  B.  De 
Lee  Hoc.  cit.)  says  that  in  the  diagnosis  of  pregnancy  the  x-ray 
will  have  a  very  limited  field,  because  the  cases  are  rare  in  which 
piegnancy  could  not  be  determined  with  the  usual  methods,  by 
the  time  the  x-ray  is  able  to  discovei  it.  In  fat  women,  or  in  cases 
in  which  the  differential  lies  between  pregnancy  and  large  fibroid 
tumor  of  the  uterus,  the  x-ray  will  be  helpful.  In  cases  of  ille- 
gitimate pregnancy,  where  an  abdominal  examination  is  not  per- 
mitted, or  could  not  be  suggested,  the  x-ray  might  discover  the 
fetus.  Extrauterine  pregnancy  could  not  be  diagnosed  as  such,  but 
a  lithopedion  could  be  discovered,  although  it  might  be  impossible 
to  say  that  it  was  not  a  calcified  fibroid.  The  differential  diag- 
nosis between  a  normal  pregnancy  and  hydatid  mole,  after  the 
fifth  month,  could  possibly  be  made  by  the  x-ray.  Twins  should 
be  easily  discoverable  after  the  sixth  month.  It  might  also  be 
possible  to  diagnose  gross  fetal  deformities,  such  as  hydroceph- 
alus and  anencephalus,  double  monsters;  and  it  is  barely 
possible  that  an  x-ray  picture  will  become  a  necessity  before 
every  Cesarean  section,  the  object  being  to  certify  that  the  child 
is  well  formed 

Abdominal  Pregnancy. — A  case  of  extreme  interest  is  recorded 
by  J.  M.  Calloway  {New  Orleans  Med.  and  Surg.  Jour.,  191 2, 
Ixiv,  64I),  an  abdominal  pregnancy  with  no  sign  of  tubal  rupture 
and  terminated  by  operative  delivery  of  a  fully  developed  and 
living  child.  The  patient,  twenty-six  years  of  age,  had  had  two 
normal  labors.  She  gave  a  history  of  hemorrhage  from  the 
uterus  lasting  about  six  wrecks,  seven  and  a  half  months  before 
she  was  seen  by  the  \vriter,  and  a  whitish  membranous  discharge 
at  intervals  subsequently.  Admitted  as  a  case  of  ordinary 
pregnancy,  she  had  nausea  and  abdominal  pains  a  week  or  two 
later.  The  fetal  head  was  palpated  in  the  left  hypochondriac 
region  and  a  mass  which  proved  to  be  the  placenta  in  the  right 
iliac.  By  vagina,  the  cervix  was  felt  to  the  right  and  hands  and 
feet  to  the  left.  As  fetal  movements  and  heart  sounds  were 
detected,  operation  was  delayed  for  one  month  after  admission. 
Incision  of  the  abdominal  wall  revealed  a  fully  developed  child 
in  a  thin  sac  which  ruptured  when  handled  and  contained  little 
amniotic  fluid  and  considerable  meconium.  The  placenta  was 
attached  to  the  back  of  both  broad  ligaments  and  posterior 
surface  of  the  uterus  but  not  to  other  viscera.  The  uterus, 
tubes  and  ovaries,  with  adherent  placenta  were  removed  en  masse. 
Tubes  and  ovaries  showed  no  evidence  of  rupture.  The  child 
was  saved  and  the  mother's  recovery  was  uneventful.  The  case 
is  presented  as  one  of  primary  abdominal  pregnancy  rather  than 
of  tubal  abortion. 

Effect  of  Vaginal  Douches  in  Pregnant  Women. — Esch  and 
Schroeder  of   Zangemeister's   Clinic    {Zeit.  f.   Geh.  w.  Gyn.,   Bd. 
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Ixx,  H.  i)  have  conducted  an  investigation  for  the  purpose  of 
determining  whether  the  endogenous  vaginal  bacteria  are  influ- 
enced in  a  quantitative  sense  by  vaginal  douches  during  preg- 
nancy and  contrary  to  the  generally  accepted  opinion  as  to  the 
advisability  of  giving  douches  before  labor,  the  authors  believe 
as  the  result  of  careful  bacteriological  examinations  that  the 
subject  demands  fresh  consideration.  They  bring  forward  the 
suggestion,  therefore,  that  a  douche  be  given  at  the  beginning  of 
labor  especially  before  and  not  after  a  vaginal  examination  or 
operative  procedures.  They  acknowledge,  however,  that  if  an 
inoculation  has  already  taken  place,  the  bacteria  cannot  be 
eliminated  by  douching  and  therefore  this  is  of  no  use  after  such 
examinations.  Repeated  douches  at  intervals  of  about  ten  hours 
are  also  to  be  considered  in  cases  of  protracted  labor.  Care  must 
always  be  taken  in  using  this  procedure  and  only  a  very  slight 
degree  of  pressure  employed  so  that  none  of  the  infectious  material 
is  transferred  to  the  lower  segment  of  the  uterus.  The  authors 
have  had  the  best  results  with  sterile  physiological  salt  solution 
as  an  irrigating  fluid  and  a  very  dilute  cresol  solution  has  also 
been  used  in  some  of  the  cases. 

Pubiotomy  in  Face  Presentation. — A.  H.  Morse  (Surg.,  Gyn., 
Obst.,  191 2,  xiv,  165)  reports  in  detail  a  pubiotomy  for  delivery 
of  a  woman  with  generally  contracted  rachitic  pelvis,  the  child 
lying  in  the  right  mento-posterior  position.  A  small  vesico- 
vaginal fistiila  was  the  only  unfavorable  sequela  and  this  closed 
spontaneously.  Mother  and  child  left  the  hospital  in  good 
condition.  On  discharge  there  was  neither  pain  nor  difficulty 
on  locomotion.  The  pubiotomy  wound  was  well  healed.  There 
was  a  definite  depression  over  the  anterior  surface  of  the  bone  at 
the  site  of  incision,  and  mobility  of  the  severed  bone  ends  could 
be  made  out  on  passive  movements  of  the  thigh.  The  writer 
has  found  records  of  only  four  other  pubiotomies  for  face  pres- 
entation, which  he  reviews.  He  concludes  that  in  cases  of  face 
presentation,  where  the  chin  is  directed  anteriorly  and  the 
pelvis  is  normal,  spontaneous  delivery  may  be  expected.  Con- 
version is  not  indicated,  since  it  means  the  substitution  of  an 
occiput  posterior  for  the  anterior  chin,  the  former  being  hardly 
more  favorable  than  the  latter.  On  the  other  hand,  if  the 
pelvis  be  contracted  and  spontaneous  delivery  does  not  occur, 
while  indications  for  terminating  labor  present  themselves,  the 
saw  should  be  laid  as  for  a  pubiotomy,  forceps  applied  and 
extraction  attempted.  If  this  is  not  possible,  and  the  heart  of 
the  child  is  still  in  good  condition,  the  bone  should  be  sawed 
through  and  the  child  delivered.  Where  the  chin  is  directed 
obliquely  posterior,  conversion  should  be  attempted  as  soon  as 
the  condition  of  the  cervix  permits,  thus  substituting  for  the 
imfavorable  mento-posterior  a  favorable  occiput  anterioi  position. 
If  attempts  at  conversion  prove  futile,  podalic  version  and 
extraction  should  be  done  as  soon  as  the  cervix  becomes  fully 
dilated;   provided   no   contraindications    are    present.     On    the 
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Other  hand,  if  the  head  be  so  deeply  wedged  in  the  pelvis  that 
conversion  cannot  be  effected,  while podalic  version  and  extraction 
are  ruled  out,  the  head  should  be  allowed  to  advance,  with  the 
hope  that  on  reaching  the  pelvic  floor  anterior  rotation  may 
occur.  If  this  fails  and  delivery  is  indicated,  the  saw  should 
be  placed  as  for  a  pubiotomy,  forceps  applied  to  the  sides  of 
the  head,  according  to  Scanzoni,  and  anterior  rotation  attempted. 
If  it  be  impossible  to  turn  the  head  or  to  cause  descent,  the  bone 
should  be  cut  through,  when  anterior  rotation  may  be  effected 
and  the  child  extracted  in  a  mento-anterior  position.  If  the 
chin  be  directly  in  the  hollow  of  the  sacrum,  attempts  at  con- 
version are  urgently  indicated ;  and  if  these  fail,  podalic  version 
with  extraction  as  soon  as  the  condition  of  the  cervix  permits. 
But  if  the  face  be  so  firmly  fixed  that  conversion  and  podalic  ver- 
sion are  ruled  out,  primary  pubiotomy  should  be  done,  the  head 
converted  into  an  occiput  anterior  or  not,  as  the  case  may  indicate, 
and  the  child  extracted  with  forceps.  Pubiotomy  should  replace 
craniotomy  in  all  face  presentations,  except  where  the  child  is 
already  dead,  or  in  so  precarious  a  condition  as  to  preclude  a 
radical  operation.  The  rate  and  regularity  of  the  fetal  heart 
should  be  carefully  noted  just  before  operation  is  begun,  and 
should  be  sufficiently  satisfactory  to  ensure  a  living  child  as  the 
result  of  the  operation.  The  operation  is  contraindicated  in  face 
presentations  where  the  conjugata  vera  measures  7.5  cm.  or  less,  or 
when  the  woman  presents  signs  of  infection  or  previous  attempts 
at  delivery  have  been  made  by  those  whose  aseptic  technic  is 
open  to  question.  Pubiotomy  should  be  regarded  as  an  opera- 
tion to  be  undertaken  solely  for  the  benefit  of  the  child.  Ac- 
cordingly, it  should  be  limited  to  cases  in  which  there  is  a  reason- 
able expectation  of  obtaining  living  offspring. 

Ammonia  Coefficient  in  Severe  Vomiting  of  Pregnancy. — It  was 
contended  by  Williams  iii-*^©6  on  the  strength  of  four  cases  of 
severe  vomiting  in  pregnancy,  that,  whenever  the  amount  of 
ammonia  in  the  urine  of  such  cases  amounts  to  more  than  10 
per  cent,  of  the  whole  nitrogen  excreted,  the  pregnancy  should 
be  artificially  terminated.  A.  \V.  M.  Ellis  {Can.  Med.  Assoc. 
Jour.,  191 2,  ii,  108)  holds  that  this  doctrine  should  be  abandoned, 
basing  his  opinion  upon  his  findings  in  a  case  in  which  the  coeffi- 
cient varied  between  20.5  and  37.5  for  several  days,  with  subse- 
quent complete  recovery  and  labor  at  term.  At  a  time  when 
the  coefficient  was  still  36.3,  the  patient  was  obviously  very 
much  better  and  was  able  to  retain  increasing  quantities  of  food. 
Even  so,  she  was  of  course  receiving  far  short  of  the  physiological 
amount  of  energ\^  in  her  food,  and  therefore  the  high  ammonia 
coefficients  would  appear  to  have  been  determined  rather  by  this 
fact  than  by  any  such  toxernia  as  that  inferred  by  Williams  to 
exist  in  all  such  cases^ 

Treatment  of  Puerperal  Septicemia  by  Bacterial  Vaccines. — A 
preliminary  report  by  G.  T.  Western  (Procr  Ro^)'.  Soc:''Mx&., 
i-9i^7-v7"Obst.  and  Gyn.  SectnTT.  214)  on  the  vaccine  treatment 


112  BRIEF    OF   CURRENT   LITERATURE. 

/  of  puerperal  septicemia  has  been  supplemented  by  a  study  of 

lOO  cases,  fifty-six  of  which  were  treated  in  this  way.  The 
writer's  analysis  of  these  cases  shows  that  the  mortality  among 
those  cases  of  puerperal  septicemia  in  which  there  is  definite 
bacteriological  evidence  of  bacteria  in  the  blood-stream  is  from 
85  to  95  per  cent.  This  mortality  may  by  inoculation  with 
autogenous  vaccines  be  reduced  to  about  55  per  cent.  The 
mortality  among  notified  cases  of  puerperal  fever  is  about 
60  per  cent.  This  mortality  may  by  inoculation  with  appro- 
priate vaccines  be  reduced  to  about  33  per  cent.  In  cases  of 
puerperal  sepsis,  if  it  is  decided  to  explore  the  uterine  cavity 
the  opportunity  of  obtaining  a  culture  at  the  same  time  should 
not  be  lost.  In  the  treatment  of  puerperal  sepsis  "stock"  vac- 
cines give  inferior  results,  and  should  only  be  used  when  an 
autogenous  vaccine  cannot  be  obtained. 

Cultures  of  Lactic  Acid  Bacilli  in  Puerperal  Infection. — A. 
Brindeau  {Arch.  mens,  d'obst.  et  de  gyn.,  March,  1912)  has  found 
the  use  of  cultures  of  the  lactic  acid  bacillus  of  great  use  in  various 
gynecological  complaints  involving  disagreeable  discharges  and 
inflammatory  conditions.  He  has  treated  by  this  method 
ninety-two  cases  in  all,  of  which  fourteen  were  endometritis, 
forty-eight  septic  vulvovaginal  wounds,  thirteen  abscess  of  the 
breast,  six  various  forms  of  postoperative  conditions,  two 
puerperal  peritonitis,  and  the  others  various  septic  conditions. 
In  endometritis  it  simply  lessened  fetidity  of  the  lochia.  In 
diphtheritic  wounds  it  acted  marvellously  well,  causing  the  mem- 
branes to  disappear,  and  the  wound  to  clean  and  heal  rapidly. 
In  abscess  of  the  breast  which  had  been  incised,  but  did  not 
drain  or  heal  well,  it  acted  excellently,  and  healing  progressed 
rapidly.  Ununited  wounds  healed  well  under  the  cultures.  In 
puerperal  peritonitis,  one  case  was  cured  while  it  failed  in  the 
other.  The  action  of  these  cultures  is  to  deodorize  and  to 
destroy  other  bacteria.  This  it  does  both  by  the  acidity  pro- 
duced and  by  the  leucocytosis  which  it  causes.  It  is  in  no  way 
dangerous  or  harmful  in  obstetrics.  The  author  concludes  that 
the  cultures  of  lactic  acid  bacilli  act  as  an  efficient,  nontoxic 
antiseptic.  They  prevent  some  pathogenic  species  of  germs 
from  growing  and  cause  increased  leucocytosis.  They  may  be 
employed  in  all  septic  and  putrid  wounds,  but  especially  in 
infected  vulvovaginal  wounds  secondary  to  labor.  Such  wounds 
lose  their  inflammation  rapidly,  and  the  use  of  such  cultures  is  an 
excellent  preparation  for  restoration  of  the  perineum. 

Septic  Thrombi. — Duffek  {Arch.  j.  Gyn.,  Bd.  xcvi,  H.  2)  has 
examined  thrombotic  femoral  veins  from  cases  of  erysipelas, 
prolonged  postpartum  parametritis,  pyemia  following  a  strepto- 
coccic infection  oi  the  skin  and  four  cases  of  septic  metritis  after 
labor.  A  considerable  number  of  animal  experiments  were  also 
made  for  the  purpose  of  determining  in  what  manner  infection  of 
thrombi  results.  The  septic  thrombi  from  the  human  subjects 
which  were  examined  showed  a  well  marked  coral-like  structure 
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made  up  of  blood  platelets,  and  the  nucleus  of  this  was  covered 
with  leucocytes  and  layers  of  fibrin.  Bacteria  were  only  found  in 
the  thrombi  of  this  type.  The  structure  of  these  thrombi  and  the 
localization  of  the  microorganisms  seemed  to  show  that  the  latter 
only  became  involved  during  the  formation  of  this  structure. 
Under  normal  conditions,  the  veins  of  the  placental  site  became 
closed  with  coagulation  thrombi  and  rarely  with  the  other  type. 
In  the  absence  of  puerperal  infection,  the  thrombi  already  formed 
became  infected  secondarily.  It  was  not  possible  in  the  animal 
experiments  to  produce  septic  thrombi  by  experimental  infection 
of  the  nonpregnant,  pregnant  or  puerperal  uterus. 

Treatment  of  Infected  Abortions. — Habeile  (Miinch.  vied. 
]\'ochcnschr.,  April  2,  1912J  presents  the  results  of  his  observa- 
tions in  a  series  of  ninety-eight  cases  from  Hofmeier's  Clinic  in 
Wiirzburg.  This  series  includes  all  cases  in  which  fever  was 
present  before  treatment  was  begun  or  in  which  decomposition  of 
the  secundines  resulted.  All  the  infected  cases  were  included  in 
the  first  half  of  pregnancy.  Among  the  nirety-eight  cases  treated 
by  radical  means  there  were  five  deaths  (5  per  cent.),  and  in  the 
remaining  ninety-three  cases,  postoperative  complications  de- 
veloped in  three,  including  a  pyosalpinx,  a  slight  perimetritic 
exudate  and  a  slight  thrombophlebitis.  In  one-half  of  the  total 
number  of  cases  the  temperature  came  down  after  the  uterus  was 
emptied  and  remained  so.  In  thirty-one  cases,  the  temperature 
dropped  to  the  normal  from  one  to  three  days.  In  eleven  cases, 
a  slight  fever  lasted  from  four  to  eight  days  and  in  three  it  per- 
sisted longer,  although  without  an}^  severe  general  symptoms. 
The  clinical  results  in  this  series  of  cases  seem  to  support  the 
principle  of  active  therapeutic  interference  in  this  condition. 
In  one  of  the  fatal  cases,  the  curetage  was  preceded  by  numer- 
ous examinations  before  admission  to  the  hospital,  in  the  second, 
attempts  had  been  made  at  cleaning  out  the  uterus  by  a  midwife, 
in  the  thiid,  a  protracted  placenta  previa  abortion  with  severe 
anemia  Avas  present,  in  a  fourth,  there  were  evidences  of  a 
criminal  abortion  and  in  the  fifth,  cardiac  weakness  developed 
soon  after  the  operation.  The  author  used  a  forceps  or  a  dull 
curet  in  all  the  cases  followed  by  irrigation  with  lysol  solution 
and  the  application  of  a  20  per  cent,  carbolic  solution  in  alcohol . 

Dystocia  Due  to  a  Vaginal  Cyst. — F.  Fischer  {Monatsschr.  f. 
Geh.  u.  Gyn.,  April,  191 2j  reports  a  case  in  a  iii-para  with  previous 
normal  labors,  in  which  a  large  cyst  on  the  posterior  vaginal  wall 
constituted  an  actual  obstruction  to  delivery.  It  was  impossiljle 
to  bring  the  head  past  the  tumor,  even  with  the  aid  of  forceps 
and  during  the  traction  efi'orts  the  growth  was  spontaneously 
extruded  in  front  of  the  head.  The  tumor  measured  39  cm.  in 
circumference  and  weighed  382  grams.  It  was  tense  and  filled 
with  a  thick,  viscid  fluid  and  the  walls  were  considerably  thick- 
ened.    The  patient  made  a  good  recover}^  in  other  respects. 

Treatment  of  Ovarian  Cysts  Which  Present  in  Front  of  a 
Pregnant  Uterus.— M.  Lepage  {Bull,  dc  la  Son.  d'obst.  ei  de  gyn., 
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de  Paris,  March,  191 2)  cites  a  case  in  which  a  small  ovarian  cyst 
was  so  placed  below  the  pregnant  cervix  that,  labor  coming  on 
it  was  found  impossible  to  deliver  without  lessening  the  size  ol 
the  cyst.  The  author  removed  the  fluid  from  the  cyst  with  a 
fine  aspirating  needle,  and  delivery  was  effected  naturally. 
When  the  patient  recovered  from  her  confinement  no  trace 
of  the  cyst  was  to  be  found.  In  general,  obstetricians  state  that 
an  ovarian  cyst  when  obstructing  labor  should  be  removed  by 
laparotomv;  but  Lepage  has  shown  that  the  condition  may''  be 
successfully  relieved  by  simple  puncture,  and  thinks  that  there 
are  indications  for  such  a  procedure. 

Action  of  Hypophyseal  Extract  in  Labor.— W.  Benthm  {Zeitschr. 
f    Geb   u.  Gyn.,  Bd.  Ixx,  H.  i)  presents  the  results  of  an  mvesti- 
cration  in  forty  cases,  wdth  a  view  to  the  making  of  a  differential 
diagnosis  between  the  false  and  true  pains  of  labor.     The  writer 
found  that  if  given  during  labor  a  prompt  oxytoxic  action  results, 
but  aside  from  this  the  substance  is  also  of  value  in  making  a 
differential  diagnosis  between  the  ordinary  labor  pams  m  the 
later  months  of   pregnane v  and   those  of  labor  itself.     Where 
the  pains  are  induced  after  the  administration,  they  gradually 
diminish,  even  when  the  pituitrin  has  been  continued.     Finally, 
it  is  not  possible  to  stimulate  the  uterus  to  further  contractions 
with  renewed  doses  and  this  organ  remains  refractory.     In  the 
presence  of  weak  or  diminished  true  labor  pains,  however,  even 
small  doses  are  sufficient  to  stimulate  continuous  contractions 
The  reflex  abdominal  contractions  during  the  expulsive  stage  of 
labor,  are  also  favorablv  influenced  by  the  drug.     On  the  other 
hand,  the  author  is  firmly  convinced  that  the  induction  of  labor 
is  successful  onlv  in  exceptional  cases. 

Extract  of  the  Hypophysis  in  Obstetrics.— A.  Spire  and  J. 
Parisot  (Jour,  de  mod.  dc  Pans,  May  11,  1Q12)  say  that  the  extract 
of  the  hvpophysis  has  an  action  on  the  contraction  of  unstriped 
muscular  fibers  that  should  be  studied.  In  women  in  labor  who 
cannot  urinate  it  has  been  found  to  cause  natural  urination  It 
causes  contraction  of  the  unstriped  muscular  fibers  of  the  blood- 
vessels, and  raises  arterial  pressure  in  the  thyroid,  uterus,  and 
tubes  The  extract  of  the  posterior  portion  of  the  gland  causes 
more  marked  contraction  than  that  of  the  entire  gland^  It 
stimulates  the  atonic  uterus  postpartum  and  lessens  hemorrhage, 
while  it  hastens  the  expulsion  of  the  placenta.  It  is  of  interest 
to  observe  whether  pituitrin  can  cause  contractions  when  labor 
has  not  vet  commenced.  It  is  harmless  when  administered  either 
subc.utaiieously,  or  intramuscularly.  Still  it  should  be  used 
with  some  care  when  the  kidneys  are  unsound. 

Laceration  of  the  Umbilical  Vein.— H.  Edelberg  {Monatsschr. 
f.  Geb.  u.  Gyn.,  April,  1912)  refers  to  the  comparative  frequency 
of  lacerations  of  the  umbilical  vessels  in  the  new-born,  with  the 
likelihood  of  a  fatal  result.  In  the  present  instance  the  case 
described  showed  a  rupture  of  the  umbilical  vein  A\-ithin  the 
abdomen  and  is  apparentlv  the  only  case  of  this  kind  reported. 
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The  infant  was  born  as  the  result  of  a  normal  labor  and  immedi- 
ately afterward  was  observed  to  be  very  pale  and  died  an  hour 
alter  birth.  An  autopsy  showed  the  abdomen  full  of  fluid  blood 
and  a  tear  of  the  umbilical  vein  where  this  structure  passed  into 
the  liver  The  vein  itself,  was  considerably  dilated  bevond  the 
norma  although  sections  of  the  wall  did  not  show  anv  variations 
from  the  normal  structure.  There  were  no  inflammatorv  changes 
present  and  the  rupture  was  probablv  due  to  the  traumatism 
brought  about  by  a  congestion  in  the  abnormallv  distended  and 
thmned-out  vessel. 

Hemorrhage  During  Labor  from  Rupture  of  an  Aneuri.^m  of  the 
Splenic  Artery.— W.  Wesenberg  (Zcnt.  f.  Gyn.,  April  13,  1912) 
reports  an  instance  of  this  rare  condition,  of  which  onlv  five 
cases  have  thus  far  been  described.  The  patient  was  a  iv-para 
with  a  history  of  three  previous  normal  labors  and  a  complaint 
ot  gastric  disturbances  during  her  present  pregnancv  \bout 
one  month  belore  term  she  was  suddenlv  seized  with  severe 
pains  m  the  abdomen  and  back  and  when  admitted  to  the  hospital 
the  examination  of  the  very  anemic  patient,  pointed  to  the  pos- 
sibility of  a  concealed  hemorrhage  from  premature  separation  of 
the  normally  situated  placenta.  The  cervix  admitted  one  finaer 
and  as  the  pams  were  slight,  dilatation  bv  means  of  rubber  hl^s 
was  decided  on.  Xo  fetal  heart  sounds  or  movements  we?e 
present  before  labor.  The  labor  proceeded  spontaneouslv  and 
was  not  accompanied  by  any  excessive  hemorrhage.  Althouc^h 
the  condition  seemed  satisfactorv,  the  pulse  remained  hio-h  and 
ten  minutes  after  the  deliverv  of  the  placenta,  the  patienl  went 
into  a  sudden  collapse  and  died.  An  autopsv  showed  the  presence 
ot  about  two  quarts  of  free  blood  in  the  peritoneal  cavitv  and  a 
search  revealed  a  ruptured  aneurism  of  the  splenic '  arterv 
situated  at  the  hilus.  There  was  also  a  hvdronephrosis  present 
on  both  sides.  Although  a  number  of  cases  have  been  reported 
in  which  hemorrhage  from  a  ruptured  spleen  occurred,  the  rup- 
ture of  the  splenic  arterv  seems  to  be  verv  unusual 

The  Wassermann  Reaction  in  the  Pregnant  Woman  in  the 
Flond  Stage  of  SyphiUs.— R.  Daunav  {Arch.  mens.  cVohst.et  de 
gyn.,  April,  191 2j  after  referring  to  a  previouslv  published  mem- 
oir, gives  the  results  of  recent  researches  in 'the  value  of  the 
\Va_ssermann  reaction  for  syphilis  in  pregnant  women,  in  the 
Horid  stage  of  the  disease.  He  has  examined  146  new  cases  of 
syphilis  and  thirty-four  infants,  with  reference  to  the  blood  serum 
and  the  breast  milk.  These  women  he  divides  into  four  cate- 
gories:_  First,  women  about  to  be  confined,  who  presented  svphil- 
itic  lesions  which  left  no  doubt  of  the  diagnosis;  second,  women 
m  whom  there  had  been  lesions,  which  had  left  their  mark;  third 
those  who  were  suspected  of  past  lesions;  fourth,  women  who  had 
had  no  suspected  lesion.  In  the  first  categorv  it  was  found  that  the 
lactoplasma  could  be  used  for  tests  when  there  were  difficulties 
m  obtaining  blood  serum,  and  equally  valuable  results  could  be 
obtained  with  the  test  fluid.     Absence  of  positive  results  in  such 
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cases  may  be  due  to  the  method  of  penetration  of  the  virus  of 
syphiUs,  an  anomaly  in  the  activity  of  the  specihc  antibodies,  or 
a  true  inactivity  of  the  antibodies.     In  women  m  the  florid  state 
of  syphihs  the  antibodies  may  pass  into  the  milk,  and  there  is 
always  paralleUsm  between  the  reactions  of  the  milk  and  the 
serum      When  salvarsan  is  used  in  florid  cases  it  at  first  causes 
the  Wassermann  reaction  to  be  increased,  and  later  to  become 
necrative      In  women  treated  with  salvarsan  m  whom  the  milk 
was  tested,  fifteen  days  after  the  injection  there  was  an  absence  of 
antibodies  in  the  milk;  these  bodies  may  increase  m  the  milk  as 
they  increase  in  the  serum  but  slightly.     Thus,  salvarsan  acts 
directly  on  the  hemolytic  system  and  prevents  hemolysis  par- 
tially 'at  first  the  reaction  becomes  negative,  then  after  several 
iniections  may  become  positive  again.     The  biological  phenome- 
non of  the  passage  of  antibodies  into  the  milk  is  an  established  tact, 
and  after  administration  of  salvarsan  there  is  a  passing  increase 
of  these  antibodies  in  the  milk;  this  phenomenon  is  inconstant. 
The  amount  of  arsenic  that  passes  into  the  milk  is  negligible. 
These  facts  account  for  the  failures  in  this  method  of  treatment 
of  infants      In  the  group  of  women  suspected  of  syphilitic  lesions 
the  results  show  the  value  of  a  systematic  test  of  all  suspected 
cases  with  the  Wassermann  reaction,  in  pregnant  women,  those 
who  have  aborted,  those  having  macerated  fetuses,  and  those 
suspected  for  other  reasons.     In  fifteen  women  who  appeared 
normal  at  the  time  of  test  the  reaction  was  negative.     In  the 
thirtv-four   children   tested   there   was   generally   a   uriitormity 
between  the  results  of  serum  examination  m  mother  and  child  m 
the  florid  stage  of  syphilis.     Women  in  the  florid  stage  may  give 
Ibirth  to  children  apparently  normal  at  the  time  of  birth,  and  yet 
living  a  positive  or  partially  positive  reaction.     Women  giving 
Snlv  a  partial  Wassermann  reaction  may  give  birth  to  infants  with 
severe  syphihtic  lesions  and  a  positive  reaction,  or  to  children 
without  clinical  signs  of  syphilis,  but  with  a  positive  reaction. 
Mothers  without  lesions  and  with  a  negative  reaction  may  gn  e 
birth  to  children  with  no  signs  of  syphihs,  but  with  a  positive 
reaction      In  cases  in  which  the  mothers  are  simply  suspected, 
the  children  may  have  florid  syphilis  and  positive  reaction  or  no 
trace  of  svphihs  and  a  negative  reaction.     Women  suspected  and 
yet  giving  a  negative  reaction,  may  have  children  with  florid 
syphilis  and  a  positive  reaction. 

Rupture  of  the  Vault  of  the  Vagina  during  Labor.— Jules 
Rouvier  (Ann.  de  gyn.  ci  d'obsi.,  April.  1912)  says  that  rupture 
of  the  vault  of  the  vagina  during  instrumental  labor  is  a  rattier 
rare  complication  since  the  use  of  ergot  during  the  second  stage 
of  labor  has  been  discontinued.  At  the  present  time  it  is  due  to 
i-norance  or  maladroitness  of  accoucheurs,  and  midwives.  it 
o'ccurs  during  the  application  of  the  forceps,  version,  and  other 
forms  of  artificial  delivery.  Instruments  may  be  badly  intro- 
duced in  the  wrong  direction,  or  the  walls  of  the  canal  may  be 
orasped  instead  of  the  fetal  head.     The  existence  of  cicatrices 
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which  have  resulted  from  previous  deUveries  mav  be  a  predis- 
posing cause  of  the  accident.  When  retraction  of  Bandl's  ring 
occurs  the  uterus  is  pushed  upward  by  the  fetal  mass,  and  the 
head  lodges  in  the  smaller  portion  of  the  inferior  segment,  unduly 
stretching  it  and  causing  it  to  rupture,  and  the  vagina  is  torn  at 
the  same  time.  The  movements  of  a  woman  partially  under  the 
influence  of  the  anesthetic  may  cause  instruments  to  deviate 
from  the  expected  direction.  Forceps  are  more  often  responsible 
for  ruptures  than  other  instruments.  Embryotomes  badly 
managed  may  perforate  the  uterus  and  tear  the  vagina.  Any 
serious  obstacle  to  the  engagement  of  the  fetal  head  may  cause 
rupture  of  uterus  and  vagina  by  the  uterine  contractions.  These 
contractions  cause  the  upper  portion  of  the  uterine  walls  to 
thicken,  while  the  inferior  segment  becomes  thinned.  Anything 
which  prevents  normal  dilatation  of  the  cervix,  such  as  cicatricial 
contraction,  may  cause  rupture  of  the  cervix  and  vagina.  When- 
ever the  diameters  of  the  fetus  do  not  correspond  with  those  of  the 
pelvis,  uterine  contraction  is  irregular  and  rupture  may  occur. 
All  sorts  of  irregular  presentations  are  etiological  factors.  Ante- 
version  of  the  gravid  uterus,  pelvic  contractions,  atresia  of  the 
vagina,  congenital  or  acquired,  and  general  or  localized,  are 
maternal  causes.  The  tear  may  be  a  simple  perforation,  a  long 
rent,  or  a  disinsertion  of  the  vagina.  If  the  anterior  culdesac 
is  involved  the  bladder  will  be  torn.  The  symptoms  are  pain, 
hemorrhage,  shock,  migration  of  the  fetus  into  the  abdomen,  or 
hernia  of  the  intestines.  Labor  is  interfered  with  only  when 
the  uterus  also  is  ruptured.  The  rupture  generally  results,  how- 
ever, in  the  death  of  the  fetus,  due  to  the  difficulties  of  extraction, 
which  are  increased  by  the  tear.  For  the  mother  the  prognosis 
becomes  very  grave.  Death  may  come  soon  as  a  result  of  hemor- 
rhage, or  later  as  a  consepuence  of  seysis.  Prevention  of  such 
ruptures  is  the  first  object  for  the  accoucheur,  and  this  will  be 
attained  by  better  education  of  the  midwife,  and  physician,  fre- 
quent and  proper  examination,  and  early  diagnosis  of  such 
complications  as  atresia  and  pelvic  contractions.  The  public 
must  be  educated  as  to  the  possible  dangers  to  the  woman,  and 
the  necessity  for  trained  care  even  in  simple  cases.  If  the  tear 
is  recognized  before  delivery  labor  should  be  expedited  as  rapidly 
as  possible.  Laparotomy  or  the  Cesarean  section  is  generally 
demanded.  If  the  fetus  is  dead  its  destruction  may  be  an 
assistance  to  delivery.  After  delivery  a  careful  examinatiori  of 
the  vaginal  culdesac  should  always  be  made  if  there  has  been  a 
difhcult  extraction.  In  many  cases  the  wound  may  be  sutured, 
but  if  rupture  is  complete,  laparotomy  must  be  done,  and  the 
uterus  removed  in  ioto. 

Cholera  and  Pregnancy. — F.  Pezzini  and  R.  Pirani  (Ann.  di 
ostet.  e  gin.,  April  30,  191 2)  gives  the  results  obtained  from  the 
observation  of  twenty-seven  cases  of  pregnancv  in  women  afflicted 
with  cholera  in  Livorno.  He  concludes  that  the  pregnant  woman 
is  rather  more  liable  to  an  attack  of  cholera  than  those  not  preg- 
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nant.  The  prognosis  of  cholera  is  not  modified  by  pregnancy, 
and  the  prognosis  for  the  woman  is  worse  as  she  is  nearer  the  end 
of  gestation.  The  tendency  to  interruption  of  pregnancy  in- 
creases with  the  advance  of  the  pregnancy.  The  fetal  prognosis 
is  very  bad;  the  later  in  pregnancy  the  cholera  occurs  the  greater 
is  the  possibility  of  the  survival  of  the  fetus.  In  women  who 
survive  the  disease  and  the  interruption  of  pregnancy,  the  puer- 
perium  is  normal.  In  women  who  recover  without  having  under- 
gone delivery  pregnancy  goes  on  regularly. 

GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Accidents  in  Radiotherapy  of  Uterine  Fibroids. — Rene  Desplats 
{Jour,  des  sci.  med.  de  Lille,  April  6,  1912)  calls  the  attention  of 
operators  to  an  accident  that  is  liable  to  take  place  in  the  treat- 
ment of  uterine  fibroids  with  radiotherapy.  This  is  a  deep 
ulceration  of  the  skin  of  the  abdomen,  occurring  in  fat  women 
w^th  thick  abdominal  walls,  in  whom  the  nutrition  of  the  parts 
is  deficient.     These  deep  ulcerations  are  very  slow  to  heal. 

He  thinks  that  we  should  limit  the  use  of  this  treatment  to 
women  near  the  menopause,  because  the  function  of  the  ovaries 
returns  to  the  normal  after  a  time  and  the  treatment  has  to  be 
repeated  in  young  women. 

Position  as  a  Factor  in  Drainage  of  the  Peritoneal  Cavity. — 
Experiments  with  the  cadaver  by  W.  Conglilin  {Jour.  A.  M.  A., 
1 91 2,  Iviii,  679)  showed  that  the  pelvic  cavity  could  not  be  com- 
pletely drained  of  water  by  raising  the  supine  body  even  to 
ninety  degrees  "bolt  upright."  It  could  be  completely  emptied 
of  water  by  turning  the  horizontally  placed  body  just  more  than 
mid-way  between  pronation  and  supination.  Water  found  its 
way  from  the  left  loin  to  an  exit  just  below  and  internal  to  the  right 
anterior  superior  iliac  spine  with  the  body  raised  to  forty-five 
degrees  in  the  right  lateral  position.  With  a  distended  condition 
of  the  intestines,  although  water  gravitated  less  readily,  practically 
the  same  results  were  obtained.  Water  did  not  so  easily  find  its 
way  from  the  right  loin  to  exit  just  below  and  internal  to  the 
left  anterior  superior  iliac  spine;  no  matter  how  high  the  left 
laterally  lying  body  was  raised  a  quantity  remained  in  the  right 
loin. 

Treatment  of  Miscarriage- — E.  B.  Young  and  J.  T.  Williams 
{Boston  Med.  &  Surg.  Jour.,  191 2,  clxvi,  364)  present  an  analysis 
of  the  results  obtained  by  different  methods  of  treatment  in  2000 
cases.  They  find  that  salpingitis  has  been  more  common  after 
intrauterine  douches.  Intrauterine  douches  of  sterile  water  or 
salt  solution  have  not  given  as  good  results  as  simply  wiping  the 
uterine  cavit}'^  with  sterile  gauze.  Antiseptic  douches  have  given 
poorer  results  than  simple  sterile  solutions.  Swabbing  the 
uterine  cavity  with  tincture  of  iodine  has  given  the  best  results. 
Packing  the  uterus  to  control  hemorrhage  does  not  greatl}^  in- 
crease the  liability  to  infection.     For  packing,  gauze  saturated 
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with  50  per  cent,  alcohol  in  "clean"  and  plain  sterile  gauze  in 
■'infected"  cases  have  given  the  most  satisfactory  results. 

Lateral  Hematocolpos  in  Double  Uterus  and  Vagina. — \'autrin 
(Bull,  de  la  Soc.  d'obst.  et  de  gyn.  de  Paris,  March  3,  191 2)  con- 
siders the  subject  of  the  occasional  occurrence  of  double  uterus 
and  vagina,  one  vagina  having  no  exit.  In  such  cases  there 
may  be  an  accumulation  of  menstrual  fluid  in  the  closed  vagina, 
which  becomes  infected  and  forms  a  hematopyocolpos.  The 
author  relates  the  history  of  such  a  case  operated  on  by  him. 
In  duplex  uterus  if  the  vagina  is  double  and  both  have  a  patent 
exit  there  is  no  damming  up  of  the  menstrual  fluid,  but  when  the 
second  vagina  is  rudimentary,  or  has  no  exit  there  is  a  periodic 
congestion  in  this  closed  tube,  with  a  collection  of  fluid,  and 
sooner  or  later  this  fluid  is  sure  to  become  infected.  When  this 
occurs  and  the  double  condition  is  discovered  it  is  necessary  to 
do  some  operation  to  prevent  the  recurrence  of  the  condition. 
If  we  simply  open  the  vagina  and  drain  it  the  opening  generally 
closes  and  the  condition  repeats  itself.  If  we  amputate  one 
uterus  and  leave  the  cervix  we  still  have  the  congestion  in  the 
cervix  remaining  behind,  and  the  secretion  collects  at  the  con- 
gestive periods.  The  best  operation  is  removal  of  the  entire 
second  uterus  and  vagina  whenever  possible,  leaving  the  single 
uterus  in  condition  to  functionate. 

Treatment  of  Cancer  of  the  Uterus  with  the  Actual  Cautery. — 
Total  hysterectomy,  says  J.  F.  Percy  (Jour.  A.  M.  A.,  1912,  Iviii, 
696),  is  an  operation  beyond  the  skill  of  the  average  surgeon. 
Cauterization  gives  no  primary  mortality,  an  appreciable  number 
of  symptomatic  cures,  and  at  least  a  largely  increased  percentage 
of  lives  greatly  prolonged  in  comfort,  with  freedom  from  hemor- 
rhage, exhausting  and  oft'ensive  discharge,  and  mental  distress. 
For  its  performance  the  abdomen  is  prepared  as  for  any  abdominal 
section.  The  patient  is  put  in  full  Trendelenburg  position.  An 
abdominal  incision  is  made  just  sufficient  to  admit  one  or  two 
fingers  of  an  assistant  into  the  pelvis;  in  the  thin  patient,  one 
finger  is  enough.  This  finger  determines  roughly  the  degree  of 
heat  coming  into  the  pelvis  and  the  proximity  of  the  cautery 
head  to  important  structures.  A  thermometer  indexed  to 
register  at  least  250°  F.  is  introduced  through  the  urethra  into  the 
bladder  after  the  urine  is  removed  by  catheter.  A  second  similar 
thermometer  should  be  in  readiness  for  use  in  the  rectum,  if  it  is 
found  necessary  to  cauterize  deeply  posteriorly.  The  fingers  can 
be  used  here  also.  The  cautery  is  applied  in  the  vagina  through 
a  Ferguson  speculum,  made  on  the  plan  of  a  vacuum  bottle. 

Specific  Diagnosis  of  Gonorrhea  in  the  Female. — Van  de  Velde 
(Monatsschr.  f.  Geb.  u.  Gyn.,  April,  191 2)  claims  that  modern 
conditions  demand  that  the  clinical  diagnosis  of  gonorrhea  in  the 
female  based  on  symptoms  alone,  is  no  longer  permissible  and 
even  the  ordinary  bacteriological  examinations  frequently  fail  to 
afford  a  positive  diagnosis.  Greater  attention  should  therefore 
be  given  to  the  specific  methods  in  these  cases  and  Van  de  Velde 
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believes  that  a  diagnostic  culture  should  be  regularly  made 
For  the  purposes  of  obtaining  the  true  culture  he  considers  the 
ascites-agar  medium  the  most  suitable  as  regards  the  immunity 
reaction.  Repeated  finding  of  a  low  opsonic  index  is  a  symptom 
which  undoubtedly  points  to  gonorrhea,  whereas  a  normal  opsonic 
index  does  not  mean  anything.  The  Wright  method  he  considers 
the  most  reliable  but  care  should  be  taken  in  interpreting  the 
results.  The  laboratory  must  support  the  clinical  history  and 
should  not  dictate  the  diagnosis  or  the  treatment  of  the  disease. 
A  diagnostic  vaccination  sometimes  brings  about  increased 
secretion  in  w^hich  the  gonococci  are  much  more  numerous  and 
easily  found,  even  where  they  could  not  be  previously  determined. 
Inflammatory  adnexal  tumors  show  increased  swelling  and 
tenderness  during  the  negative  phase  after  vaccination,  if  they 
are  gonorrheal  in  character.  Recent  adnexal  inflammations  are 
not  susceptible  to  methods  of  diagnostic  vaccination.  vSmall 
initial  doses  must  be  employed  and  care  taken  not  to  overdose 
and  endanger  the  patient.  The  results  must  be  controlled  by 
opsonic  tests  in  order  to  determine  whether  a  sufficient  negative 
phase  has  resulted.  Onlv  when  this  is  the  case  may  the  vaccine 
be  regarded  as  of  diagnostic  significance  and  then  even  the  nega- 
tive results  which  are  obtained  by  these  methods  are  of  value. 

Vaccine  Treatment  of  Gonorrhea  in  the  Female. — Slingenberg, 
of  Treub's  clinic  in  Amsterdam  (Arch.  f.  Gyn.,  Bd.  xcvi,  H.  2), 
has  used  this  method  of  treatment  in  a  .series  of  cases  of  vulvo- 
vaginitis, in  both  children  and  adults  and  also  in  a  number  of 
chronic  adnexal  tumors.  In  the  children,  the  dose  varied 
between  500,000  and  2,500,000  bacteria,  used  at  intervals  of  from 
five  to  nine  days.  In  addition  to  this,  protargol  bougies  were 
introduced  into  the  vagina  two  or  three  times  weekly.  Local 
treatment  was  employed  because  it  is  believed  that  the  ante- 
bacterial  substances  are  unable  to  reach  the  gonococci  present 
on  the  surface  of  the  mucous  membrane.  In  order  to  avoid  any 
confusion,  a  number  of  cases  were  also  treated  without  any  local 
measures,  with  the  result  that  any  purulent  discharge  present, 
disappeared  for  the  time  being.  In  other  cases  treated  locally 
without  results,  the  addition  of  the  vaccine  treatment  was  most 
effective.  As  regards  vaccination  in  the  vulvovaginitis  of  adults, 
no  definite  conclusions  w^ere  arrived  at,  although  in  one  of  the 
cases  of  long  standing  an  improvement  was  apparently  secured. 
In  the  cases  presenting  chronic  inflammations  of  the  adnexa,  the 
results  were  uniformly  good,  both  objectively  and  subjectively. 
A  great  advantage  of  the  treatment  is  that  most  of  the  cases  can 
be  treated  without  rest  in  bed.  The  WTiter  calls  attention,  how- 
ever, to  care  necessary  in  giving  the  first  injection,  as  the  negative 
phase  may  be  very  unpleasant,  therefore,  the  initial  dose  should 
not  be  over  10,000,000  bacteria.  At  the  same  time,  the  injections 
are  also  of  value  for  diagnostic  purposes,  for  if  increasing  doses  do 
not  produce  any  rise  in  the  temperature,  or  subjective  or  objective 
symptoms,  the  diagnosis  of  gonorrhea  may  be  ruled  out. 
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Local  Application  of  Sugar  in  Gynecology  and  Obstetrics. — F. 
Kuhn  (Ziitschr.  f.  Gcb.  u.  Gyn.,  Bd.  Ixx,  H.  i),  publishes  certain 
views  as  to  the  biological  treatment  of  vaginitis  and  puerperal 
fever  with  sugar,  which  he  considers  has  a  marked  antiseptic 
action  in  this  locality.  For  the  purpose  of  his  investigations,  he 
examined  the  acidity  of  the  vaginal  secretions  under  the  influence 
of  various  carbohydrates  in  a  series  of  patients  afflicted  with 
gynecological  conditions.  He  likewise  studied  the  effect  of 
sugar  as  a  local  application  in  the  puerperium.  As  the  result  of 
his  observations,  he  presents  the  following  conclusions. 

The  lactic  acid  content  of  the  vagina,  which  is  well  marked  in 
physiological  conditions,  is  diminished  in  pathological  states  and 
this  undoubtedly  plays  a  part  in  the  prevention  of  puerperal 
fever.  The  application  of  sugar  in  the  vagina  readily  increases 
this  lactic  acid  to  a  marked  degree.  As  sugar  may  be  readily 
introduced  in  a  concentrated  form,  the  lactic  acid  content  may- 
be permanently  increased  by  this  means.  Lactic  acid  may  be 
produced  from  grape  sugar  and  other  carbohydrates  by  bacterial 
influences  from  the  normal  or  pathological  germs  of  the  genital 
passages.  The  disintegration  of  the  sugar  does  not  produce  any 
harmful  or  unpleasant  by-products.  The  lactic  acid  relations 
in  the  vagina  must  be  regarded  as  a  biological  condition  and  acid 
ferments  which  result  from  the  disintegration  of  sugar  in  this 
locality  bring  about  a  reduction  and  often  a  destruction  of  the 
streptococci  and  other  germs.  The  sugar  and  lactic  acid  also 
exert  a' favorable  effect  on  the  mucous  membrane  and  may  be 
regarded  as  remedial  measures  in  many  vaginal  conditions. 
The  author  claims,  as  the  result  of  his  observations,  that  diabetic 
patients  are  more  apt  to  be  protected  from  puerperal  infection 
than  other  women.  He  believes,  moreover,  that  the  application 
of  sugar  in  the  upper  parts  of  the  birth  canal  exert  a  prophylactic 
action  after  labor  and  also  in  beginning  puerperal  infection  and 
must  be  regarded  as  a  therapeutic  possibility.  As  the  genital 
passages  are  bathed  with  a  continuous  stream  of  sugar  and  acid 
solutions,  the  alkaline  disintegration  which  often  occurs,  is 
prevented  and  in  this  way  infection  is  guarded  against  and 
perhaps  cured. 

Results  of  Vaginal  Operations  in  Retrodeviations  of  the  Uterus. — 
Weibel  {Zeitschr.f.  Geb.  w.  Gyn.,  Bd.  Ixx,  H.  i)  presents  the  post- 
operative results  in  a  series  of  300  cases  operated  on  in  Wer- 
theim's  clinic  in  Vienna  by  the  vaginal  route.  It  was  possiijie 
to  examine,  however,  only  162  of  these  cases,  of  which  forty-two 
had  been  operated  upon  by  the  simple  folding  of  the  round  liga- 
ments according  to  Wertheim's  method,  ninety-one  by  suturing 
the  shortened  ligaments  to  the  vagina,  twelve  by  vaginofixation 
of  the  uterus  and  seventeen  by  shortening  and  fixation  of  the 
round  ligaments  combined  with  vaginofixation.  Among  this 
total  number  there  were  1S.5  per  cent,  of  recurrences,  of  which 
the  ordinarv  shortening  included  16.7  per  cent.,  in  contrast  to  the 
44  per  cent,   of  recurrences  according  to  Schauta's  method  of 
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operating.  As  regards  the  subjective  recurrences,  15  per  cent, 
of  the  women  complained  of  a  return  of  symptoms,  which  leaves 
a  small  percentage  in  which  the  symptoms  had  disappeared, 
although  the  anatomical  malposition  had  returned  in  part.  In 
seventeen  of  the  cases,  eighteen  pregnancies  resulted,  all  of  which 
ran  an  uneventful  course  and  in  only  two  of  these  did  a  recurrence 
of  the  uterine  displacement  result.  The  operation  by  the  vaginal 
route  is  properly  indicated  in  the  cases  where  the  uterus  is  move- 
able and  from  an  experience  with  such  a  large  series  of  cases  the 
statement  seems  proper  that  a  radical  operation  should  be  done 
in  the  presence  of  any  complicating  adnexal  affections  w^here  a 
complete  removal  would  seem mo'e  appropriate.  In  other  words, 
it  is  not  a  question  of  which  method  of  fixation  is  the  best  but 
which  mode  of  treatment  will  have  the  best  effect  on  the  chronic 
perimetritis  and  the  adnexal  conditions. 

Path  of  Infection  in  Genital  Tuberculosis. — Bauereisen  (Arch. 
f.  Gyn.,  Bd.  xcvi,  H.  2)  presents  the  results  of  an  extended  series 
of  animal  experiments  in  which  a  method  was  employed  similar 
to  that  used  by  the  same  investigator  in  tracing  an  ascending 
tuberculosis  of  the  urinary  organs.  Guinea  pigs  were  used  for 
the  intravaginal  inoculations,  as  the  relations  of  the  parts  seemed 
more  suitable  for  observation  than  in  rabbits  or  other  animals. 
Bauereisen  used  virulent  cultures  of  the  bovine  tubercle  bacillus 
and  found  that  if  the  inoculated  material  was  sufficiently  virulent, 
a  vaginal  tuberculosis  resulted  in  the  presence  of  even  micro- 
scopic lesions  of  the  mucous  membrane  of  the  vagina.  This  experi- 
mental primary  vaginal  tuberculosis  became  disseminated 
through  the  lymphatics  into  the  sections  of  the  vaginal  tract 
higher  up,  as  well  as  in  the  tissue  of  the  broad  ligament.  In  addi- 
tion to  this,  an  intracanalicular  ascending  infection  from  the 
tubercle  or  the  flow  of  the  secretions  was  inhibited  because  of 
physiological  or  pathological  conditions.  The  contractions  of 
the  genital  tube  favored  the  distribution  of  the  tubercle  bacilli 
within  the  canal.  Where  the  genital  tract  is  normal,  the  author 
failed  to  observe  any  spontaneous  intracanalicular  ascension  of 
the  tubercle  bacilli.  A  primary  tuberculosis  of  the  uterus  pro- 
duced by  experimental  means  becomes  disseminated  downward 
along  the  canal  and  also  intramurally  through  the  lymphatic 
channels  to  the  deeper  segments  of  the  genital  organs.  In  cases 
where  the  genital  tuberculosis  developed  sufficiently,  the  virus 
gradually  invades  the  walls  of  the  neighboring  organs  through 
the  lymphatic  channels.  A  tuberculosis  of  the  renal  cortex  may 
also  be  produced  by  a  lymphatic  invasion  from  the  tubercular- 
capsule  of  the  kidney,  as  well  as  the  aortic  lymphatic  glands. 
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THE  DIAGNOSIS  OF  FRACTURES  ABOUT  THE 
ELBOW-JOINT  IN  CHILDREN.* 

BY 
JOHN  G.  WILLIAMS,  M.  D., 

Brooklyn,  N.  Y. 
(With  eight  illustrations.) 

Notwithstanding  the  fact  that  the  roentgenologists  have 
for  years  been  making  good  radiographs  of  the  elbow,  many  of 
the  surgeons,  and  some  of  the  roentgenologists  make  no  distinc- 
tion in^  the  classification  of  fractures  about  the  elbow  in  children 
and  adults,  except  in  the  case  of  separation  of  the  epiph^'sis  of  the 
humerus.  Scudder,  in  his  work  on  fractures,  has  a  number  of 
radiograms  of  supracondylar  fracture,  which  he  calls  epiphyseal 
separations.  Warbasse,  in  an  illustrated  article  in  the  Medical 
Record,  Jan.,  1909,  has  fallen  into  the  same  error.  Ashhurst, 
in  a  monograph  on  fractures  of  the  lower  end  of  the  humerus,  for 
which  he  received  the  Samuel  D.  Gioss  prize,  publishes  a  number 
of  radiograms  of  supposed  epiphyseal  separations.  All  of  these 
which  are  clear  enough  to  be  interpreted  show  some  other  lesion. 

The  ends  of  the  bones  entering  into  the  formation  of  the  elbow- 
joint  are  at  birth  entirely  cartilaginous.  About  the  end  of  the 
first  year  a  center  of  ossification  appears  in  the  external  condyle. 
This  center  grows  in  all  directions  but  somewhat  more  laterally 
than  vertically.  About  six  years  of  age,  centers  appear  in  the 
head  of  radius  and  the  epitrochlea.  Frequently  there  are  two 
centers  for  the  olecranon.  In  the  twelfth  year  appears  a  center 
for  the  epicondyle.  By  the  sixteenth  or  seventeenth  year 
most  of  the  epiphyseal  lines  have  disappeared  and  the  bones  are 
completely  ossified.     This  paper  concerns  fractures  in  children 

*  Read  before  the  Brooklyn  Medical  Society,  December,  191 2. 
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under  twelve  years  of  age,  as  after  that  time  ossification  is  so 
far  advanced  that  the  lesions  in  children  are  similar  to  those  in 
adults. 

The  fractures  of  the  lower  end  of  the  humerus  in  children  are : 

1.  Supracondylar. 

2.  Diacondylar,  or  low  supracondylar. 


Fig.   I. — Supracondvlar  fracture,  lateral  view,     a,  Line  of  fracture;  b,  Epiphy- 
seal line;  c,  .Radial  epiphj'sis. 


3.  Fracture  of  the  external  condyle. 

4.  Separation  of  epitrochlea. 

5.  Separation  of  epiphysis. 

The  supracondylar  and  diacondylar  are  the  most  frequent 
of  the  fractures  of  the  lower  end  of  the  humerus. 

The  next  most  frequent  type  is  fracture  of  the  external  con- 
dyle.    Separation   of   the   epitrochlea   is   not   infrequent.      Epi- 
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physeal  separation  (that  is  total  epiphyseal  separation)  rarely  if 
ever  occurs. 

Supracondylar  fractures  are  usually  oblique.  That  is,  the 
fracture  runs  upward  and  backward.  This  is  known  as  the  ex- 
tension type  because  the  injury  is  sustained  by  falling  on  the 


Fig  2. — Antero-posterior  view  of  diacondylar  fracture.  Posterior  and  internal 
displacement  of  lower  fragment,  a.  Lower  fragment;  h,  Ossification  beginning  in 
epiphysis.  This  is  the  type  of  fracture  which  some  surgeons  confuse  with  epiphyseal 
separation. 


hand  with  forearm  extended.  \erx  rarely  we  see  the  flexion  type 
in  which  the  fracture  line  runs  upward  and  forward  through  the 
humerus.  This  results  from  a  fall  on  the  flexed  forearm.  In 
supracondylar  fracture,  the  arm  ha^  much  the  appearance  of  a 
dislocation.     There  is  a  prominence  j^osteriorly  due  to  the  back- 
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ward  and  upward  displacement  of  the  lower  fragment.  If  the 
parts  be  palpated  it  will  be  found  that  the  condyles  are  in  their 
normal  relation  to  the  olecranon.  There  is  lateral  mobility- 
obtainable  by  grasping  the  shaft  of  the  humerus  with  one  hand 
and  the  condyles  with  the  other.     Crepitation  will  also  be  present. 


Fig.  3.- — Diacondylar  type  of  fracture  with  lateral  displacement  of  lower  frag- 
ment, a,  Line  of  fractm-e;  h,  Epiphyseal  line;  c,  E.xtensive  stripping  up  of  perios- 
teum with  a  subperiosteal  bone  formation. 


The  diacondylar  type. of  fracture  is  called  by  some  a  low  su- 
pracondylar fracture.  The  fracture  line  is  usually  through  the 
olecranon  fossa.  The  lowxr  fragment  is  displaced  posteriorly  and 
upward  on  the  humerus.  The  symptoms  in  this  type  of  fracture 
are  the  same  as  those  of  supracondylar  fracture.  This  is  the 
type  of  fracture  which  many  surgeons  and  Roentgenologists 
have  confused  with  epiphyseal  separations.     There  is  no  injury 
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to  the  epiphyseal  in  these  cases,  and  there  is  no  more  reason  for 
calling  them  epiphysis  separations  than  there  would  be  to  so 
classify  fractures  of  the  neck  of  the  femur  in  children. 

In  fracture  of  the  external  condyle  the  epiphyseal  portion 
as  well  as  a  part  of  the  diaphysis  is  usually  torn  off.  The  frag- 
ment remains  attached  to  the  radius  by  ligaments  so  that  there 


Fig.  4. — Fracture  through  the  diaphysis  very  close  to  and  parallel  to  the  epiphy- 
seal line.  Xo  deformity  and  few  symptoms  in  these  cases,  a,  Fracture  line;  b, 
Epiphysis;  c,  Radial  epiphysis;  <f,  Epltrochlea. 


is  usually  not  much  lateral  displacement.  There  may  be  some 
rotation  of  the  fragment.  The  diagnosis  is  made  on  an  injury 
confined  to  the  outer  part  of  the  joint  and  a  movable  fragment. 
Crepitus  may  or  may  not  be  present. 

Separation  of  the  epitrochlea  is   not   a  serious  injury  as   it 
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does  not  involve  the  joint.  It  may  Ijc  due  to  muscular  action  or 
direct  violence.  The  diagnosis  is  made  on  (a)  localized  ])ain  and 
tenderness;  (b)  pain  on  active  or  passive  movement  of  the  flexors 
of  the  forearm ;  (c)  the  mechanism  of  the  joint  is  unaffected;  (d) 
the  loose  fragment  may  be  detected  usually  displaced  downward. 
Separation  of  the  lower  epiphysis  of  the  humerus  w^ith  disj)lace- 


FiG.  5. — Linear  fracture  through  external  condyle  without    displacement,     a, 
Fracture  line;  b,  Epiphyseal  line,  ossification  just  beginning  in  radial  head. 


ment  rarely  if  ever  occurs.  I  doubt  if  there  is  ever  a  separation 
exactly  through  the  epiphyseal  line.  There  is  a  type  of  fracture 
of  which  I  have  seen  a  few  cases.  The  child  gives  a  historv  of 
fall  and  injury  to  the  elbow.  On  examination  there  is  noted 
slight  swelling  and  slight  limitation  of  motion.  There  is  usually 
slight  tenderness  over  the  lower  end  of    the  humerus   but   no 
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deformity.  Radiographs  in  these  cases  show  a  green  stick  or 
rather  linear  fracture  of  the  diaphysis  vers- close  to  and  parallel  to 
the  epiphyseal  line.  This  is  the  nearest  approach  to  an  epiphvseal 
separation  that  I  have  seen.  In  these  cases  there  is  no  displace 
ment  and  the  fracture  seems  to  be  incomplete.  Thev  are  usu- 
ally diagnosed  as  sprains. 


Fig.  6. — Separation    of    epitrochlea    with    marked    dL5placcment  dowTiward  of 
fr2igment.     a,  Epitrochlea:  b.  Epiphyseal  line;  c,  Epiphysis  of  radial  head. 


Now  as  to  the  result  of  injury  to  the  epiphysis.  I  believe  one 
may  suffer  quite  some  injury  to  the  epiphysis  without  inter- 
fering with  the  future  development  and  growth  of  the  humerus. 
This  must  be  true,  in  all  of  the  fractures  of  the  external  condyle 
in  children,  a  portion  of  the  epiphysis  is  detached,  and  yet  who 
9 
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of  US  has  seen  any  serious  interference  with  the  growth  of  the 
humerus. 

I  believe  that  in  the  past  the  condition  which  is  now  known  as 
"  Volkmann's  ischemic  contracture"  was  confounded  with  epi- 
physeal injuries.  We  now  know  that  this  condition  is  not  a 
result  of  the  injury  but  is  an  ischemic  muscular  paralysis  due  to 
tight  bandaging. 


St.C 


Fig.  7. — Fracture  through  the  external  condyle,     a.  Fracture  line;  b,  Center  of 
ossification  in  epiphysis. 


Fracture  of  the  olecranon  in  children  must  necessarily  be  very 
rare  as  the  center  of  ossification  does  not  appear  until  the  elev- 
enth year.  Fracture  of  the  neck  of  the  radius  occasionally 
occurs.  The  diagnosis  is  made  on  (a)  tenderness  over  the  head 
of  the  radius;  (b)  rotation  of  forearm  is  painful  and  head  of 
radius  does  not  rotate  with  the  shaft. 
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SUMMARY, 


Fractures  of  the  lower  end  of  the  humerus  in  children  are 
quite  different  in  type  from  the  adult.  The  most  common  frac- 
tures in  their  order  of  frequency  are  (a)  supracondylar  and 
diacondylar  or  low  supracondylar;  (b)  fracture  of  the  external 


Fig.  8. — Fracture  of  the  neck  of  radius  with  marker]  deformity.  Antero-poste- 
rior  view,  a,  Displaced  upper  fragment  showing  fracture  below  epiphyseal  line  of 
radius;  b,  Epiphyseal  line  of  humerus;  c,  Epitrochlea. 


condyle;   (c)   separation  of  the  epitrochlea.     Separation  of  the 
epiphysis   as   a  whole  rarely  if   ever    occurs.     Fracture  of   the 
olecranon  rarely  if  ever  occurs.     Fracture  of  the  neck  of  the 
radius  is  occasionally  seen. 
1 136  De.an  Street, 
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A    CASE    OF   ACUTE    DILATATION    OF    THE    STOMACH 
COMPLICATING  PNEUMONIA  IN  A  CHILD.* 

BY 
LEON  LOURIA,  M.  D., 

Attending  Physician  to  the  Jewish  Hospital, 
Brooklyn,  N.  Y. 

Although  abdominal  distention,  tympanites,  is  a  commonly 
noted  complication  of  pneumonia,  one  which  is  greatly  embarrass- 
ing to  the  patient's  condition  and  annoying  to  the  physician,  yet 
acute  dilatation  of  the  stomach  alone,  or  concurrent  with  dis- 
tention of  other  parts  of  the  intestinal  tube,  seems  to  be  far  less 
often  recognized  and  recorded.  The  surgeons  are  familiar  with 
the  acute  dilatation  of  the  stomach  following  laparotomy  on 
excessive  manipulation  of  the  abdominal  or  pelvic  contents,  or 
after  prolonged  narcosis,  and  they  have  learned  of  the  immediate 
relief  afforded  in  this  condition  by  the  prompt  use  of  the  stomach 
tube  and  gastric  lavage.  »Such  a  condition  occurs,  though  not 
so  frequently,  in  purely  medical  cases  and  the  internist  should 
familiarize  himself  with  the  recognition  and  treatment  of  this 
dangerous  incident. 

Our  text-books  on  acute  febrile  diseases  make  but  a  passing 
allusion  to  this  complication,  and  hence  we  owe  our  gratitude  to 
Dr.  Fussell  of  the  INIedical  School  of  the  University  of  Pennsyl- 
vania, who,  in  a  recent  article  in  the  American  Journal  of  Medical 
Sciences,  reports  a  series  of  cases  taken  from  his  own  practice 
together  with  half  a  dozen  from  the  literature.  Reading  this 
article  brought  the  condition  vividly  to  my  attention  and  I  am 
personally  indebted  to  his  putting  me  on  the  alert,  for  but  a  few 
days  after  I  had  the  good  fortune  to  come  upon  just  such  a  case: 

H.  C,  male,  aged  two  years,  was  seen  by  me  in  consultation 
with  Dr.  R.  Finkelstein  (to  whom  I  am  indebted  for  the  clinical 
notes  on  the  case)  on  December  2t,,  1911,  with  the  following 
history:  The  child  was  taken  suddenly  ill  on  December  7,  191 1, 
with  an  acute  lobar  pneumonia  involving  the  left  lower  lobe. 
The  disease  ran  its  usual  course  and  ended  by  crisis.  The  child 
was  convalescent  and  was  discharged  by  the  doctor,  when,  one 
week  later,  he  was  called  again  and  found  him  ill  with  a  tempera- 
ture of  104°,  pulse  160,  respirations  50,  and  a  markedly  distended 
abdomen.  Complete  consolidation  of  the  left  lower  lobe  was  in 
evidence-:-apparently  a  reinfection  of  the  sarrte  lobe.      The  abdo- 

*Read  before  the  Brooklyn  Pediatric  Society,  Feb.  28  1912. 
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men  was  markedly  distended  from  the  start.  The  child  was  given 
a  calomel  course  and  rectal  irrigations,  after  which  the  distention 
subsided  somewhat,  but  on  the  third  day  of  the  disease  the 
distention  was  again  more  marked  and  when  I  saw  the  child  the 
distention  occupied  mainly  the  upper  abdomen,  the  epigastrium 
bulging  out  markedly,  and  a  distinct  tumor  could  be  seen 
occupying  the  hypochondriac  regions.  Palpation,  percussion 
and  auscultation  left  no  doubt  that  the  tumor  was  an  acutely 
distended  stomach,  the  convexity'  of  the  large  curvature  reaching 
three  fingers  below  the  umbilicus.  The  lower  abdomen  was 
comparatively  flat.  The  child  had  several  bowel  movements  that 
day  (I  saw  the  child  in  the  evening),  but  had  not  vomited. 
The  general  appearance  was  that  of  a  very  sick  child.  The 
pulse  was  very  small — ^at  times  hardly  perceptible;  the  heart 
sounds  were  very  w^eak,  the  extremities  cold;  the  face  pinched; 
the  respirations  very  rapid,  sixty  or  more,  the  pulse  about  i6o 
and  the  temperature  104°.  The  child  presented  symptoms  of 
the  gravest  nature,  calling  for  immediate  relief.  We  felt  that 
the  gravity  of  the  situation  was  due  mainly  to  the  acutely  dis- 
tended stomach  and  we  could  hardly  attribute  the  clinical  pic- 
ture to  the  localized  pneumonic  process.  We  decided  to  give  a 
gastric  lavage,  and  though  fully  realizing  the  dangerous  condi- 
tion of  the  child,  anticipating  the  possibility  of  a  fatal  issue  during 
the  procedure,  yet  we  thought  that  we  owed  to  ourselves  and  the 
sick  child  the  possible  benefit  of  gastric  lavage. 

After  administering  a  hypodermic  injection  of  camphor,  the 
doctor  introduced  a  large  sized  catheter  into  the  stomach  and 
obtained  a  small  amount  of  foul-smelling  fluid  and  then  washed 
out  the  stomach  with  a  quart  of  warm  weak  solution  of  bicarbon- 
ate of  soda.  During  the  lavage  the  pulse  was  hardly  perceptible, 
respirations  quickened  still  more,  but  after  the  removal  of  the 
tube  a  marked  improvement  could  be  noticed  in  the  pulse  and 
breathing.  All  nourishment  by  mouth  was  stopped ;  only 
hypodermic  medication  was  employed  and  the  child  was  given 
nutrient  enemas.  Washing  the  stomach  was  continued  for  the 
following  three  days  and  it  w^as  repeated  three  times  daily,  and 
only  on  one  occasion  other  than  that  already  cited  was  some  of  the 
foul-smelling  fluid  obtained  in  the  return.  Besides  such  stimu- 
lants as  camphor,  caffein  and  digalen,  the  child  received  i  250 
grain  of  esserin  hypodermatically  every  four  hours  until  the 
distention  subsided.  On  the  seventh  day  of  the  second  attack, 
the  fourth  day  after  the  symptoms  of  dilatation  of  the  stomach 
occurred,  the  stomach  had  apparently  returned  to  its  normal 
size,  and  the  child  was  given  nourishment  by  mouth.  A  disten- 
tion of  the  intestines  and  colon  developed,  W'hich  yielded  to  the 
introduction  of  the  rectal  tube.  The  temperature  began  to  go 
down  on  the  day  following  and  on  the  eleventh  day  became  nor- 
mal. On  the  twelfth  it  rose  again  to  101°  and  two  days  later  to 
103°.  Empyema  developed  which  was  later  operated  and  the 
child  ultimatelv  recovered. 
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I  am  sorry  that  I  cannot  supplement  the  clmical  picture  by 
any  laboratory  data  because  other  than  physical  examinations 
were  not  feasible. 

Acute  dilatation  of  the  stomach  is  a  rare  and  usually  fatal 
complication  of  acute  infectious  diseases.  The  postmortem 
findings  in  this  condition  are  few.  Usually  there  is  a  duodenal 
constriction  at  the  root  of  the  mesentery;  the  stomach  is  greatly 
dilated,  at  times  filling  the  whole  abdomen;  the  stomach  wall 
thinned,  but  at  times  of  normal  thickness.  The  etiological 
factors  which  give  rise  to  the  acute  dilatation  of  the  stomach 
are:  (i)  Excessive  manipulation  of  the  gut  in  laparotomies, 
by  far  the  most  common  cause;  (2)  Constriction  of  the  duodenum 
at  the  jejunal  junction.  (3)  Intense  toxemia,  notably  pneu- 
monia, as  in  this  instance ;  or,  typhoid  or  scarlet  fever. 

The  symptoms  which  should  draw  our  attention  to  this  con- 
dition are: 

1.  Sudden  projectile  vomiting,  generally  of  large  amount, 
the  vomitus  varying  from  a  yellowish,  sour,  creamy  fluid  to  a 
dark  greenish  or  blackish  material,  occasionally  with  a  fecal 
odor.  In  some  cases  the  absence  of  vomiting  was  noted.  In  my 
case  there  was  no  vomiting. 

2.  Great  abdominal  pain,  which  in  some  instances  may  be 
masked  by  delirium. 

3.  Distention,  rapid,  severe  and  mainly  or  only  epigastric, 
which  disappears  with  gastric  lavage. 

4.  Collapse ;  the  patient  shows  evident  signs  of  shock,  increased 
shallow  respirations,  running  pulse,  cold  clammy  sweat  and  drop 
in  temperature,  often  to  subnormal. 

5.  Constipation  is  the  rule,  yet  a  diarrhea  from  other  con- 
comitant causes  has  been  reported. 

6.  On  physical  examination  we  may  see  visible  peristalsis 
over  the  epigastric  area,  and  often  elicit  the  characteristic 
succussion  splash  of  gastrectasia. 

The  diagnosis  of  this  condition,  occurring  particularly  as  a 
complication  of  pneumonia,  should  be  easy  and  with  the  disap- 
pearance of  the  tumor  and  the  relief  of  the  patient's  condition 
on  introducing  the  stomach  tube,  should  leave  no  doubt  in  the 
physician's  mind.  However,  this  condition  has  been  erroneously 
diagnosed  and  often  overlooked,  and  I  shall  mention  some  of  the 
common  conditions  for  which  it  has  been  taken : 

One — general  peritonitis. 

(a)   Here  the  stomach  outline  cannot  be  made  out. 
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(b)  There  is  more  tenderness  on  palpation. 

(c)  There  is  no  succussion. 

(d)  The  stomach  tube  does  not  afford  relief. 
Two — intestinal  obstruction. 

(a)  With  the  obstruction  high  up,  a  differential  diagnosis  is 
impossible.  Besides,  as  has  been  suggested  above,  duodenal 
constriction  is  possibly  a  causative  factor  of  acute  dilatation  of 
the  stomach.  In  an  obstruction  lower  down,  however,  the 
distention  is  more  general. 

(b)  We  may  have  intestinal  gurgling. 

(c)  The  stomach  tube  relieves  only  the  epigastric  tumor. 
Pancreatic  disease  is  also  ruled  out  by  the  stomach  tube  as 

well  as  by  the  history  of  the  patient's  condition  and  the  absence 
of  the  pathognomonic  gnawing  pain  of  pancreatitis. 

Now  as  to  the  treatment.  Having  established  a  diagnosis, 
we  should  pass  the  stomach  tube  and  immediately  institute 
lavage  with  normal  saline.  We  should  not  be  deterred  by  the 
gravity  of  the  patient's  condition,  which  ipso  facto  is  due  to 
the  gastric  dilatation;  the  lavage  should  be  repeated  every  few 
hours  until  the  dilatation  has  permanently  subsided.  Change  in 
posture  aids  mechanically  and  placing  the  patient  on  the  right 
side  or  on  his  face  relieves  the  duodenal  kink. 

As  to  drugs:  Strychnin  and  eserin  hypodermically  will  be 
found  to  be  very  useful  adjuvants  in  restoring  the  tone  of  the 
gastiic  musculature.  Food  and  drink  by  mouth  for  several  days 
should  be  absolutely  interdicted,  nutrient  enemata  being 
resorted  to.  Thirst  and  fluid  requirement  can  be  advantageously 
applied  in  these  cases  by  the  Murphy  drip. 

As  to  the  pathogenesis:  Nothing  definite  is  known.  The 
majority  of  surgeons  and  internists  are  favoring  the  mechanical 
theory  of  the  duodenal  constriction,  but  the  latest  experiments 
with  narcosis  and  the  newer  investigations  of  the  central  nervous 
system  may  cast  a  different  light  on  the  etiology  of  acute  gastric 
dilatation. 

It  has  been  suggested  that  the  cause  of  this  dilatation  lies 
in  an  acute  anemia  of  the  dorsal  nucleus  of  the  vagus.  Where 
we  are  dealing  only  with  an  anemia  of  the  nerve  centers,  there 
is  a  chance  of  recovery.  In  other  cases  active  degeneration 
of  the  muscles  has  been  found  and  these  cases  are  inevitably 
fatal.  The  prognosis  in  acute  gastric  dilatation  in  pneumonia 
occurring  during  the  febrile  stage  is  as  a  rule  fatal.  Recoveries 
have  been  reported  in  those  cases  in  which  it  occurred  after  the 


136  TRANSACTIONS    OF   THE 

crisis.      In  our  case  the  dilatation  occurred  at  the  height  of  the 

disease  and    the   recovery    makes  it  still  more  interesting  and 

unusual. 

249  Hewes  Street. 
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Held  at  Hot  Springs,  \'a.,  May  29,  30  and  31,  1912. 
The  President,  Walter  Lester  Carr,  M.  D.,  in  the  Chair. 

THE    president's  ADDRESS:       THE  RELATION  OF  THE  AMERICAN 

PEDIATRIC    SOCIETY  TO    THE    MOVEMENTS    FOR    THE    REDUCTION 

OF    INFANT    MORTALITY. 

After  thanking  the  society  for  the  honor  conferred  upon  him, 
Dr.  Walter  Lester  Carr  of  New  York,  said  that  the  word  con- 
servation might  have  been  overused  but  it  nevertheless  brought 
to  our  minds  the  improved  conditions  that  prevailed  in  an 
awakened  public  sentiment  regarding  natural  resources  and  an 
appreciation  of  the  value  of  health  and  life.  It  was  only 
necessary  to  look  over  the  Index  of  the  Transactions  of  this 
Society  to  note  the  changed  point  of  view  of  the  profession  as 
evidenced  by  the  titles  of  the  papers  presented  in  recent  years. 
Now  the  topics  concerned  nutrition  and  problems  of  metabolism, 
while  formerly  the  subjects  were  more  often  of  clinical  and 
pathological  interest.  Many  influences  felt  by  this  society  and 
similar  organizations  had  been  outside  of  their  direct  sphere  of 
activity.  Some  of  these  influences  had  made  a  change  in  their 
attitude  toward  disease  and  they  had  assimilated  them  as  part 
of  the  science  of  medicine.  Latterly  popular  knowledge  of 
science  and  medicine  had  led  to  the  formation  of  societies  with 
membership  lists  of  physicians  and  laymen  who  had  cooperated 
for  the  public  good  along  educational  lines.  One  such  society, 
the  aim  of  which  had  been,  not  only  medical,  but  also  progressive 
and  educational,  had  brought  to  discussion  the  views  of  clinicians 
and  sanitarians  and  by  the  publicity  given  to  its  meetings  and 
publications  had  aroused  popular  sentiment  and  effected  many 
reforms.  In  another  society  physicians  had  worked  hand  in 
hand  with  tenement  visitors,  staticians,  and  trained  nurses  to 
lessen  the  death  rate  in  infancy.  Boards  of  Health  and  Milk 
Commissions  had  enlarged  the  sphere  of  preventive  medicine  and 
their  efforts  had  been  reflected  in  this  Society  more  largely 
perhaps  than  in  any  similar  body  of  medical  men.  Reference 
was  made  to  these  efforts  for  conservation  to  show"  how  far  the 
public  had  advanced  in  its  education  and  to  revert  to  the  fact 
that  by  increasing  knowledge  that  could  be  understood  by  the 
public  they  gave  them  the   power  to  combat  disease  and  an 
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understanding  of  the  influence  of  heredity,  environment,  infec- 
tion, and  lowered  resistance.  Making  war  against  the  origin  of 
disease,  they,  as  pediatricians,  dealt  directly  with  the  formative 
period  of  life  and  had  without  intent  on  their  part  limited  their 
activities  along  special  lines  of  scientific  work  because,  for  a 
time,  they  seemed  to  have  settled  some  important  medical 
problems  and  to  have  relegated  many  medical  topics  to  semi- 
medical  organizations,  over  which  they  exerted  only  indirect 
control.  This  was  the  position  they  occupied  in  the  broad 
problem  of  the  conservation  of  infant  life.  Infant  mortality, 
child  labor,  and  physical  betterment,  although  interwoven  with 
economic  problems,  confronted  them  and  they  became  more  and 
more  important  with  a  lowered  birth  rate,  as  it  was  an  essential 
requirement  that  the  surviving  members  of  the  race  should  be 
endowed  wnth  the  highest  potential  efficiency  to  improve  their 
physical  standards  and  to  build  upon  them  a  more  controlled 
and  stable  human  machine.  Allowing  that  there  were  many 
aspects  of  these  problems  that  could  not  be  made  part  of  the 
regular  program  of  their  meetings,  they  had  a  responsibility  that 
their  organization  could  not  pass  on  to  those  whose  knowledge 
was  less  definite  than  theirs,  nor  could  they  in  justice  to  them- 
selves and  to  the  community  relegate  the  topics  to  other  societies 
wnthout  giving  them  expert  advice.  They  could  widen  their 
sphere  of  usefulness  by  having  representatives  appointed  to 
affiliate  with  organizations  having  to  do  with  the  betterment  of 
the  child.  Such  representatives  would  confer  on  problems  of 
social,  economic,  and  pedagogic  importance,  and  would  be 
ready  to  present  information  of  the  physical  needs  of  the  growing 
child  and  the  dangers  of  pathological  influences.  After  referring 
to  the  work  that  was  being  done  in  the  reduction  of  infant  mor- 
tality in  Continental  Europe,  Great  Britain,  and  the  Canal  Zone, 
the  speaker  told  of  the  work  of  the  New  York  Health  Department 
which  showed  that  from  the  year  1808,  when  the  death  rate 
among  infants  was  203  per  1000,  to  the  year  191 1,  when  it  was 
120  per  1000,  there  was  a  decrease  of  almost  60  per  cent.  During 
the  last  quinquenium  tuberculous  diseases  other  than  pulmonary 
tuberculosis  had  decreased  71  per  cent.  All  diarrheal  diseases 
combined  showed  a  decrease  of  43  per  cent.  The  congenital 
diseases  showed  a  reduction  of  15  per  cent.  The  mortality  from 
all  causes  decreased  from  229.46  to  146.25  per  1000  infants,  a 
decrease  of  36  per  cent.  The  only  cause  which  showed  an 
increase  was  that  of  syphilis  which  increased  30  per  cent.  With 
all  due  allowance  for  the  efforts  of  the  organizations  and  the 
variation  in  death  rate  he  believed  that  some  results  of  the  dis- 
cussions of  their  society  were  shown  in  the  mortality  rates 
quoted.  He  thought  that  by  constant  repetition  they  had 
impressed  physicians  and  the  laiety  with  the  fact  that  prevention 
of  disease  was  possible,  and  a  study  of  cause  was  better  than 
treatment  of  effect.  Three  things  were  essential  to  this  society 
in  order  to  insure  its  vitalitv  and  usefulness.     First,  they  must 
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add  to  their  study  of  diseases  observed  in  infancy  and  child- 
hood from  the  standpoint  of  their  pathological  and  clinical 
histories,  comparative  and  tabulated  records,  and  methods  of 
precision,  so  that  they  might  judge  more  accurately  of  the  semi- 
ology of  disease.  Their  collective  investigations  on  scurvy  and 
epidemic  poliomyelitis  could  be  extended  to  other  topics,  bearing 
in  mind  that  ever  scientific  topic  was  subject  to  review,  and 
that  there  was  none  immutable  and  fixed.  Second,  a  program 
relating  to  metabolic  processes,  more  especially  to  those  of 
infancy  and  childhood,  arranged  so  that  investigators  would 
present  to  this  society  for  discussion  the  results  of  laboratory 
investigations  that  bore  on  their  clinical  studies.  From  the 
nature  of  investigations  made  necessary  along  the  lines  of  devel- 
opment and  physiological  growth,  the  laboratory  offered  the 
best  field  for  experimental  work  and  the  pure  clinician  should 
await  the  deductions  of  members  of  the  society  who  were  labora- 
tory workers.  Many  experiments  on  metabolism  were  as  yet 
of  limited  value  because  they  were  links  of  an  incomplete  chain, 
the  strength  of  which  they  could  not  judge  until  it  was  fully 
forged.  Third,  an  endorsement  of  movements  having  to  do 
with  physiological  and  economic  problems  relating  to  infancy 
and  childhood,  particularly  those  of  mortality  and  disease. 
Congenital  diseases  were  among  those  that  might  be  brought 
under  this  class.  The  society  could  not  stand  as  the  highest 
pediatric  body  in  this  country  if  it  failed  to  recognize  the  many 
influences  that  were  at  work  to  lower  the  mortality  in  infancy 
and  childhood  nor  could  its  opinions  be  made  authoritative  unless 
it  cooperated  officially  with  other  agencies  having  this  object 
in  view.  They  should  be  ready  to  give  hearty  aid  and  approval 
to  societies  that  approached  pediatrics  from  standpoints  other 
than  medical. 

A  BRIEF  REPORT  OF  AN  EPIDEMIC  OF  SORE  THROAT,  WITH  INVOLVE- 
MENT OF  THE   CERVICAL  LYMPH  NODES. 

Dr.  John  Ruhrah  of  Baltimore  said  there  had  been  reported 
from  time  to  time  in  European  cities  certain  epidemics  more  or  less 
definitely  associated  with  the  milk  supply,  and  some  had  been 
called  septic  sore  throat.  The  report  of  the  Marine  Hospital  and 
Public  Health  Service  recorded  eight  epidemics  that  occurred  in 
England,  the  first  in  1881  and  the  last  in  1905.  In  the  examina- 
tions of  many  of  the  cases  the  streptococcus  was  found.  In 
seven  of  the  eight  epidemics,  one  or  more  cows  was  discovered 
suffering  from  mastitis  or  from  an  eruption  on  the  udder.  In 
1 90S  there  was  a  remarkable  epidemic  that  occurred  at  Chris- 
tiana which  was  found  to  be  due  to  the  milk  supply,  and  one  cow 
was  discovered  with  a  diseased  udder.  Similar  epidemics  had 
been  reported  in  other  foreign  cities.  The  first  outbreak  in  the 
United  States  occurred  in  Boston  in  1911 ,  and  was  one  of  unusual 
severity,  and  was  traced  to  one  of  the  largest  and  best  con- 
trolled  dairies   supplying   milk   in    Boston.     This   year,   in  the 
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month  of  February,  a  similar  infection  was  noted  and  Dr.  Mark 
Richardson,  Secretary  of  the  ^lassachussetts  State  Board  of 
Health,  wrote:  ''We  found  at  a  milk  depot  of  this  firm  condi- 
tions which  we  thought  explained  it.  At  any  rate  we  requested 
that  all  the  milk  from  this  special  milk  depot  be  pasteurized,  and 
the  epidemic  promptly  ceased."  A  similar  outbreak  occurred 
at  Concord,  N.  H.  and  Davis  and  Rosenow  reported  a  large 
number  of  cases  that  occurred  in  Chicago.  In  Baltimore  the 
epidemic  began  early  in  January;  the  cases  increased  in  number 
throughout  February  and  in  the  third  and  fourth  weeks  became 
very  numerous.  After  the  first  three  weeks  of  March  were  over 
very  few  of  the  typical  cases  were  noted.  Dr.  Louis  Hamburger 
prepared  a  number  of  charts  which  illustrated  the  various  phases 
of  the  epidemic.  The  Baltimore  epidemic  differed  somewhat 
from  the  other  epidemics  in  that  children  were  very  largely 
affected,  fully  50  per  cent,  of  the  cases  occurring  in  early  child- 
hood. The  organism,  frequently  in  pure  culture,  which  was  seen 
in  smears  made  from  these  cases,  was  a  diplococcus  with  a  distinct 
capsule,  easih"  demonstrable  with  the  usual  capsular  stains.  It 
was  Gram-positive.  Its  thermal  death-point  in  milk  was  54°  C. 
at  an  exposure  of  twenty  minutes.  The  symptoms  of  four 
classes  of  cases  were  given:  the  cases  of  mild  type,  cases  of 
average  severity,  cases  of  severe  type,  and  those  with  symptoms 
of  unusual  intensity,  usuallly  owing  to  some  sever  complication 
occurring  at  the  onset.  The  complications  attending  this  disease 
were  remarkable  for  their  number  and  their  intensity;  most  com- 
mon of  all  was  the  inflammation  of  the  middle  ear  which  occurred 
in  from  30  to  40  per  cent,  of  the  cases.  Xext  to  this  were  irreg- 
ular swellings,  sometimes  suggesting  an  edema,  at  other  times 
suggesting  abscess  formation,  although  these  swellings  rarely 
suppurated.  The  lessons  to  be  learned  from  this  epidemic  were: 
First,  that  a  streptococcus  infection  might  be  caused  by  infected 
milk,  and  this  disease  might  be  exceedingly  severe  and  attended 
with  numerous  complications  and  fatalities;  second,  that  even 
in  cold  weather  milk  might  be  the  source  of  disease;  third,  that 
no  matter  how  carefully  raw  milk  was  handled  it  might  at  times 
be  a  source  of  danger,  and  fourth  that  the  milk  supply  to  cities 
should  be  pasteurized,  and  that  where  by  accident  the  dairy 
company  could  not  properly  pasteurize  its  milk,  it  should  be 
compelled  to  notify  its  consumers,  so  that  they  could  either 
pasteurize  or  boil  the  milk  themselves. 

DISCUSSION. 

Dr.  L.  Emmett  Holt  of  Xew  York  asked  if  Dr.  Ruhrah  could 
give  them  a  line  on  how  the  disease  got  into  the  milk  and  what 
was  the  condition  of  the  employees. 

Dr.  Charles  Gilmore  Kerley  of  Xew  York  said  that  the  case 
reported  interested  him  very  much.  He  had  seen  a  case  in 
Brooklyn  a  short  time  ago  in  which  the  child  developed  an  illness 
along  about  the  same  lines  as  Dr.  Ruhrah's  case.     There  was 
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redness  of  the  throat  and  swelling  of  the  glands  which  was  followed 
by  a  mild  pneumonia.  The  child  was  mading  a  good  recovery 
when  peritonitis  of  a  severe  type  developed.  The  symptoms 
subsided  and  it  was  believed  that  the  child  was  well  when  an 
acute  nephritis  developed.  There  was  urinary  suppression  for 
twenty-four  hours.  This  acute  condition  improved  when  the 
peritonitis  returned.  The  child  finally  died  after  four  week's 
illness. 

Dr.  Samuel  McClintock  Hamill  of  Philadelphia  said  that 
he  understood  that  the  final  fall  in  the  prevalence  of  the  disease 
was  due  to  the  repasteurization  of  the  milk  from  that  dairy,  but 
what  he  would  like  to  know  was  to  what  the  preliminary  fall 
was  due,  the  one  that  occurred  in  March.  He  asked  whether 
they  dispensed  milk  gathered  from  a  large  number  of  farms  and 
if  there  was  any  disease  manifested  among  the  cattle  on  the 
farms.  With  regard  to  the  cream  on  the  market,  they  had  at 
the  last  meeting  of  the  Association  appointed  a  committee  which 
was  to  make  a  standard  for  the  certification  of  all  cream.  This 
committee  had  done  good  work  and  they  could  now  rely  upon  the 
cream. 

Dr.  J.  H.  Mason  Knox,  Jr.,  of  Baltimore  said  there  were  one 
or  two  points  he  wished  to  speak  about.  The  first  was  a  compli- 
cating erysipelas,  of  which  he  had  seen  two  fatal  cases.  In  both 
there  was  a  little  reddening  of  the  throat  but  no  bubos.  In 
another  case  there  were  two  swollen  reddened  areas  with  points 
standing  from  3  to  4  cm.  upon  the  skin.  The  erysipelas  did  not 
spread  far  in  this  case  and  the  child  made  a  good  recovery.  In 
another  case  which  was  very  severe  and  accompanied  by  high 
temperature,  there  were  marked  bubos  and  otitis  media.  They 
were  also  concerned  as  to  the  possible  presence  of  peritonitis. 
The  child  had  a  large  spleen  such  as  was  seen  only  in  malaria  or 
splenomegaly.  The  child  made  a  recovery  but  after  a  few  days 
developed  typical  scarlet  fever;  it  seemed  that  in  some  instances 
there  was  an  organism  associated  with  septic  sore  throat  which 
gave  clinical  evidence  of  scarlet  fever  and  he  wished  to  know  if 
any  one  else  had  such  an  experience. 

Dr.  Fritz  B.  Talbot  of  Boston  reported  a  case  which  he  had 
seen  in  one  of  the  children's  clinics  which  a  member  of  the  Board 
of  Health  diagnosed  as  a  diplococcus  infection,  and  Dr.  Ruhrah's 
report  on  the  bacteriology  of  his  case  made  this  case  more  inter- 
esting. There  was  a  ver}^  curious  coincidence.  During  the  to 
previous  summers  there  occurred  the  same  form  of  bacillary  dys- 
entery, but  this  summer  there  was  a  streptococcus  infection  of  the 
gastrointestinal  tract.  A  large  number  of  babies  also  developed 
pyelitis.  In  the  majority  of  these  cases  the  pure  culture  of 
streptococcus  was  isolated  from  the  urine. 

Dr.  Frank  Churchill  of  Chicago  said  they  were  having  a 
similar  epidemic  in  Chicago  which  was  being  carefully  studied. 
Just  how  far  they  had  progressed  with  this  study  he  did  not 
know  but  the  epidemic  could  not  be  attributed  entirely  to  one 
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particular  milk  delivery.  The  infection  was  severe  and  it 
attacked  many  doctors.  In  all  the  cases  streptococci  were 
found. 

Dr.  John  Lovett  Morse  of  Boston  said  they  had  had  two 
similar  epidemics  in  Boston,  one  in  the  spring  of  1911  and  one  this 
last  winter.  The  one  occurring  in  1911  was  severe.  It  was  not 
only  traced  to  the  milk  but  to  the  man  that  supplied  the  milk. 
This  man  had  a  sore  throat.  The  striking  feature  of  the  Boston 
cases  was  not  the  severe  original  infection  but  the  severity  of  the 
complications,  such  as  endocarditis  and  general  peritonitis,  un- 
doubtedly due  to  the  blood  infection.  The  cases  with  periton- 
itis were  almost  invariably  fatal  whether  operated  upon  or  not. 
In  the  epidemic  of  the  present  year  there  had  been  a  large  number 
of  glandular  involvements,  but  only  a  very  small  proportion  of 
them  suppurated.  If  suppuration  occurred  it  was  deep  and 
gland  after  gland  become  involved. 

Dr.  Pervival  James  Eaton  of  Pittsburgh  asked  if  the  autog- 
genous  vaccines  had  been  used  in  treatment. 

Dr.  John  Ruhr.\h  of  Baltimore,  in  closing  the  discussion, 
said  that  in  answer  to  Dr.  Holt's  question  as  to  how  the  infection 
got  into  the  milk,  he  could  not  say;  there  had  been  a  certain 
amount  of  investigation  but  they  had  been  unable  to  determine 
this  point.  In  England  it  was  found  that  the  disease  originated 
from  abscesses  or  other  diseased  conditions  about  the  mammar}- 
gland.  In  Christiana  the  infection  was  traced  to  one  cow  in  the 
herd  which  had  a  streptococcus  identical  with  that  causing  the 
sore  throat. 

In  answer  to  Dr.  Hamill's  question  regarding  the  fall,  he  said 
he  thought  this  was  more  apparent  than  real;  the  fall  probably 
occurred  in  the  children  who  had  had  the  disease. 

In  regard  to  Dr.  Knox's  discussion,  he  said  that  in  this  epi- 
demic the  children  had  a  rash  strongly  suggestive,  but  not  at 
all  typical,  of  scarlet  fever.  It  faded  away  more  quickly.  As 
to  whether  the  organism  was  a  diplococcus  or  a  streptococcus,  it 
could  not  be  stated  as  yet.  Dr.  McCleary  had  studied  a  number 
of  cases  and  he  had  the  idea  that  the  organism  was  a  pneu- 
mococcus.  In  nearly  all  of  the  cases  there  was  a  combination 
of  the  streptococcus  and  pneumococcus. 

In  many  of  the  cases  the  streptococcus  seemed  to  be  the 
cause  of  the  trouble. 

In  answer  to  Dr.  Eaton's  question  regarding  treatment, 
he  said  that  the  therapeutics  employed  had  been  very  unsatis- 
factory. No  vaccines  had  been  u^.ed  so  far  as  he  knew.  When 
they  had  a  case  with  high  temperature,  hydrotherapy  was  used. 
Many  of  these  cases  ran  a  continuous  temperature  and  therapy 
did  not  have  the  slightest  effect. 

THE    coagulation    OF    BLOOD    IN    INFANTS    AND    CHILDREN. 

Dr.  Howard  Childs  Carpenter  and  Dr.  J.  Clayton  Gittings 
of  Philadelphia  presented  this  communication.     The  value  of  a 
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reliable  yet  practical  determination  of  the  coagulation  time  of 
blood  was  obvious,  yet  the  amount  of  experiment  expended 
upon  it  within  recent  years  testified  to  the  difficulties  inherent 
to  most  of  the  clinical  methods  which  had  been  devised.  The 
large  majority  of  observations,  however,  had  been  made  upon 
adults  so  that  it  seemed  desirable  to  extend  the  study  to  infants 
and  children,  both  in  health  and  disease,  in  order  to  decide  if 
possible  upon  a  standard  for  comparison.  Before  presenting 
the  conclusions  of  other  authors  and  the  results  of  their  own 
work  they  considered  the  various  coagulometers  in  use.  Their 
clinical  material  had  been  drawn  from  the  Children's  Depart- 
ment of  the  Philadelphia  General,  University  and  Presbyterian 
Hospitals  and  the  Children's  Hospital.  They  had  made  192 
examinations  on  176  patients.  Of  these,  eighteen  examinations 
of  sixteen  patients  have  an  undetermined  coagulation  time,  and 
re-examinations  could  not  be  made.  Of  160  patients  which  gave 
a  positive  coagulation  time,  thirty-five  were  healthy,  without 
ascertainable  disease,  except  such  afflictions  as  ring- worm  of 
the  scalp  and  scabies  (eight  cases);  125  cases  suffered  from  a 
variety  of  diseases.  Grouping  all  the  healthy  cases  and  those 
suffering  from  disease,  they  found  the  following:  Healthy 
cases — average  coagulation  time,  thirty-nine  examinations,  9.4 
minutes  (5  to  14  miinutes).  Cases  not  healthy,  average  coagu- 
lation time,  135  examinations,  9.7  minutes  (5  to  16  minutes.) 
This  showed  an  unimportant  difference  between  the  well  and  the 
sick.  Although  the  literature  contained  very  little  reference  to 
the  coagulation  time  in  childhood  as  compared  with  adult  life, 
the  usual  statement  they  found  was  to  the  effect  that  there 
was  practically  no  difference  except  during  the  first  few  days 
of  life,  when  a  delay  was  observed.  Their  results  for  older 
infants  and  children  showed  no  material  differences  from  the 
accepted  result,  although  the  average  for  childhood  was  higher 
than  the  average  for  adults  tested  by  the  Biffi  method.  The 
author's  was  9.5  minutes;  Biffi's  7  to  10  minutes.  A  study  of 
the  published  results  on  adults  according  to  various  methods 
emphasized  certain  facts.  First,  that  in  each  individual  disease 
the  maximum  and  minimum  figures  usually  showed  a  wide 
variation.  They  had  alluded  to  this  in  referring  to  their  figures 
for  meningitis  and  nephritis.  It  was  easy  to  see  that  the  possi- 
bility of  such  variation  in  a  selected  case  would  be  apt  to  negative 
the  importance  of  the  results-.  A  second  noteworthy  fact  was 
that  the  various  diseases  showed  average  differences  which  could 
hardly  be  considered  of  any  real  importance.  They  emphasized 
the  importance  of  the  fact  that  the  average  figures  showed  much 
less  variation  than  those  for  the  individual.  Finally  they  found 
rather  more  than  the  usual  disagreement  in  the  results  of  various 
observers.  Allowing  for  the  personal  factor  and  the  difference 
in  technic  and  method,  the  inconsistencies  still  appeared  to  be 
unduly  suspicious.  If  those  objections  were  true  in  regard  to 
the  results  in  adults,  their  work  had  proved  them  to  be  equally 
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true  in  the  case  of  the  child,  with  the  added  advantage  that  the 
examinations  of  the  coagulability  of  blood  in  children  were 
attended  with  increased  difficulty.  It  would  seem  to  them 
that  future  efforts  should  be  directed  toward  solving  the  problem 
of  blood  coagulation  per  se,  or  to  a  study  of  coagulability  accord- 
ing to  the  more  advanced  standards,  i.e.  the  determination  of 
the  presence  or  absence,  increase  or  diminution,  in  one  or  more 
of  the  various  elements  concerned  in  the  formation  of  thrombin 
and  in  the  latter's  action  upon  fibrinogen. 

DISCUSSION. 

Dr.  Alfred  Hand.  Jr.,  of  Philadelphia  asked  if  any  such 
studies  had  been  made  in  cases  of  typhoid  fever  and  pneumonia. 
In  both  of  these  diseases  there  was  quite  a  considerable  formation 
of  fibrin  which  caused  a  more  or  less  plastic  state  of  the  blood 
and  this  might  explain  the  beneficial  effects  from  drugs  used  in 
lessening  the  plastic  state  of  the  blood. 

Dr.  J.  P.  Crozer  Griffith  of  Philadelphia  said  that  nose 
and  throat  men  laid  much  stress  upon  the  influence  of  certain 
agents  upon  the  coagulability  of  the  blood,  but  he  was  rather 
skeptical  about  them. 

Dr.  Howard  C.  Carpenter  of  Philadelphia,  in  closing  the 
discussion,  said  that  the  coagulability  of  the  blood  in  cases  of 
bronchopneumonia  was  practicably  normal,  but  that  it  would 
be  a  mistake  to  draw  any  definite  conclusions  from  so  few  cases. 
There  were  more  cases  of  bronchopneumonia  experimented 
upon  than  of  lobar  pneumonia. 

In  answer  to  Dr.  Griffith  he  said  that  he  did  not  believe 
that  such  an  examination  by  clinical  methods  meant  anything 
except  in  the  grossest  way. 

inclusion  bodies  in  the  blood  of  scarlet  fever  as  a  means 
OF  differential  diagnosis. 

Dr.  Matthias  Xicoll,  Jr.,  and  Dr.  Anna  M.  Williams 
presented  this  communication,  which  Dr.  Xicoll  read.  He  said 
that  Professor  Dohle  of  the  Institute  of  Pathology-  of  Kieff  had 
reported  that  in  thirty  cases  of  scarlet  fever  blood  examined  by 
him  he  had  found  almost  with  exception  certain  inclusion  bodies 
in  the  polynuclear  leukocytes.  These  bodies  had  not  previously 
been  described.  By  various  methods  of  staining  they  could  be 
differentiated  from  the  nuclear  substance,  even  when  they  lay 
near  it.  They  could  not  be  found  after  the  sixth  day  of  the  dis- 
ease. A  large  number  of  control  cases  were  examined  and  in- 
clusion bodies  were  found  in  but  three.  One  of  these  was  a  case 
of  pneumonia  and  the  author  thought  the  specimen  might  have 
been  mislabeled,  and  the  others  were  cases  of  carcinoma  in  one 
of  which  the  bodies  were  not  typical,  and  in  the  other  the  bodies 
could  not  be  distinguished  from  those  of  scarlet  fever.  Dr. 
Martin  Kretchmar  of  the  University  of  Strassburg  reported  that 
he  had  been  able  to  confirm  Dr.  Dohle's  work.     With  the  pur- 
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pose  of  testing  these  findings  the  writers  of  this  paper  had  begun 
work.  They  had  studied  blood  smears  from  fifty-one  cases 
of  scarlet  fever,  together  with  twenty-five  control  cases,  with  the 
result  that  forty-five  cases  of  scarlet  fever  showed  inclusion 
bodies  such  as  Dohle  described,  and  six  failed  to  do  so.  Of  the 
negative  cases  one  had  been  ill  for  eight  days  or  more,  two  for 
ten  days  or  more,  one  for  twelve  days,  one  for  fourteen  days, 
and  one  for  thirty  days.  The  great  majority  of  positive  cases 
had  been  sick  for  less  than  a  week,  and  most  of  them  for  less 
than  four  days.  In  making  the  examinations  two  or  three 
smears  were  taken  from  each  case;  one  was  stained  with  Manson's 
stain  and  another  with  Giemsa's  stain  over  night.  The  inclu- 
sions were  found  chiefly  in  the  polynuclear  leukocytes  and 
varied  in  size  and  shape  from  small  coccus  forms  to  large  irreg- 
ular masses  one-fifth  the  size  of  a  red  blood  corpuscle.  Bacillary 
forms  were  also  seen.  With  Manson's  stain  the  nuclei  took  on 
a  deep  blue  color,  the  cytoplasm  a  very  faint  blue,  and  the  inclu- 
sions a  tint  between  the  two.  With  the  Giesma  stain,  the  inclu- 
sions took  on  a  clear  delicate  blue  identical  with  that  of  plastin. 
The  nuclei  colored  magenta.  With  Manson's  stain  the  inclu- 
sions stood  out  more  clearly.  In  a  fresh  case  of  scarlet  fever 
the  bodies  were  found  in  nearly  every  polynuclear  leukocyte. 
They  had  been  unable  as  yet  to  determine  how  long  the  bodies 
persisted.  Generally  they  were  found  during  the  first  week  at 
least.  Of  the  control  cases  only  three  showed  inclusions.  These 
were  a  pneumonia  case  in  a  luetic  patient,  a  case  of  erysipelas 
in  an  infant,  and  a  complicated  measles  case  in  which  the  diag- 
nosis was  doubtful  as  to  whether  there  was  a  complicating 
scarlatina  or  not.  In  order  to  eliminate  the  personal  element 
from  the  investigation,  the  nature  of  the  cases  from  which  the 
blood  was  taken  was  not  disclosed  to  the  examiner  until  the 
findings  had  been  jotted  down.  With  the  exceptions  noted,  not 
the  slightest  difficulty  was  experienced  in  picking  out  the  cases 
of  scarlet  fever.  At  the  present  time,  they  thought  they  were 
justified  in  concluding  that  a  blood  examination  in  the  first 
week  of  the  disease  would  serve  to  differentiate  scarlet  fever  from 
measles,  German  measles,  and  probably  from  toxic  eruptions. 

DISCUSSION. 

Dr.  Charles  Gilmore  Kerley  of  New  York  said  that  four 
weeks  ago  two  children  came  down  on  the  same  day  with  a  rash 
like  scarlet  fever  but  very  atypical.  Knowing  of  the  work 
that  Dr.  NicoU  was  doing,  he  sent  him  two  slides  for  diagnosis. 
One  slide  was  positive  and  the  other  negative.  In  the  case 
which  was  reported  as  positive  the  rash  disappeared  in  a  day  or 
two  and  the  child  was  kept  in  quarantine  and  desquamated. 
The  child  reported  as  negative  was  kept  in  quarantine  for  ten 
days  but  did  not  desquamate.  One  of  these  patients  had 
scarlet  fever  while  the  other  had  no  si^ns  of  the  disease.      Dr. 
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Nicoll  had  certainly  given  them  a  tremendous  aid  in  diagnosis 
these  obscure  cases. 

Dr.  Butterworth  of  New  Orleans  said  that  twelve  years  ago 
he  was  interested  in  yellow  fever  and  had  studied  the  disease  in 
Vera  Cruz.  After  working  for  three  months  studying  the  blood 
in  this  disease  be  thought  he  had  found  a  body  which  promised 
to  throw  much  light  on  the  subject.  He  published  an  account 
of  it  and  found  later  that  it  was  only  a  yeast  fungi.  He  there- 
fore advised  them  to  "go  slow"  in  this  matter. 

Dr.  Matthias  Xicoll,  Jr.,  of  New  York  said  they  had  made 
an  attempt  to  show  how  long  the  bodies  would  last  but  that  they 
disappeared  in  from  five  to  twenty-eight  days.  The  work  of 
differentiating  scarlatinif  orm  rashes  was  very  interesting.  Some 
of  the  cases  were  not  at  all  suspicious  and  did  not  desquamate; 
they  were  unquestionably  cases  of  German  measles.  With 
regard  to  Dr.  Butterworth's  remarks,  he  said  he  did  not  know 
what  Dr.  Butterworth  meant;  the  bodies  were  present  in  scar- 
let fever  and  were  not  found  in  any  other  condition  so  far  as  he 
knew  except  in  cases  of  sepsis.  Just  what  the  bodies  were  he 
did  not  know,  nor  did  he  care. 

congenital  obstruction  of  the  posterior  urethra. 

Dr.  J.  H.  Mason  Knox,  Jr.  and  Dr.  Thomas  J.  Sprunt  of  Balti- 
more reported  this  case.  The  patient  was  a  boy  five  years  old 
who  had  difficulty  in  controlling  micturition  from  infancy,  the 
urine  passing  every  half  hour  of  the  day  and  night  and  was  at- 
tended with  no  pain.  Four  weeks  before  death,  there  occurred  a 
sudden  onset  of  the  terminal  illness  with  cough,  abdominal  pain, 
vomiting  and  constipation.  The  physical  examination  showed 
malnutrition,  purulent  conjunctivitis,  discharge  from  the  left 
ear,  tonsillar  abscess,  a  tumor  above  the  symphysis  with  a  dull 
percussion  note,  redundant  foreskin  with  phimosis.  His  hemo- 
globin was  70  per  cent.  He  had  no  fever.  Later  his  vomiting 
became  more  frequent  and  there  were  many  convulsive  seizures 
and  a  breathing  that  was  suggestive  of  air  hunger.  He  was  cir- 
cumsized  three  weeks  before  death  with  the  result  of  slightly 
improving  the  flow  of  urine.  All  attempts  at  catheterization 
failed.  At  autopsy  there  was  found  an  obstruction  in  the  pros- 
tatic portion  of  the  urethra,  which  was  converted  into  a  blind 
pouch  by  the  fusion  of  its  anterior  and  posterior  walls,  due 
apparently  to  an  overdevelopment  of  folds  normally  present 
immediately  distal  to  the  verumontanum.  A  small  triangular 
opening  whose  sides  measured  3  mm.  situated  in  the  floor  of  this 
pouch  was  the  only  communication  with  the  anterior  urethra 
and  through  this  the  urine  must  pass.  As  a  result  of  the  urinary 
stasis  there  had  occurred  a  marked  dilatation  and  hypertrophy 
of  the  bladder,  ureters,  and  kidney  pelves  with  typical  hydro- 
nephrosis terminating  in  uremia. 

They  had  been  unable  to  find  any  case  of  congenital  mem- 
branous obstruction  occurring  in  the  prostatic  urethra  reported 
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in  full  in  the  American  literature,  and  yet  the  condition  had  not 
been  infrequently  described  abroad.  They  believed  that  the 
possibility  of  interference  to  the  urinary  flow  from  such  a  con- 
genital malformation  should  be  considered  whenever  the  cause 
of  the  obstruction  was  not  obvious,  especially  should  there  be 
a  peristently  distended  bladder.  A  partial  obstruction  of  this 
nature  was  compatible  with  the  passage  of  a  normal  daily  amount 
of  urine  but  there  might  be  either  increased  frequency  of  mic- 
turition or  incontinence  if  the  lumen  was  not  absolutely  oc- 
cluded. The  condition  if  recognized  could  be  easily  corrected. 
Dr.  J.  P.  Crozer  Griffith  of  Philadelphia  said  that  he  had  a 
photograph  at  home  which  showed  exactly  the  same  condition. 
There  was  a  great  distention  of  the  abdomen  due  to  the  bladder 
distention.  The  outer  passages  were  entirely  blocked,  but  he 
did  not  know  the  nature  of  the  block. 

STUDIES    IN    METABOLISM    OF    AMAUROTIC    IDIOCY. 

Dr.  Henry  Heiman,  Samuel  Bookman,  Ph.  D.,  and  Dr. 
BuRRiLL  B.  Crohn  of  New  York  City  presented  this  paper. 
The  obsciirity  regarding  the  true  nature  of  this  disease  was 
still  as  great  as  ever.  In  view  of  the  fact  that  this  disease 
was  so  prominently  characterized  by  a  marked  and  generalized 
degeneration  of  nerve  cells  and  nerve  tissue  it  would  be  inter- 
esting to  discover  the  chemical  evidences  in  the  excretions  of 
the  degenerative  process  which  they  knew  to  be  going  on. 
This  should  be  evidenced  by  some  disturbance  in  the  excretion 
of  those  elements  which  were  so  largely  an  integral  part  of 
nerve  tissue,  namely  phosphorus  and  sulphur.  Despite  the 
valuable  information  that  could  be  expected  from  a  chemical 
study,  this  aspect  of  the  disease  had  been  up  to  the  present 
time  almost  entirely  neglected.  A  perusal  of  the  recent  litera- 
ture failed  to  show  any  extended  metabolic  studies.  The 
opportunity  having  presented  itself  of  observing  two  cases  of 
this  disease,  it  seemed  worth  while  to  undertake  the  study  of 
its  metabolism.  Both  were  typical  cases  of  amaurotic  family 
idiocy.  The  first  case  was  fifteen  months  of  age,  the  second 
seven  months.  Histories  of  these  cases  were  presented,  and 
tables  showing  the  daily  averages  of  intake  and  output  of  nitro- 
gen, sulphur,  phosphorus  and  chlorine  were  discussed.  Also 
tables  showing  the  daily  average  retention  percentage  of  intake 
and  the  absorption  percentage  of  intake.  From  a  perusal  of 
the  data  before  them,  they  were  struck  by  the  fact  that  absorp- 
tion from  the  gastrointestinal  tract  and  retention  within  the 
body  were  normal  or  even  better  than  normal  for  all  the  con- 
stituents determined.  A  close  scrutiny  of  the  figures  for  the 
intake  and  output  of  phosphorus  and  sulphur  did  not  disclose 
a  marked  disturbance  in  the  metabolism  of  these  constituents. 
Absorption  and  retention  were  unusually  good  and  increased 
beyond  the  normal,  and  this  probably  indicated  a  hypernormal 
anabolic  function  occurring:  at  a  certain  stage  of  the  disease. 
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However,  when  one  took  into  account  the  very  slow  process  of 
degeneration,  extending  over  a  period  of  months  or  years,  and 
the  very  small  amount  of  actual  phosphorus  and  sulphur  in  the 
entire  cerebrospinal  system,  one  could  readily  understand  why 
the  daily  elimination  of  these  constituents  would  fail  to  be 
manifested  in  a  study  of  this  disease  for  short  periods  with 
their  present  methods.  It  would  be  advisable,  therefore,  to 
study  the  disease  at  intervals  during  its  course,  both  in  its 
earlier  stage  where  anabolic  changes  apparently  predominated, 
and  in  the  later  stages  where  degenerative  and  catabolic  processes 
played  the  important  role 

TYPHOID    FEVER    IN    INFANCY. 

Dr.  J.  p.  Croser  Griffith  of  Philadelphia  presented  an 
analysis  of  seventy-three  cases.  Ten  years  ago  Dr.  Ostheimer 
and  he  had  published  an  analysis  of  the  collected  cases  of  typhoid 
fever  occurring  in  the  first  two  and  a  half  years  of  life.  This 
included  eighteen  unpublished  cases  of  his  own  or  colleagues. 
He  had  added  to  these  eighteen  cases  making  seventy-three  in 
all.  More  than  half  were  under  his  own  personal  observation, 
the  largest  individual  series  yet  published  and  he  hoped  that  the 
series  might  be  useful  to  their  knowledge  of  the  symptomatology 
of  typhoid  fever  in  infancy. 

Age. — Limit  fixed  at  two  and  a  half  years  for  various  reasons. 
Of  the  seventy-three,  eight  cases  (10.96  per  cent.)  were  one  year 
or  less;  thirty-five  cases  (forty-eight  per  cent.)  from  this  age  up 
to  and  including  two  years;  thirty  cases  (41  per  cent.)  up  to  two 
and  a  half  years. 

Race' — Eighty-three  cases  white  (86  per  cent.)  and  ten 
colored. 

Family  History. — Only  sixteen  cases  exhibited  other  instances 
of  the  disease  in  the  family.  This  indicated  that  the  statement 
was  incorrect  that  typhoid  fever  in  infancy  occurred  only  or 
chiefly  in  family  epidemics,  since  seventy-eight  per  cent,  of  his 
own  cases  occurred  singly. 

Onset. — The  duration  was  established  by  spots  or  in  some 
cases  before  these  appeared  by  the  knowledge  from  the  temper- 
ature curve  that  the  disease  had  reached  its  height.  In  forty- 
two  cases  the  duration  of  onset  could  be  exactly  studied.  In 
these  he  found  an  onset  lasting  two  days  in  three  cases;  three 
days  in  three  cases;  five  days  in  nine  cases;  six  days  or  less  in 
eleven  cases;  seven  days  or  less  in  eleven  cases.  In  at  least 
forty-two  cases,  therefore — ^57.53  per  cent,  of  the  total  number — • 
the  onset  lasted  not  over  seven  days,  and  at  least  twenty  (27.40 
per  cent.)  not  over  five  days,  and  in  the  remaining  cases  the 
date  of  the  first  observation  was  not  early  enough  to  allow  of 
conclusions.  The  method  of  onset  was  studied  in  fifty-seven 
cases.  In  nineteen  of  these  the  onset  was  sudden,  the  child 
being  severely  ill  in  the  first  day.  In  sixteen  cases  the  onset 
was  rapid.     This  made  thirty-five  cases  (61.4  per  cent.)  in  which 
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the  onset  could  be  called  rapid.  In  twenty-two  cases  (38.6  per 
cent.)  the  onset  was  more  gradual. 

Fever. — In  cases  capable  of  study  the  temperature  rose  rapidly. 
Probably  three  to  four  days  would  express  the  average  time  until 
the  height  was  reached. 

Diarrhea. — This  was  much  more  frequently  seen  than  in  early 
or  later  childhood.  This  was  reported  in  forty-three  cases  (58. 90 
per  cent.)  and  was  doubtless  moderate  in  other  instances.  In 
seven  there  was  constipation  and  in  five  the  bowels  were 
undisturbed. 

Vomiting. — A  frequent  symptom,  yet  seldom  a  severe  one. 
The  cases  reported  were  twenty-five;  in  some  only  slight  or 
accasional  vomiting  occurred.  In  some  patients  this  was  the 
chief  symptom. 

Prostration. — There  were  mentioned  sixteen  cases,  and  there 
were  doubtless  many  others  but  of  a  moderate  degree. 

Headache. — There  were  reported  fourteen  cases,  all  of  two  years 
or  more.  This  was  a  condition  one  could  not  tell  about  in  the 
earlier  age. 

Loss  of  Appetite. — There  were  tewnty-five  cases,  and  this  was 
a  decided  symptom. 

Cough. — This  was  not  frequent  at  the  onset,  only  eighteen 
cases  being  reported. 

Epistaxis. — This  was  very  exceptional,  only  four  cases  being 
reported,  a  marked  contrast  to  what  occurred  in  adults. 

Distended  Abdomen. — This  was  not  often  mentioned  and  he 
had  to  report  only  five  cases.  Clearly  this  was  not  a  common 
symptom  of  onset. 

Abdominal  Pain  or  Tenderness. — Only  twelve  cases  were  men- 
tioned, all  in  the  older  subjects.     This  occurred  probably  oftener. 

Unusual  Droivsiness. — This  occurred  in  eight  cases.  One  case 
slept  all  the  time. 

Convulsions. — There  occurred  only  three  cases,  a  striking 
contrast  to  some  other  infectious  diseases. 

GENERAL  CONCLUSIONS  REGARDING  THE  ONSET. 

The  onset  of  typhoid  fever  in  infancy  was  of  decidedly  shorter 
duration  than  later  in  life,  the  length  averaging  perhaps  three  to 
four  days  before  evidence  of  the  fully  developed  attack  was 
present.  The  attack  usually  developed  rapidly  and  was  often 
sudden,  only  about  one-third  of  the  cases  showing  a  slower 
appearance  of  symptoms.  These  symptoms  consisted  chiefly  of 
fever,  diarrhea,  vomiting,  prostration,  headache,  loss  of  appetite, 
cough  in  certain  cases,  fretf ulness  and  abdominal  pain.  The 
temperature  rose  rapidly,  diarrhea  was  more  common  than 
in  childhood,  vomiting  was  a  symptom  decidedly  more  frequently 
seen  than  later,  and  loss  of  appetite  w^as  often  observed.  Pros- 
tration was  seldom  marked.  Cough,  pain  and  distention  were 
infrequent,  and  epistaxis  was  rare. 

Symptoms  of  the  Attack. — These  might  be  said  to  date  from 
the  time  the  fever  had  reached  its  height  and  the  disease  in 
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general  was  well  under  way;  or  in  other  cases  from  the  time  the 
roseola  appeared. 

General  Conclusions. — The  fully  developed  attack  of  typhoid 
fever  in  infancy  showed  many  digestive  symptoms.  There  was 
coating  of  the  tongue,  but  dryness  and  fissuring  were  exception- 
ally rare.  Redness  and  swelling  of  the  throat  would  probably 
be  found  frequent  if  examinations  were  systematically  made. 
Decided  loss  of  appetite  was  uncommon;  vomiting  was  certainly 
much  more  common  than  in  early  childhood,  being  seen  in 
decidedly  the  majority  of  the  cases,  but  was  seldom  severe  enough 
to  demand  specific  treatment.  Abdominal  distention  was  fre- 
quent, probably  more  so  than  at  later  periods  of  childhood, 
but  was  seldom  distressing.  Bronchitis  was  common.  The 
heart  and  pulse  were  seldom  much  involved.  The  nervous 
symptoms,  on  the  whole,  were  not  marked.  The  course  of  the 
temperature  was  not  characteristic. 

Complications. — Here  especially  were  diphtheria  nine;  pneu- 
monia seven;  otitis  eight;  furunculosis  five;  measles  three.  In 
addition  might  be  mentioned  ulcerous  stomatitis,  ischiorectal 
abscess,  parotitis,  submaxillar}-  abscess,  jaundice,  pertussis, 
intestinal  hemorrhage,  conjunctivitis,  aphthous  stomatitis, 
necrosis  of  the  jaw,  abscess  of  fingers,  etc.  A  decided  tend- 
ency to  suppurative  processes  were  seen  in  eighteen  cases. 
There  were  three  relapses,  possibly  four. 

Diagnosis. — In  sixty-one  cases  this  was  based  on  the  Widal 
test. 

Treatment. — This  was  entirely  symptomatic. 

DISCUSSION. 

Dr.  Alfred  Hand  of  Philadelphia  asked  Dr.  Griffith  if  he  had 
been  able  to  classify  the  cases  so  as  to  be  able  to  tell  how  many 
were  under  one  and  how  many  under  two  years  of  age.  The 
conclusions  of  Dr.  Griffith  bore  out  his  own  experience.  The 
average  duration  of  these  did  not  differ  so  much  from  those 
occurring  in  older  children.  The  cases  of  long  duration  were 
those  with  a  lower  temperature,  from  loi  to  102°  F.  The 
general  type  of  the  disease  they  were  able  to  recognize  readily 
as  a  rule  it  ran  a  short  course  with  a  high  temperature,  from 
103  to  105°  F.  He  belived  it  was  as  easy  to  diagnose  typhoid 
fever  in  infants  by  the  Widal  test  as  it  was  in  adults;  in  fact, 
this  test  was  more  valuable  in  infants  as  it  was  less  likely  that 
an  infant  had  had  a  previous  attack.  A  woman  was  admitted 
to  the  surgical  ward  with  a  diagnosis  of  appendicitis.  The 
Widal  test  was  made  and  was  positive.  It  was  learned  that  she 
had  had  typhoid  fever  six  years  previously,  whereupon  she  was 
transferred  to  a  gynecologist  as  a  case  of  pelvic  abscess.  If 
there  had  not  been  a  pre^  ious  history  of  typhoid  fever  the 
Widal  test  would  have  given  them  a  false  sense  of  security. 

Dr.  Hand  was  surprised  to  hear  of  the  high  mortality  in 
infants  because  be  thou2:ht  better  results  were  obtained  among 
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them.  A  i6  per  cent,  mortality  was  very  high.  Sometimes 
the  initial  infection  was  very  severe  and  this  caused  the  mor- 
tality to  go  up.  Dr.  Hand  could  not  recall  a  single  case  of  nose- 
bleed in  an  infant  having  typhoid.  The  disease  in  infants  was 
certainly  not  recognized  as  frequently  as  it  should  be;  many 
cases  were  at  first  attributed  to  colds  or  enteritis.  Dr.  Hand 
said  that  in  his  service,  whereas,  formerly  they  had  twenty-one 
out  of  twenty-four  beds  occupied  by  typhoid  fever  patients, 
they  now  had  only  an  occasional  case. 

Dr.  John  Lovett  Morse  of  Boston  said  that  Dr.  Griffith's 
paper  had  covered  the  ground  very  thoroughly,  and  while  his 
experience  had  not  been  as  wide  as  that  of  Dr.  Griffith  it  had 
led  him  to  agree  with  Dr.  Griffith's  conculsions  regarding  the 
onset,  the  quicker  fall  of  the  temperature,  and  the  greater 
severity  and  mortality  of  the  disease  in  infants.  He  did  not 
think  the  Widal  test  was  necessary  in  order  to  make  a  diagnosis. 
The  existence  of  leukopenia  was  a  diagnostic  aid. 

Dr.  Frank  S.  Churchill  of  Chicago  said  he  could  not  agree 
with  Dr.  Hand  that  the  diagnosis  of  typhoid  fever  in  infants 
was  an  easy  matter;  he  thought  it  extremely  difficult.  Making 
a  blood  culture  would  nail  the  diagnosis  quicker  than  the  Widal 
test.  The  examination  of  the  blood  in  was  his  opinion  the  only 
way  in  which  they  could  make  sure  that  they  were  dealing 
with  a  case  of  typhoid  fever.  Bronchitis  occurred  in  47  per  cent, 
of  the  cases  according  to  Dr.  Griffith,  but  in  his  cases  bronchitis 
occurred  more  frequently  than  this.  He  thought  it  occurred 
in  from  90  to  95  per  cent,  of  the  cases.  This  complication  was 
not  always  severe,  however. 

Dr.  Churchill  asked  in  what  stage  of  the  disease  the  leukocyte 
count  was  made. 

Dr.  Charles  Gilmore  Kerley  asked  how  the  infants  were  fed. 

Dr.  Griffith  replied  that  he  could  not  make  an  exact  answer, 
but  they  were  mostly  on  a  milk  diet.  Sometimes  they  added 
other  foods  as  broths. 

Dr.  Kerley  said  that  the  best  way  to  bring  up  the  mortality 
was  to  feed  these  children  with  typhoid  fever  milk.  In  twenty- 
four  years  of  active  work  among  children  he  had  learned  that  milk 
was  absolutely  contraindicated  in  typhoid  fever  in  infants. 

Dr.  Graham  of  Philadelphia  said  that  his  experience  with 
typhoid  fever  corresponded  largely  with  what  Dr.  Griffith 
had  said,  but  he  thought  the  mortality  rate  in  infants  was  rather 
low,  something  below  16  per  cent.  Dr.  Graham  recalled  the  time 
when  the  hospital  wards  in  Philadelphia  were  filled  with  typhoid 
fever  cases  whereas  this  year  there  had  not  been  a  single  case  in 
a  certain  hospital.  Recentl}^,  however,  he  had  seen  three  cases 
within  ten  days.  There  had  previously  been  a  case  of  typhoid 
fever  in  the  house  among  the  adults;  children  usually  got  the 
disease  in  such  instances  through  personal  contact  with  older 
individuals  and  this  should  be  guarded  against. 

Dr.  Fritz  B.  Talbot  of  Boston  reported  the  case  of  a  woman 
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under  treatment  at  the  Massachusetts  General  Hospital;  she 
entered  three  or  four  years  ago  while  nursing  her  baby.  Cultures 
of  her  milk  showed  the  typhoid  bacilli.  He  asked  Dr.  Griffith 
if  any  of  the  cases  he  had  reported  were  breast-fed  and  if  it  was 
a  common  thing  for  babies  nursed  at  the  breast  of  a  woman  with 
typhoid  to  get  the  disease. 

Dr.  Henry  Heiman  of  New  York  said  he  had  found  it  rather 
difficult  to  make  a  diagnosis  of  typhoid  fever  in  children  unless 
they  were  in  the  midst  of  an  epidemic  and  especially  in  the 
summer  time  with  the  usual  accompaniments  of  gastrointestinal 
diseases.  He  made  it  a  practice  to  have  the  Widal  test  made  in 
suspicious  cases.  As  to  blood  cultures,  it  was  difficult  to  get 
into  the  veins  of  these  little  children;  probably  they  would  get 
an  improved  technic  by  which  this  could  be  done. 

Dr.  Samuel  Adams  of  Washington  said  that  some  years  ago 
he  called  attention  to  the  frequency  of  typhoid  fever  among 
children,  a  fact  then  not  generally  recognized.  He  called  atten- 
tion to  an  epidemic  occurring  in  the  Foundling  Hospital  under 
his  supervision.  A  nurse  was  caring  for  ten  babies  and  eight 
out  of  the  ten  were  stricken  with  the  disease.  The  nurse  was 
supposed  to  be  under  the  weather  and  would  not  give  up  her 
work;  later  she  died  in  another  hospital  of  typhoid  fever.  With 
regard  to  the  high  mortality,  Dr.  Adams  said  he  wished  to  repeat 
what  Dr.  Osier  had  said  when  he  reminded  them  in  a  like  dis- 
cussion that  they  were  dealing  with  hospital  cases  and  not  with 
cases  in  private  practice.  There  was  a  marked  distinction  in 
these  two  classes  of  cases;  the  patients  brought  to  the  hospitals 
were  in  far  worse  conditions  than  those  in  private  practice  and 
they  came  from  a  worse  environment.  In  regard  to  blood 
cultures,  he  was  glad  to  hear  what  Dr.  Heinman  has  said;  in 
one  epidemic  he  had  tried  to  get  the  best  assistants  that  he  could 
but  those  he  got  hesitated  about  attempting  to  take  blood 
cultures  in  young  infants ;  they  would  not  take  chances  in  babies 
under  seven  months  of  age.  During  the  last  winter  they  had 
great  difficulty  in  getting  cases  enough  to  illustrate  before  a 
class  of  seventy-five.  Washington  was  known  as  a  malarial 
district  and  any  case  coming  to  the  hospital  with  indefinite 
symptoms  would  be  put  down  as  maralaria,  but  he  had  not 
found  a  case  of  malaria  in  five  years.  So  far  as  making  a  diag- 
nosis was  concerned  Dr.  Adams  agreed  with  most  of  the  speakers 
that  it  was  not  a  difficult  matter  in  times  of  epidemic  or  when 
it  resulted  from  house  infection;  he  had  made  diagnoses  on 
very  meager  symptoms  from  the  histories  as  presented  to  him 
by  the  parents. 

Dr.  Henry  C.  Coit  of  Newark,  N.  J.,  asked  Dr.  Griffith  if 
in  his  experience  he  had  received  reports  from  laboratories  of 
a  positive  Widal  reaction  in  cases  that  presented  no  acute  mani- 
festations of  the  disease.  This  had  occurred  in  his  experience 
at  the  Babies'  Hospital.  This  raised  the  question  of  infants 
being  typhoid  bacilli  carriers.     This  question  had  been  studied 
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by  one  of  the  men  in  the  employ  of  the  United  State  Government 
and  the  result  of  his  work  would  be  presented  in  a  paper  to  be 
read  before  the  Medical  Society  of  the  State  of  New  Jersey  at 
its  meeting  at  Spring  Lake. 

Dr.  J.  P.  Crozer  Griffith  of  Philadelphia,  in  closing  the 
discussion,  said  that  in  answer  to  Dr.  Hand's  question,  60 
per  cent,  of  the  babies  were  two  years  of  age  or  less.  With 
regard  to  its  being  a  long  continued  fever,  it  was  his  opinion  that 
this  was  the  case  much  less  frequently  than  when  the  disease 
occurred  in  older  children :  In  only  two  of  his  cases  did  the 
disease  run  for  a  long  time;  in  these  cases  it  ran  forty  and  fifty 
days  respectively. 

In  answer  to  Dr.  Churchill,  he  wished  to  say  that  bronchitis 
occurred  in  at  least  47  per  cent,  of  the  cases;  it  occurred  so  com- 
monly that  it  should  not  be  called  a  complication  but  a 
symptom. 

In  regard  to  making  a  blood  culture  in  these  cases,  he  did  not 
think  it  was  necessary  in  order  to  make  a  diagnosis.  The 
Widal  test  w^as  only  made  as  a  final  test.  With  regard  to  the 
leukocyte  count  it  was  higher  in  infants  than  in  adults ;  the  leuko- 
cyte count  was  more  easily  increased  in  the  young.  None  of 
the  children  were  breastfed. 

As  to  the  mortality,  he  said  he  could  not  agree  with  Dr. 
Kerley  that  milk  was  the  cause  of  the  high  mortality;  he  believed 
it  was  more  often  due  to  complications.  In  those  cases  in  which 
no  complications  were  discoverable  there  seemed  to  be  a  condition 
of  sepsis  that  could  not  be  attributed  to  the  milk.  If  milk  had  a 
deleterious  eff"ect  on  infants  with  typhoid  fever,  it  should  have 
a  similar  effect  in  older  children. 

As  to  house  infection,  in  only  sixteen  in  a  series  of  sevent^^-five 
was  there  evidence  of  typhoid  fever  in  other  members  of  the 
family. 

As  to  the  Widal  test,  it  was  made  in  every  child  supposed 
to  have  the  disease,  but  in  those  cases  which  gave  positive  symp- 
toms it  was  not  made. 

SOME    FUNDAMENTAL    PRINCIPLES    IN    STUDYING    INFANT 
METABOLISM. 

Dr.  Fritz  B.  Talbot  and  Francis  G.  Benedict,  S.  B.,  of 
Boston  presented  this  communication.  Knowledge  of  the 
energy  requirements  of  infants  and  the  energy  of  their  food  was 
of  fundamental  importance  in  studying  their  rate  of  growth 
and  in  the  treatment  of  nutritional  disorders.  The  ideal  method 
for  determining  the  energy  transformation  of  infants  was  that 
of  direct  measurement  of  the  heat  eliminated  and  produced,  but 
this  involved  expensive,  elaborate  apparatus.  The  method 
which  they  wished  to  take  up  was  that  of  so-called  "indirect 
calorimetry,"  i.e.,  a  computation  of  the  energy  transformations 
from  the  gaseous  exchange.  It  was  possible  to  compute  with 
considerable  accuracy  the  energy  transformations  of  an  infant 
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from  the  amount  of  carbon  dioxide  produced,  and  particularly 
from  the  amount  of  oxygen  consumed.  Unfortunately^  direct 
determinations  of  oxygen  were  difficult  to  carry  out  and  required 
complicated  apparatus.  The  direct  measurement  of  oxygen  in 
young  infants  had  but  rarely  been  determined.  Direct  deter- 
minations of  carbon  dioxide  produced  by  infants  were  less 
difficult  and  had  frequently  been  made  in  a  number  of  foreign 
laboratories.  It  was  the  purpose  of  the  paper  to  point  out  the 
inconsistencies  arising  from  the  determination  of  carbon  dioxide 
in  infants  without  taking  muscular  activity  into  consideration. 
They  were  disposed  to  question  the  desirability  of  long  experi- 
mental periods  for  establishing  the  basal  metabolism  of  infants 
when  such  periods  might  include  not  only  quiet  sleep,  but  also 
periods  of  activit}"  and  even  crying.  It  was  necessary  at  the 
onset  to  find  what  was  the  ideal  length  of  the  experimental 
period  in  the  infant.  This,  they  considered,  was  the  period 
in  which  the  baby  was  asleep,  absolutely  quiet  muscularly,  and 
free  from  the  slighest  tremor  and  preferably  without  food  in  the 
stomach.  The  apparatus  they  used  was  a  modification  of  that 
described  by  Benedict  and  Romans  for  experiments  upon 
hypophysectomized  dogs.  Although  the  results  of  their  inves- 
tigations on  the  whole  were  not  yet  ready  for  publication,  they 
felt  convinced  of  the  importance  of  considering  in  all  subsequent 
metabolism  experiments  the  pulse  rate  of  the  infant  and  particu- 
larly the  degree  of  muscular  activity.  The  enormous  varia- 
tions in  the  total  metabolism  as  affected  by  what  might  other- 
wise appear  to  be  slight  muscular  activity,  were  such  as  to  lead 
them  to  question  seriously  all  experiments  made  in  twenty-four 
hour  periods,  and  they  wished  to  assert  that  all  metabolism 
experiments  in  infants  made  without  known  controlled  pulse 
rate  and  without  graphic  records  of  muscular  activity  were 
lessened  enormously  in  value  by  the  absence  of  these  two  factors. 

DISCUSSION. 

Dr.  John  Rowland  of  St.  Louis  said  that  he  wished  to  praise 
the  work  they  were  doing  and  it  seemed  to  him  that  if  they  were 
able  to  perfect  the  apparatus  so  that  the  amount  of  oxygen  could 
be  determined  as  well  as  carbon  dioxide  they  would  have  added 
enormously  to  their  facilities.  Instruments  such  as  were  used 
by  Dr.  Lusk  of  New  York  were  too  expensive  and  required  four 
trained  men  to  work  one  of  them.  The  methods  employed  in 
this  country  and  abroad  differed  widely,  so  that  it  was  practically 
impossible  to  make  use  of  the  information  from  foreign  labora- 
tories. The  methods  used  abroad  were  those  of  fifteen  or  twenty 
years  ago  and  their  results  were  full  of  mistakes.  They  used 
twenty  out  of  twenty-four  hour  periods  whether  the  child  was 
awake  or  asleep,  quiet  or  ciying.  The  result  was  that  in  the 
first  period  the  metabolism  was  20  or  25  per  cent,  higher  than  it 
was  during  the  last  period  when  the  child  became  accustomed 
to   the   apparatus.     Abroad   they   had   installed   apparatus   of 
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the  old  kind  in  new  hospitals  and  unless  they  improved  upon 
their  methods  their  published  results  were  of  absolutely  no 
value.  The  determination  of  surface  area  and  the  calculation 
of  metabolism  was  difficult  because  they  had  to  use  square  and 
cube  roots  in  the  estimates;  it  was  possible  that  some  formula 
might  be  developed  which  could  be  used  more  readily  and  more 
accurately.  Dr.  Rowland  asked  Dr.  Talbot  if  it  would  be  pos- 
sible to  perfect  the  apparatus  so  that  they  could  measure  the 
amount  of  oxygen. 

Dr.  Fritz  B.  Talbot  of  Boston,  in  closmg  the  discussion, 
said  that  in  regard  to  the  relation  between  the  pulse  rate  and 
the  muscular  activity  about  which  Dr.  Hammill  had  asked,  he 
did  not  know  whether  there  was  any  definite  relation.  He  could 
not  tell  just  how  much  muscular  activity  there  was.  When  the 
baby  was  quiet  the  pulse  was  apparently  at  its  minimum  rate. 
The  charts  showed  that  the  pulse  varied  ten  to  fifteen  beats 
during  the  course  of  three  or  four  minutes.  During  the  greatest 
muscular  activity  the  pulse  went  to  its  highest  point.  He  did 
not  have  sufficient  data  to  enable  him  to  draw  any  conclusion 
as  to  how  much  the  elevation  of  the  pulse  would  modify  the 
amount  of  carbon  dioxide  excreted.  All  that  he  could  state 
was  that  there  was  a  definite  relationship  between  the  pulse 
rate  and  the  amount  of  carbon  dioxide  excreted.  The  charts 
showed  that  in  certain  instances  there  was  not  sufficient  exercise 
recorded  to  correspond  to  the  elevation  of  the  pulse  rate.  His 
only  explanation  was  that  the  pulse  rate  was  only  takeii  once 
in  every  six  minutes  and  the  baby  might  have  moved  six  minutes 
before.  He  hoped  that  by  next  fall  they  would  have  perfected 
their  apparatus  so  that  it  would  be  possible  to  determine  the 
amount  of  oxygen. 

A  CASE  OF  RETARDED  DEVELOPMENT  IN  A  BOY  TREATED  WITH 
THYMUS  EXTRACT. 

Drs.  Charles  Gilmore  Kerley  and  S.  P.  Beebe  of  New 
York  reported  this  case.  The  patient  was  a  boy,  sixteen  years 
old  who  was  referred  to  him  in  February,  1910.  The  mother 
stated  that  he  had  made  no  perceptible  growth  in  over  two 
years  and  that  his  genitals  were  small  and  undeveloped  and 
that  the  testicles  were  not  in  the  scrotum ;  she  was  greatly  worried, 
fearing  that  the  boy  would  never  be  a  man.  The  boy  was 
mentally  sound,  was  active  in  play,  normal  in  mentality,  as 
proven  by  his  standing  in  school.  He  was  in  classes  corres- 
ponding to  other  boys  of  his  age.  The  examination  of  the 
boy  showed  him  to  be  delicate  in  appearance  and  normal  in  all 
respects  excepting  that  he  was  undersized.  The  penis  was 
small  and  shrunken,  the  testicles  were  very  small  and  although 
there  was  no  retention  and  they  could  readily  be  brought  into  the 
scrotum,  they  rested  in  the  canal  a  greater  part  of  the  time. 
There  had  never  been  an  erection  of  the  penis  and  there  was  no 
pubic  hair  or  hair  in  the  axilla.     The  treatment  instituted  was 
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that  of  lightening  the  school  work,  more  hours  in  bed,  and  a 
suitable  diet.  Tonics  were  also  ordered.  At  the  end  of  nine 
months  there  had  been  a  gain  in  weight  of  three  pounds,  the 
height  was  unchanged,  and  there  was  no  change  whatever  in 
the  sexual  development.  After  conferring  with  Dr.  Beebe  all  the 
medication  previously  given  was  discontinued  and  desiccated 
thymus  extract,  15  grains  daily,  was  prescribed.  During  the  first 
six  months  of  thymus  administration  the.  genitals,  penis  and 
testicles  perceptibly  enlarged  and  after  nine  months  use  the 
first  erection  occurred.  This  was  novel  and  amused  the  patient 
very  much.  At  the  completion  of  one  year  of  treatment  hair 
appeared  on  the  pubis  and  in  the  axilla.  He  had  gained  i  inch 
in  height  and  w^eight.  The  testicles  have  remained  in  the 
scrotum  during  the  past  six  months.  The  sexual  organs  were 
apparently  normal  and  well  developed. 

DISCUSSION. 

Dr.  L.  Emmett  Holt  of  New  York  said  that  he  was  much 
interested  in  this  paper,  but,  so  far  as  his  experience  went,  the 
report  was  interesting  but  not  conclusive.  He  had  seen  boys 
develop  so  slowly  that  the  advance  was  imperceptible,  but  soon 
they  would  take  a  start  and  improve  wonderfully  without  any 
medication  whatever.  This  was  an  interesting  line  for  investi- 
gation. Dr.  Holt  related  a  similar  case  where  the  boy  was  sent 
West  to  a  ranch  and  made  a  like  improvement.  One  should  be 
careful  in  drawing  conclusions  about  these  so-called  specific 
medications.  Dr.  Holt  said  that  he  endorsed  what  had  been 
said  regarding  the  treatment  of  children  who  were  not  thriving. 

Dr.  John  Ruhrah  of  Baltimore  said  that  he  wished  to  refer 
to  the  use  of  thymus  extract  in  marantic  babies;  he  had  used 
this  agent  in  many  cases  of  marasmus  and  the  results  obtained 
were  about  the  same  as  when  it  was  not  used.  However,  he 
thought  there  was  some  close  relation  between  growth  and  the 
thymus,  and  if  it  were  possible  to  give  enough  one  might  obtain 
very  satisfactory  results  from  its  use. 

In  connection  with  thymus  extract  medication  in  cases  of 
malnutrition,  it  was  interesting  to  note  that  Williams  had 
obtained  wonderfully  striking  results  in  these  cases  from  the 
use  of  thyroid  and  he  had  tried  to  find  out  what  cases  the 
thyroid  benefited  and  found  that  it  was  a  case  of  "hit  and  miss." 
The  results  all  looked  alike.  It  made  no  difference  whether 
they  used  thymus  or  thyroid. 

Dr.  John  Howland  of  St.  Louis  said  that  so  far  as  experi- 
mental evidence  went  it  was  next  to  impossible  to  get  evidence 
of  any  kind  in  regard  to  the  thymus.  A  report  appeared  some 
years  ago  on  the  results  of  removal  of  the  th3^mus  in  dogs;  the 
bones  were  fractured  after  removal  of  the  thymus  and  it  was 
found  that  there  was  delayed  union  and  that  but  little  callus 
was  formed.  When  these  results  were  published  they  were 
questioned  by  a  very  good  observer.     In  New  York  they  had 
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removed  the  thymus  from  young  puppies  and  from  premature 
animals  with  no  effect  whatever.  Other  animals  also  were 
employed  but  it  could  not  be  determined  whether  the  removal 
of  the  thymus  made  any  change  in  the  growth  of  the  animal  or 
not.  So  far  as  children  were  concerned  the  removal  of  the 
gland  did  not  seem  to  have  any  bad  effects;  these  cases  should 
be  followed  at  least  to  the  time  of  puberty.  Any  medication 
like  this  was  "hitting  in  the  dark";  other  glands  might  have 
been  used  with  similar  effects. 

Dr.  Frank  S.  Churchill  of  Chicago  said  he  did  not  agree 
with  what  Dr.  Rowland  had  said.  There  were  forty-five  or  fifty 
cases  on  record  that  had  been  followed  a  sufficient  time  (up  to 
puberty)  to  almost  warrant  them  in  drawing  conclusions.  It 
was  impossible  to  entirely  remove  the  thymus  gland  in  infants 
no  matter  how  small  the  gland  might  be;  there  was  usually 
enough  left  to  fulfill  its  function  whatever  that  was. 

Dr.  J,  P.  Crozer  Griffith  of  Philadelphia  said  that  a  number 
of  years  ago  a  Belgian  ph3^sician  had  advocated  the  use  of  thymus 
gland  in  cases  of  stunted  growth  and  with  much  enthusiasm. 
During  the  past  winter  he  had  had  three  cases  under  observa- 
tion, cases  which  were  almost  examples  of  infantilism.  The 
Belgian  physician  thought  that  pituitary  gland  might  do  some 
good  and  in  one  case  he  had  used  this,  but  so  far  there  had  been 
no  increase  in  size  or  development.  So  far  as  gain  in  weight 
was  concerned  he  did  not  know  which  of  these  internal  secretions 
to  give  or  if  any  of  them  could  be  trusted  to  do  any  good.  They 
did  not  understand  the  physiolog^^  of  these  glandular  secretions. 
Dr.  Kerley's  paper  was  very  good  in  the  way  of  experimental 
work.  In  studying  the  growth  of  children  they  might  look  in 
other  directions  and  think  of  what  the  neurologists  had  taught 
them  about  the  rest  cure  treatment.  No  child  knew  how"  to 
take  care  of  himself,  nor  did  the  parents  know  how  to  care  for 
the  child.  The  child  did  not  know  when  to  stop  playing  or 
working.  The  parent  as  a  rule  pushed  the  child  mentally  and 
physicially.  For  a  number  of  years  when  treating  a  child  who 
was  not  doing  well  he  had  enforced  rest  and  had  reached  the 
conclusion  that  the  results  were  extremely  valuable. 

Dr.  Henry  Heiman  of  New  York  said  that  the  treatment 
by  these  organic  products  was  empirical,  but  that  in  a  great 
many  cases  of  stunted  growth  in  infants,  the  administration  of 
thyroid  in  i  grain  doses  three  times  a  week  gave  excellent  results. 
He  had  been  using  thyroid  extract  in  those  cases  which,  like  Dr. 
Kerley's,  were  cases  of  infantilism. 

Dr.  Charles  Gilmore  ICerley  of  New  York,  in  closing  the 
discussion,  said  that  so  long  as  they  could  keep  the  little  fellow 
growing  they  would  continue  the  use  of  this  agent,  and  would 
keep  on  using  it  until  be  stopped  growing.  He  did  not  attempt 
to  draw  any  conclusions  from  the  case ;  it  was  simply  an  inter- 
esting exhibit.  He  had  two  other  boys  under  treatment  and 
they  had  improved. 

{To  be  coutinued.) 
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DISEASES    OF    CHILDREN. 

Convulsive  Tendencies  During  and  After  Encephalitis  in 
Children. — The  records  of  the  Children's  Hospital,  Boston, 
from  1905  to  date  have  been  searched  by  W.  P.  Lucas  and  E.  E. 
Southard  (Bost.  Med.  and  Surg.  Jour.,  191 2  clxvi,  323)  for 
possible  instances  of  encephalitis.  Twelve  such  cases  have  been 
selected,  seven  of  these  having  had  convulsions  during  the  acute 
attack.  Of  nine  cases  still  living,  five  showed  convulsions  during 
the  acute  attack  and  two  of  the  five  are  now  epileptic.  In  both 
epileptic  cases  there  was  a  brief  interval  between  recover}'  from 
the  acute  attack  and  the  onset  of  epilepsy. 

Tuberculosis  of  the  Mesenteric  Glands  in  Children. — E.  M. 
Corner  (Lancet,  Feb.  17,  191 2)  sa\'s  that  it  has  been  proved  that 
microorganisms  are  a  hundredfold  or  a  thousandfold  more 
numerous  in  the  cecum  than  in  any  other  part  of  the  alimentary 
tract.  It  may  be  assumed  true  for  tuberculosis  and  other 
infective  conditions  of  the  alimentary  tract.  Hence  they  are  at 
their  maximum  infectivity  or  septicity  in  the  ileo-cecal  region. 
To  protect  the  body  against  this  menace  a  large  amount  of 
lymphoid  tissue  has  been  formed  in  the  ileo-cecal  region.  Hence 
the  function  of  the  appendix.  There  must  be  a  continuous 
"ileo-cecal"  strife  between  organisms  and  the  lymphoid  tissue. 
So  long  as  the  lymphoid  tissue  prevails  the  host  is  in  good  health. 
If  the  microorganisms  get  the  best  of  the  ileo-cecal  strife  the 
host  is  in  bad  health,  and  may  suffer  from  appendicitis,  colitis, 
or  infected  glands  in  the  mesentery.  There  can  be  no  mistake 
in  assuming  that  the  great  entrance  of  tuberculosis  from  the 
intestine  to  the  body  is  by  the  lymphatics  of  the  ileo-cecal 
region,  and  that,  therefore,  tuberculosis  of  the  mesenteric  glands 
originates  from  there.  The  children  suffer  from  ill-health  and 
abdominal  pains  referred  to  the  umbilical  region.  Those  pains 
come  on  at  night  and  sometimes  after  food.  The  loss  of  appetite 
is  often  accompanied  by  some  disturbance  of  the  action  of  the 
bowels,  more  often  inactivity  and  constipation  than  looseness. 
The  writer  urges  the  very  great  frequency  of  tuberculosis  of  the 
mesenteric  glands  in  children,  and  advises  the  removal  of  the 
appendix  in  such  cases  as  a  preliminary  step. 

Acute  Intestinal  Obstrucion. — G.  E.  Wough  (Lancet,  Feb.  17, 
1 91 2)  records  an  enterectomy  with  lateral  anastomosis  under 
spinal  anesthesia  for  acute  intestinal  obstruction  in  a  congenital 
hernia  of  the  cord  in  an  infant  24  hours  old.  The  child  survived 
for  one  month. 
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Treatment  and  Prophylaxis  of  Scarlatina. — Roueche  (Jour,  de 
vied,  de  Paris,  Feb.  17,  191 2)  lays  great  stress  on  the  preventive 
treatment  of  scarlet  fever.  He  thinks  that  we  have  not  as  yet 
accomplished  much  by  the  use  of  sera,  and  that  we  should  depend 
principally  on  absolute  isolation  of  the  individual,  in  a  single 
room  if  at  home,  or  in  a  separate  compartment  if  in  a  hospital. 
It  is  of  much  greater  importance  to  disinfect  everything  used  by 
the  patient,  linen,  dishes,  and  discharges,  before  they  are  removed 
from  the  room,  than  to  depend  on  fumigation  of  the  room  itself. 
The  length  of  these  cases  varies  so  much  with  the  severity  and 
complications  that  w^e  should  not  assign  any  absolute  length  for 
the  isolation,  but  should  Avatch  the  throat  and  ears  in  which  the 
poison  remains  a  long  time  in  some  cases,  while  desquamation  is 
of  much  less  importance.  He  advocates  the  following  treatment: 
as  soon  as  the  diagnosis  is  made,  rubbing  of  the  entire  body  with 
oil  of  eucalyptus,  to  be  continued  ten  days;  swabbing  the  throat 
and  tonsils  with  wadding  soaked  in  ten  per  cent,  phenic  acid 
solution,  several  times  a  day:  these  measures  will  prevent  con- 
tagion and  the  patient  may  be  treated  in  the  same  room  with 
others  without  causing  infection.  Milne  has  treated  13,000 
children  in  this  way  in  an  institution,  with  but  245  cases  of 
scarlatina  in  thirty  years.  The  author  thinks  that  severe  measures 
in  treatment  of  the  throat  and  nose  are  not  necessary,  and  do 
harm.  A  milk  diet  should  be  used  for  about  ten  days,  and  then 
increased  by  the  addition  of  bland  foods  containing  little  proteid 
material.  There  is  no  special  treatment  and  symptomatic  treat- 
ment is  all  that  is  available. 

Diphtheroid  Bacilli  of  the  Penis. — By  the  term  "diphtheroid 
bacilli"  J.  A.  Kolmer  (Arch.  Pediatrics,  1912,  xxix,  94)  refers  to  a 
group  of  organisms  morphologically  similar  to  diphtheria  bacilli, 
but  without  virulence  when  tested  by  animal  inoculation.  Such 
organisms,  representing  seven  different  types  of  diphtheria  bacilli 
according  to  Wesbrook's  classification,  were  found  in  40  per  cent, 
of  cultures  of  the  penis  of  100  boys  with  healthy  organs.  Of 
these,  20  per  cent,  were  beaded  organisms,  members  of  Group  I, 
and  resembling  true  diphtheria  bacilli;  62.5  per  cent,  were  of 
Group  2  and  regarded  as  "doubtful,"  and  17.5  per  cent,  were  of 
Group  3  and  regarded  as  negligible  by  those  diagnosing  according 
to  Wesbrook's  classification.  None  of  the  cultures  of  the  three 
groups  gave  the  commonly  accepted  sugar  reaction  for  diphtheria 
bacilli  and  all  were  avirulent  for  guinea-pigs.  Diphtheria-like 
bacilli  may  be  present  on  the  circumcision  wound  for  some  time 
after  operation  and  in  the  large  majority  of  instances  produce 
no  harmful  effects.  However,  the  possibility  of  true  diphtheria 
of  the  prepuce  under  such  conditions  must  be  borne  in  mind. 
The  organisms  found  in  two  true  cases  of  diphtheria  of  the  penis 
reported  by  the  author  resembled  those  found  on  healthy  organs 
in  every  morphological  particular  and  demonstrate  the  fact  that 
the  bacteriologist  must  render  a  positive  diagnosis  on  morpho- 
logical characteristics,  as  acid  production  tests  with  the  various 
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sugars  and  animal  inoculation  tests  consume  many  days.  The 
final  disposition  and  treatment  of  a  case  should  take  the  clinical 
aspect  into  consideration. 

Occurrence  of  Venous  Hums  in  Children. — The  observations  of 
H.  R.  M.  Landis  and  I.  Kaufman  (Arch.  Pediatrics,  1912,  xxix,  90) 
are  based  on  a  study  of  ninety-nine  children  under  fifteen  years  of 
age  and  twenty-six  tuberculous  adults.  These  cases  seem  to  show 
that  the  venous  hum  is  present  in  the  majority  of  children  under 
fifteen  years  of  age,  tending  to  diminish  in  frequency  as  that 
age  is  reached,  and  finally  disappearing.  The  only  relationship 
established  between  the  murmurs  and  anemia  was  that  it  had 
less  tendency  to  disappear  in  the  recumbent  posture  when 
anemia  was  present. 

Use  of  Intestinal  Antiseptics  in  Childhood. — A.  Hand,  Jr. 
{Archiv.  Pediatrics,  191 2,  xxix,  84)  regards  thymol,  the  naphthol 
derivatives  and  phenyl  salicylate  or  salol  as  too  irritating  to  the 
mucosa  to  be  used  in  a  dose  large  enough  to  have  any  value. 
Bismuth  salicylate,  however,  he  finds  unobjectionable  from  this 
standpoint  and  possessed  of  undoubted  antiseptic  properties. 
Besides  the  direct  disinfectant  action  of  the  salicylic  radicle 
there  is  also  obtained  the  sedative  action  of  bismuth  itself,  which 
may  also  be  enchanced  by  giving  the  subnitrate  or  the  sub- 
carbonate  at  the  same  time. 

Treatment  of  Infantile  Beriberi. — W.  P.  Chamberlain  and  E. 
B.  Vedden  {Bull.  Manila  Med.  Soc,  1912,  iv,  26)  say  that  while 
suspension  of  lactation  is  the  logical  procedure  if  infantile  beri- 
beri is  a  toxemia,  it  is  unnecessary  if  the  disease  is  produced  by  a 
deficiency  of  some  substance  in  the  mother's  milk,  provided  the 
missing  substance  can  be  supplied  artificially.  They  have  at- 
tempted to  do  this  by  administering  an  extract  of  rice  polishings 
to  the  infant,  while  permitting  it  to  continue  nursing.  The 
infants  were  all  given  twenty  drops  of  the  extract  of  rice  polish- 
ings every  two  hours  while  awake.  Improvement  is  immediate. 
The  vomiting  stops  in  twenty-four  or  thirty-six  hours.  The 
child,  who  has  not  passed  any  urine  for  several  days,  urinates 
five  or  six  times  freely.  The  edema  disappears  in  the  course  of 
a  few  days.  Usually  on  the  first  night  after  treatment  is  begun 
the  infant  falls  into  a  deep  sleep,  although  it  may  have  been 
practically  sleepless  for  several  weeks.  The  dyspnea  and  palpi- 
tation cease  after  two  or  three  days.  At  the  end  of  a  week,  or  in 
less  time,  the  patients  are  completely  cured  with  the  exception  of 
the  aphonia.  After  about  two  months  of  treatment,  the  voice 
usually  returns  quite  suddenly.  Full  directions  for  preparation 
of  the  extract  of  rice  polishings  are  given.  The  greater  part  of 
the  mortality  among  breast-fed  infants  in  the  Philippines  is 
probably  due  to  beriberi. 

Dilatation  of  the  Bronchial  Tubes  in  Children. — T.  Fisher  {Clin. 
Jour.,  191 2,  xxxix,  410)  holds  that  dilatation  of  the  bronchial 
tubes  after  measles  is  much  more  common  than  is  generally 
believed  and  probably  a  much  more  common  sequela  than  acute 
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or  subacute  tuberculosis.  In  very  well-marked  cases  the  signs 
and  symptoms  may  be  definite  and  the  child  a  chronic  invalid; 
in  others,  although  there  are  physical  signs  of  extensive  affection 
of  the  lung,  the  child  may  appear  to  be  in  thoroughly  good  health. 
In  others,  again,  judged  by  the  evidence  of  physical  signs,  the 
dilatation  of  the  bronchial  tubes  is  slight,  yet  there  is  a  chronic 
cough. 

Contact  Infection  in  Contagious  Diseases. — The  modern  view  of 
the  modes  of  infection  in  contagious  diseases  is  well  expressed  by 
B.  V.  D.  Hedges  {Arch.  Pediatrics,  1912,  xxix,  250).  He  says 
that  the  theory  of  infection  by  fomites  and  air  has  been  accepted 
from  time  immemorial;  not  from  scientific,  but  from  a  priori 
grounds.  While  admitting  the  possibility  of  infection  from  these 
sources  in  certain  isolated  cases,  the  danger  is  far  less  than  com- 
monly supposed.  Contact  infection  and  the  danger  to  the 
community  from  "missed"  and  "carrier"  cases  are  the  most 
potent  factors  in  the  spread  of  these  diseases.  By  observing  the 
simple  laws  of  personal  cleanliness,  by  scrupulously  cleansing  the 
hands  and  nails  after  contact  with  these  patients,  the  danger 
incurred  by  the  physician  or  attendant  in  transferring  the  disease 
to  others  is  reduced  to  a  minimum. 

Diagnosis  of  Atypical  Scarlet  Fever. — All  experienced  observers 
will  agree  with  D.  J.  "Si.  Miller  {Arch.  Pediatrics,  1912,  xxix,  289) 
that  the  differentiation  of  unusual  forms  of  scarlet  fever  will 
remain  a  stumbling-block  to  the  practitioner,  until  we  have 
discovered  the  cause  of  the  disease,  and  are  able  to  employ 
similar  tests  to  those  that  we  now  apply  to  diphtheria,  typhoid 
fever,  syphilis,  etc.  Not  one  of  the  individual  symptoms  can  be 
depended  upon  to  establish  the  diagnosis.  The  disease  may 
occur  without  rash,  desquamation,  fever  or  strawberry  tongue. 
The  most  constant  symptom  is  the  angina;  and  its  presence, 
associated  with  a  scarlatinal  eruption,  however  slight,  however 
evanescent  and  however  limited  in  its  distribution,  should  be 
regarded  as  sufficient  to  establish  the  diagnosis — or,  at  least,  to 
demand  isolation  and  close  observation.  Next  to  the  throat  the 
condition  of  the  tongue  is  the  most  reliable  symptom,  some 
enlargement  of  the  papillae  of  the  tip  and  border  being  usually 
observable,  although  this  symptom  is  much  more  frequently 
missing  than  is  the  angina,  and  may  occur  in  other  conditions. 
Of  all  the  exanthemata,  scarlet  fever  is  the  most  varied  and 
uncertain  in  its  symptoms';  and  of  all  the  symptoms,  the  rash 
presents  the  greatest  vagaries.  Hence,  no  rash,  especially  in  a 
child,  is  too  trivial  to  be  disregarded,  whatever  the  general 
symptoms  may  be.  Scarlet  fever  with  well-marked  rash  may 
occur  without  desquamation.  Rubella  scarlatinosa  is  often 
diagnosed  when  scarlet  fever  presents  itself  as  a  pronounced 
erythema  yvith  mild  constitutional  symptoms.  The  diagnosis 
of  rubella  should  be  accepted  only  upon  the  strongest  evidence. 
The  history  of  a  previous  attack  of  scarlet  fever  should  not  pre- 
sent us  from  treating  with  suspicion  apparently  anomalous  cases 
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of  the  disease.  Differential  blood-counts  have  produced  nothing 
of  value  in  the  diagnosis  of  scarlet  fever.  Surgical  scarlet  fever 
and  scarlet  fever  following  bums  are  scarlet  fever  in  the  wound 
and  should  be  treated  and  regarded  as  ordinary  cases  of  the 
disease.  All  doubtful  erythemata  and  all  cases  in  any  way 
resembling  scarlet  fever  should  be  quarantined  until  the  diagnosis 
is  reasonably  established. 

Rumpell-Leede  Phenomenon  of  Scarlet  Fever. — In  1909 
Rumpell  called  attention  to  the  fact  that  in  scarlet  fever  hemor- 
rhages could  be  produced  into  the  skin  of  the  elbow  by  applica- 
tion on  the  arm  of  a  Bier's  stasis  bandage.  He  said  this  pro- 
cedure was  of  value  in  diagnosing  scarlet  fever  without  an 
exanthem.  At  the  suggestion  of  Rumpell,  Leede  applied  a 
Riva-Rocca  blood-pressure  apparatus,  found  the  diastolic 
pressure,  lowered  it  to  45-60  mm.  of  mercury  and  then  left  the 
arm  band  in  place  five  to  twenty  minutes.  He  found  that  in 
200  scarlet  fever  patients  this  procedure  invariably  caused 
hemorrhages  to  appear  on  the  anterior  surface  of  the  elbow. 
M.  Michael  (Arch.  Pediatrics,  191 2,  xxix,  298)  has  studied  this 
phenomenon  in  100  normal  children.  She  finds  that  hemor- 
rhages into  the  anterior  surface  of  the  elbow  joint  can  be  produced 
in  practically  all  normal  children  by  applying  sufficient  pressure 
around  the  arm.  A  pressure  of  60  mm.  applied  for  ten  minutes 
will  produce  hemorrhages  in  60  per  cent,  of  normal  children, 
but  to  a  much  more  limited  degree.  These  findings  corroborate 
those  of  Leede  and  other  authors,  showing  that  a  positive 
Rumpell-Leede  phenomenon  cannot  be  regarded  as  a  diagnostic 
sign  of  scarlet  fever. 

Infantile  Hypertrophic  Pyloric  Stenosis. — As  the  result  of  a 
study  of  seven  cases  operated  upon  by  himself,  with  three  deaths, 
F.  E.  Bunts  (Avier.  Jour.  Med.  Sci.,  1912,  cxliii,  14)  places  the 
symptoms  of  this  condition  in  order  of  importance,  ruling  out 
reflex  disturbances,  as  follows:  Persistent  vomiting,  emaciation, 
visible  dilatation  of  the  stomach,  visible  peristalsis  of  the 
stomach,  diminution  and  absence  of  stools,  anuria,  presence  of 
palpable  tumor  of  the  p^dorus.  In  only  two  of  the  wi  iter's  cases 
was  the  pyloric  tumor  positively  identified.  The  high  mortality 
seems  to  be  due  to  delayed  diagnosis  and  operation. 

Congenital  Dyschezia. — A.  F.  Hertz  (Brit.  Jour.  Child.  Dis., 
191 2,  ix,  145)  says  that  owing  to  the  acute  angle  formed  at  the 
pelvirectal  flexure,  the  passage  of  feces  along  the  intestines  is 
obstructed  at  this  point.  Consequently  the  pelvic  colon  becomes 
filled  with  feces  from  below  upward  and  the  rectum  remains 
empty  until  immediately  before  defecation.  The  call  to  defeca- 
tion is  a  form  of  muscle  sense,  depending  upon  the  distension  of 
the  rectum,  which  occurs  as  soon  as  feces  pass  beyond  the  pelvi- 
rectal flexure.  If  a  response  is  not  made  at  once  to  the  call  to 
defecation  it  returns  only  after  a  further  quantity  of  feces  has 
entered  the  rectum  and  produced  a  rise  in  the  intrarectal 
pressure.     All  cases  of  constipation,   can   be   divided  into  two 
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classes:  Intestinal  constipation,  in  which  the  passage  of  feces 
through  the  intestines  is  delayed,  while  defecation  is  normal; 
and  dyschezia,  in  which  there  is  no  delay  in  the  arrival  of  feces  in 
the  pelvic  colon,  though  their  final  expulsion  is  not  adequately 
performed.  There  is  a  class  of  dyschezia  which  depends  upon  a 
congenital  deficiency  of  the  muscle  sense  of  the  rectum.  The 
condition  can  be  recognized  by  making  repeated  digital  examin- 
ations, when  it  is  found  that  the  rectum  is  constantly  filled  with 
feces,  even  immediately  after  the  bowels  have  been  opened. 
Dyschezia  should  always  be  suspected  in  severe  cases  of  consti- 
pation in  infants  and  children,  when  ordinary  methods  of  treat- 
ment by  diet,  aperients  and  abdominal  massage  have  failed. 
X-ray  examination,  after  a  bismuth  meal,  shows  that  the  rate 
of  passage  through  the  intestines  in  infants  is  about  the  same  as 
that  of  adults.  In  cases  of  this  condition  the  child  should  take 
an  ordinary  diet,  and  neither  aperients  nor  abdominal  massage 
are  required.  When  the  stools  are  so  hard  that  defecation  is 
painful  and  difficult,  a  little  liquid  paraffin  should  at  first  be 
given.  He  should  sit  on  a  chamber  for  at  least  ten  minutes 
every  morning  after  breakfast  and  try  to  open  his  bowels, 
whether  he  feels  the  desire  or  not.  If  the  attempt  fails,  he 
should  be  given  a  daily  enema  of  either  water  or  glycerin, 
gradually  substituting  glycerin  by  water.  This  process  of  reduc- 
tion sometimes  requires  weeks  or  even  months.  If  the  condition 
is  allowed  to  continue  until  adult  life  it  may,  in  rare  instances, 
be  necessary  to  use  enemata  permanently. 

Pneumococcal  Peritonitis  in  Children. — S.  Barfing  {Practi- 
tioner, 1 91 2,  Ixxxviii,  557)  states  that  a  pneumococcal  septicemia 
is  rare  in  adults,  their  greater  resistance  enabling  them  to  localize 
the  invasion  of  the  organism  to  the  primary  site  of  infection, 
usually  the  lungs.  Pneumococcal  peritonitis  in  the  child  may 
anticipate  or  be  independent  of  any  pulmonary  lesion.  The 
writer's  compilation  of  234  cases,  including  the  twenty-eight 
upon  which  his  paper  is  based,  shows  that  73  per  cent,  of  the 
patients  were  females.  There  is  not  sufficient  evidence,  how- 
ever, that  the  Fallopian  tubes  are  the  probable  route  of  infection. 
The  theory  that  infection  comes  from  the  gastrointestinal  tract 
has  received  much  support.  Postmortem  examinations  in 
eighteen  of  the  \^Titer's  twenty-eight  cases  showed  a  macroscopic 
lesion  in  only  one  case.  Enlargement  of  the  neighboring  mesen- 
teric lymph-nodes  is  rarely  found  in  pneumococcal  peritonitis. 
Local  invasion  of  the  bowel  by  the  organism  should  manifest 
itself,  at  first  at  any  rate,  as  a  localized  peritoneal  inflammation; 
this,  however,  is  not  the  case,  the  condition  is  from  the  first  wide- 
spread and  diffuse.  The  only  theory  that  will  explain  the  many 
features  of  the  disease  and  account  for  the  widespread  and  diverse 
lesions  that  are  assocated  with  it  is  to  regard  the  infection  as  a 
septicemic  manifestation.  The  primary  focus  is  usually  in  the 
lungs,  though  in  a  certain  proportion  of  cases  the  peritoneum  only 
is  attacked.     Three  clinical  types  may  be  recognized:  Very  acute 
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cases  presenting  marked  abdominal  features  from  the  first,  but 
with  no  other  pneumococcal  lesion  in  the  lungs  or  elsewhere  in 
the  body;  cases  which  simultaneously,  or  almost  so,  with  the 
onset  of  the  peritonitis  develop  a  pneumonia ;  and  those  in  which 
the  septicemia  is  of  a  more  chronic  type  which  may  develop  an 
infection  of  both  pleura  and  then  of  the  peritoneum.  Of  the 
symptoms  of  pneumococcal  peritonitis,  pain,  vomiting  and 
diarrhea  are  very  constant  in  their  occurrence.  The  abdomen 
rapidly  becomes  tender,  immobile  and  rigid  and  then  distended, 
with  fever  up  to  103°  to  104°.  Leukocytosis  is  generally  absent 
on  the  first  day  or  two;  in  the  most  acute  cases  no  increase  in 
leukocytes  occurs  throughout  the  illness.  A  rise  usually  begins 
about  the  third  day  and  may  go  on  to  40,000.  In  not  a  few 
cases  differential  diagnosis  from  appendicitis  is  impossible;  but 
the  early  and  diffuse  rigidity  and  tenderness  are  suspicious  signs, 
and  if  these  are  accompanied  by  initial  diarrhea  there  is  a  strong 
suspicion  that  the  case  is  one  of  pneumococcal  peritonitis.  In 
tuberculous  peritonitis  the  constitutional  symptoms  are  usually 
less  severe  and  high  temperature  at  first  would  suggest  a  pneu- 
mococcic  condition.  The  mortality  of  the  twenty-eight  cases 
reported  was  79  per  cent.  The  type  of  case  in  which  the  best 
prognosis  can  be  given  is  that  in  which  the  peritoneum  only  is 
attacked  and  there  is  no  sign  of  involvement  of  lung  or  pleura; 
four  out  of  seven  of  such  cases  recovered.  All  cases  with  peri- 
cardial involvement  proved  fatal.  Treatment  is  early  free 
incision,  and  drainage,  without  wiping  or  irrigation.  In  the 
very  chronic  cases  \^dth  residual  abscesses  in  the  pleura,  peri- 
toneum, or  elsewhere  in  the  body,  the  use  of  autogenous  vaccines 
has  been  attended  with  considerable  success,  and  should  be  used 
as  a  routine  measure  in  such  cases. 

Infant-feeding  with  Undiluted  Cow's  Milk. — W.  B.  Hanbidge 
(A''.  Y.  State  Jour.  Med.,  igi2,  xii,  188)  records  thirty-five  cases 
of  successful  feeding  with  undiluted  cow's  milk.  From  i  3/4  to 
21/4  ounces  of  undiluted  cow's  milk  per  pound  weight  in  twenty- 
four  hours  is  suflicient  to  nourish  a  child.  If  that  be  so  an  infant 
on  Vv^hole  milk  would  only  take  about  two-thirds  as  much  liquid 
as  one  on  modified  milk.  The  child  should  be  fed  only  when 
hungry. 

Modern  Treatment  of  Tuberculous  Peritonitis. — E.  Perier  (Ann. 
de  rued,  et  Chir.  inf.,  April  15,  1912)  classifies  the  lesions  in 
tuberculous  peritonitis  as  the  ascitic,  with  intestinal  troubles, 
the  fibrocaseous,  \^ath  cheesy  deposits  and  fibroid  changes 
accompanying  the  ascites,  and  the  fibroadhesive  form.  The 
treatment  is  generally  medical,  in  a  few  cases  surgical  interference 
being  of  benefit.  The  especial  treatment  that  the  author  de- 
scribes is  the  method  of  recalcification ;  in  addition  to  general  and 
hygienic  treatment  the  patient  takes  chalk  powders,  consisting  of 
the  carbonate,  and  tribasic  phosphate  of  lime  with  sodium  chlo- 
ride. Absolute  rest  in  bed  is  ordered;  thick  hydrocarbonaceous 
foods  are  given,  such  as  gruels,  without  salt;  and  a  large  wet 
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compress  is  applied  over  the  abdomen.  This  treatment  is 
appropriate  for  all  sorts  of  tuberculous  peritonitis.  Another 
treatment  of  value  consists  of  sun  baths,  given  every  day,  at  first 
for  a  half  hour,  and  gradually  increased  in  length  up  to  several 
hours  daily.  The  patient  sits  in  a  reclining  chair  with  a  shield 
over  the  head  to  prevent  the  rays  from  affecting  the  brain. 
For  the  first  two  weeks  the  abdomen  alone  is  exposed,  and  then 
the  trunk  also  is  uncovered.  After  the  bath  the  patient  is  not 
fatigued;  the  perspiration  is  wiped  off  and  he  rests  for  a  half  hour. 

Curable  Tuberculous  Meningitis. — H.  Barbier  and  J.  Gougelet 
(Arch,  de  vied,  des  cnf.,  April,  191 2)  state  that  tuberculosis  attacks 
especially  the  meninges  in  children  and  a  meningeal  syndrome 
often  accompanies  attacks  of  tuberculosis  of  other  organs,  both 
when  acute  and  chronic.  But  we  do  not  always  label  these  cases 
meningitis  because  the  other  symptoms  of  the  malady  predomi- 
nate. The  first  symptoms  are  due  to  congestion,  meningeal 
hemorrhages,  and  tuberculous  arteritis  with  meningeal  granu- 
lations. Then  comes  a  serofibrinous  exudation  into  the  arachnoid 
cavities  with  serofibrinous  exudate  into  the  fissure  of  Sylvius. 
The  authors  find  records  of  twenty-four  cases  of  tuberculous 
meningitis  said  to  have  been  cured,  and  add  a  fresh  case  observed 
by  themselves.  In  these  cases  the  chief  interest  lies  in  a  suc- 
cession of  tuberculous  attacks  leaving  permanent  lesions  though 
the  patient  recovers  finally.  The  trouble  generally  begins  in  the 
pleura,  and  is  followed  by  a  meningeal  lesion,  which  may  come 
on  after  a  fall  or  injury.  As  a  sequela  of  such  lesions  there  may 
be  neuralgic  affections  of  the  various  nerves  due  to  tuberculous 
foci  at  their  roots.  When  such  meningitis  is  curable,  meningeal 
thickenings  leave  sequelae  in  the  form  of  paralysis  of  the  eye,  face, 
and  limbs,  troubles  of  gait  or  of  intelligence,  aphasia,  speech 
difficulties,  blindness,  and  pupillary  inequalities.  Later,  there 
may  be  headaches,  and  arrest  of  cerebral  development  in  some 
cases.  Many  of  the  cured  cases  have  the  lymphatic  facies,  and 
glandular,  or  latent  tuberculosis.  Others  have  pulmonary,  or 
peritoneal  tuberculosis.  Cure  results  from  a  regular  life  in  the 
open  air,  without  fatigue  or  overstudy,  in  the  country  but  pref- 
erably not  at  the  seashore  or  mountains. 

Erythema  with  Malignant  Syndrome  in  Infectious  Diseases. — 
Hutinel  (Ann.  de  med.  et  Chir.  inf.,  April,  1912)  states  that 
malignant  conditions  accompanied  by  marked  erythema  are 
observed  in  typhoid,  scarlatina,  measles  and  diphtheria.  The 
author  believes  that  the  streptococcus  combines  with  the  poison 
of  the  specific  germ;  the  disease  is  not  responsible  for  all  the 
symptoms  in  these  cases.  These  various  eruptions,  differing  in 
form,  still  occupy  the  same  regions;  they  occur  on  the  knees,  back 
of  the  feet,  thighs,  dorsal  face  of  the  hands,  and  sometimes  on  the 
face.  It  may  be  a  simple  plain  erythema,  or  morbilliform,  or 
scarlatiniform.  The  trunk  of  the  body  and  the  face  are  generally 
not  involved.  It  may  be  papular,  bulbous,  pustular,  or  followed 
by  ulcerations.     It  generally  does  not  itch;  it  lasts  from  two  to 
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seven  days  and  desquamates  like  measles.  The  mucous  mem- 
branes are  not  affected  but  the  lips  are  excoriated,  fissured,  or 
ulcerated,  and  there  may  be  necrosis.  There  are  in  severe  cases 
a  lowering  of  the  temperature,  variable,  feeble  pulse,  lowered 
arterial  tension,  hurried  respiration,  adA'namia,  and  prostration. 
In  grave  cases  early  death  is  to  be  expected.  In  other  cases  this 
condition  comes  on  during  convalescence.  The  liver  is  degener- 
ated, and  fatt}^;  in  the  kidneys  the  pyramids  are  congested  and 
the  heart  is  soft  and  pale.  The  author  is  convinced  that  the 
organism  of  the  disease  is  not  alone  responsible  for  these  erup- 
tions, but  that  the  streptococcus  is  at  the  root  of  the  septicemic 
condition  present. 

Treatment  of  Nocturnal  Enuresis  in  Children. — J.  Ruhr  ah 
(Amer.  Jour.  Aled.  Sci.,  1912,  cxliii,  185)  has  used  dried  thyroid 
in  a  small  series  of  unselected  cases.  In  a  small  proportion  of 
cases  in  which  there  were  more  or  less  marked  signs  that  might  be 
attributed  to  thyroid  insufficiency,  the  results  were  quite  re- 
markable. These  were  all  children  with  adenoids  and  enlarged 
tonsils,  or  in  some  cases  children  in  whom  the  adenoids  and  tonsils 
had  been  recentl}'  removed.  The  effect  was  obtained  promptly 
or  not  at  all.  In  every  instance  in  which  a  favorable  result  was 
obtained  a  marked  difference  was  noticed  after  the  administration 
of  one  or  two  doses  of  the  drug  and  in  all  cases  within  a  week. 
Undersized  children  gained  weight  rapidly.  It  was  not  necessary 
to  continue  the  thyroid  over  long  periods  of  time.  In  several 
instances  in  which  the  children  had  high-arched  palates  but  no 
subnormal  temperature,  the  thyroids  had  no  effect  whatever. 

Poliomyelitis  with  Cortical  Involvement. — L.  P.  Clark  {Amer. 
Jour.  Med.  Sci.,  1912,  cxliii,  571)  says  that  true  motor  aphasia, 
enduring  mental  enfeeblement  such  as  idiocy,  and  genuine  grand 
mal  epilepsy  would  seem  to  make  the  diagnosis  of  cortical 
involvement  in  a  case  of  poliomyelitis  positive.  The  writer's 
case  was  seen  at  the  age  of  eighteen.  At  two  years  of  age  he  had 
one  teething  convulsion  and  a  single  convulsion  at  nine  3-ears 
during  resuscitation  after  an  accidental  submersion.  A  typical 
attack  of  poliomyelitis  at  the  age  of  fourteen  was  followed  regu- 
larly two  or  three  times  every  four  months  by  attacks  of  grand 
mal.  When  seen  by  the  writer,  physical  examination  showed 
characteristic  sequelje  of  the  attack  of  poliomyelitis.  He  argues 
that  the  epilepsy  and  poliomyelitis  were  not  merely  coincidental 
but  that  the  former  was  the  result  of  cortical  involvement  during 
the  attack  of  poliomyelitis. 

Rupture  of  the  Kidney  in  Children. — C.  L.  Gibson  {Amer. 
Jour.  Med.  Sci.,  191 2,  cxliii,  649)  records  four  cases  of  rupture  of 
the  kidney  occurring  in  children,  the  kidney  in  each  of  these 
cases  being  completely  divided  into  two  unequal  portions.  In 
one  case  the  capsule  was,  however,  not  torn.  Shock  and  other 
symptoms  may  be  slight  and  out  of  proportion  to  the  gravity  of 
the    lesion.     Operative    interference    gives    good    results.     Its 
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indications  are  discussed  by  the  writer.  His  four  cases  recovered 
after  nephrectomy. 

Anemia  Associated  with  Rickets  and  Gastrointestinal  Disturb- 
ances, Including  Splenic  Anemia.  H.  T.  Ashby  {Practitioner, 
1912,  Ixxxviii,  675)  believes  that  splenic  anemia  is  simply  a 
secondary  anemia,  due  to  some  cause  common  to  these  anemias, 
such  as  a  toxin  absorbed  from  the  intestinal  tract.  In  support  of 
this  view  is  the  fact  that  we  can  trace  cases  starting  from  the 
simple  slight  anemia  in  mild  rickets  up  to  the  severe  anemia  with 
enlarged  spleen  seen  in  splenic  anemia.  There  is  no  hard-and- 
fast  line  between  these  anemias,  and  it  is  impossible  to  say 
exactly  just  where  one  type  passes  into  the  next.  On  these  lines 
it  is  much  more  rational  to  consider  the  anemia,  known  as  splenic 
anemia  in  children,  as  a  secondary  anemia,  pure  and  simple. 

Hemorrhagic  Disease  of  the  New-born. — B.  Vincent  {Boston 
Med.  Surg.  Jour.,  1912,  clxvi,  627)  add  the  histories  of  four  cases 
treated  by  transfusion  to  three  previously  reported.  These 
seven  cases  show  that  infants  may  be  transfused  with  safety  and 
without  great  difficulty  by  means  of  coated  glass  tubes  of  proper 
length  and  size.  Experience  in  the  last  four  cases  has  convinced 
the  writer  that  the  external  jugular  vein  is  the  best  vein  to  use  in 
transfusing  infants.  The  result  of  the  operation  in  the  six  cases 
of  hemorrhagic  disease  of  the  new-born  confirms  the  conclusion  of 
other  men  that  this  disease  can  be  cured  by  blood  transfusion. 

Recurrence  of  Adenoids. — T.  Guthrie  {Lancet,  Apr.  20,  191 2) 
says  that  probably  every  one  will  agree  that  the  great  majority 
of  cases  of  "recurrence"  of  adenoids  are  really  instances  of 
incomplete  removal.  It  is  no  doubt  the  case  that  there  always 
remain  minute,  perhaps  microscopic,  collections  of  lymphoid 
tissue  from  which  a  regrowth  of  the  tonsil  may  occur.  Indeed 
the  most  important  factor  is  probably  the  age  of  the  child,  and  it 
must  be  admitted  that  in  children  under  four  years  of  age  there  is 
a  decided  risk  of  recurrence;  between  the  ages  of  four  and  seven 
the  chances  of  recurrence  are  slight,  and  after  the  age  of  seven  they 
are  practically  nil,  always  provided  that  the  operation  has  been 
complete.  Apart  from  the  influence  of  age,  it  is  certain  that 
recurrence  is  much  favored  by  an  attack,  within  a  short  time  of 
the  operation,  of  one  of  the  specific  fevers,  especially  measles  or 
whooping-cough.  In  children  who  are  the  subjects  of  congeni- 
tal syphilis  recurrence  seems  to  be  the  rule  rather  than  the  excep- 
tion unless  the  general  condition  is  carefully  treated.  Lastly, 
recurrence  is  probably  favored  by  the  presence  of  untreated 
anterior  nasal  obstruction  especially  hypertrophic  inferior  turbi- 
nals,  and  is,  therefore,  apt  to  be  met  with  in  patients  with  high- 
arched  palates  and  narrow  nasal  cavities  in  whom  removal  of 
the  adenoid  does  not  lead  to  the  establishment  of  free  nasal  res- 
piration. All  of  these  conditions  have  the  feature  in  common  that 
they  tend  to  excite  or  maintain  a  state  of  chronic  postnasal 
catarrh,  which  should,  therefore,  wherever  it  Is  present,  receive 
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appropriate  treatment  if  the  risk  of  recurrence  is  to  be  reduced  to 
a  minimum. 

Inflammation  of  the  Suprarenal  Glands  in  Scarlatina. — 
Leon  Tixier  and  Jean  Troisior  (Arch  de  nied.  des  en/.,  May,  191 2) 
say  that  in  scarlatina  not  all  the  glands  are  equally  affected;  the 
thyroid,  parathyroids  and  hypophysis  are  not  especially  altered, 
but  the  suprarenals  and  pancreas  undergo  rapid  degeneration. 
Lesions  of  the  suprarenals  occur  especially  in  malignant  scarlatina, 
the  symptoms  being  so  mixed  with  those  of  malignancy  that 
they  are  indistinguishable.  They  consist  of  tachycardia,  ex- 
tremely marked,  with  arrhythmia,  and  arterial  hypotension. 
The  beats  are  feeble  and  the  two  silences  become  equalized.  The 
cardiac  dulness  is  not  increased  and  cardiac  dilatation  is  not 
noted.  Asthenia  is  very  marked,  the  patient  lying  inert,  and 
fearing  to  move;  sometimes  there  are  convulsions  and  delirium. 
This  condition  is  accompanied  by  pains  in  the  epigastric  region, 
of  extreme  severity.  There  is  a  brown  discoloration  of  the 
abdomen,  back,  face,  and  mucosa.  Infectious  erythema  occurs. 
Other  symptoms  are  hypocholesterinemia  and  a  meningeal  syn- 
drome. In  the  suprarenals  the  lesions  are  those  of  degeneration 
and  hemorrhage  with  disappearance  of  the  normal  lipoids;  the 
reactions  of  defense,  diapedesis  and  functional  adenomatous 
hypertrophy  are  reduced  to  a  minimum.  The  pancreas  shows 
interstitial  degeneration,  the  acini  being  more  affected  than  the 
islands  of  Langerhans.  The  reactions  of  diapedesis  are  extreme, 
and  cellular  hyperplasia  is  seen.  As  to  the  pathogenesis,  the 
scarlatinal  virus  is  combined  with  the  streptococcus  and  lesions 
are  of  a  septicemic  nature.  The  indication  for  treatment  is  for 
the  use  of  suprarenal  extract,  especially  the  extract  of  the  whole 
gland. 

New  Method  of  InsuflSation  of  the  New-born. — Plauchu  (Jour, 
de  med.  de  Paris,  May  4,  191 2)  describes  a  new  method  of  blowing 
air  into  the  lungs  of  the  asphyxiated  new-born,  by  means  of  a 
rubber  tube,  accompanied  by  a  sound  marked  off  with  a  scale, 
which  is  introduced  through  the  larynx  and  passed  down  until  it 
reaches  the  dead  space  where  exchanges  of  gas  take  place.  Direc- 
tions for  the  introduction  of  the  tube  are  given.  A  rubber  bulb  is 
then  compressed  while  watching  a  manometer,  which  gives  an 
index  of  the  pressure  caused  in  the  delicate  lungs  of  the  new-born 
child.  This  insufflation  is  continued  according  to  the  depth  of 
the  apparent  death,  until  the  child  becomes  less  atonic  and  begins 
to  breathe. 

Maternal  Nursing  after  its  Discontinuance. — I.  S.  Wile  (Jour. 
A.  M.  A.,  191 2,  Iviii,  775)  cites  several  cases  which  show  that 
full  maternal  feeding  may  be  resumed  after  its  discontinuance 
for  as  much  as  one  to  two  months  in  some  instances.  The  regular 
sucking  of  an  infant  soon  allows  gradual  and  then  complete  re- 
placement of  the  artificial  feeding.  Mastitis,  unless  there  is 
pus  in  the  milk,  does  not  contraindicate  breast-feeding  nor  do  the 
mild  infections.     After  abscess  oi  the  breast  or  the  contagious 
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diseases  every  effort  should  be  made  to  place  the  infant  back  on 
its  mother's  breast.  Artificial  feeding  during  a  siege  of  sore  nip- 
ples will  give  the  nipples  opportunity  to  heal  and  there  will  be  Httle 
likehhood  of  losing  the  milk-supply  providing  gentle  massage  is 
practised  at  regular  intervals.  Unless  this  is  done,  however, 
it  may  require  two  weeks  of  nursing  to  secure  a  full  milk  supply 
when  nursing  is  resumed.  Mixed  feeding  or  supplemental  feed- 
ing is  of  great  value  while  developing  the  maternal  supply,  espe- 
cially during  the  first  month.  To  prepare  a  milk-supply  for 
puny  infants  advantage  accrues  from  putting  older  or  stronger 
infants  to  the  mother's  breasts  to  regulate  and  develop  the  sup- 
ply. Every  effort  should  be  made  to  retain  infants  at  the  breast 
for  the  longest  possible  period. 

Treatment  of  Tuberculous  Glands  of  the  Neck  in  Children. — 
\V.  G.  SutcHffe  {Practitioner,  1912,  Ixxxviii,  641)  says  that  the 
general  tendency  is  to  spontaneous  cure.  The  essential  point 
in  the  tieatment  of  these  cases  is  rest,  either  in  bed  or  a  spinal 
chair  out-of-doors.  In  children,  practically  the  only  cases  that 
require  operation  are  those  in  which  suppuration  has  already 
taken  place.  Soft,  large  glands,  especially  when  painless,  and 
small  hard  ones  can  safely  be  left  alone;  the  former  if  due  to 
enlarged  tonsils  will  in  most  case's  disappear  with  the  removal  of 
the  causes  of  irritation,  the  latter  are  firmly  encapsuled  and  do 
little  or  no  harm.  Where  sinuses  exist,  as  the  result  of  the  burst- 
ing of  a  superficial  collection  of  pus,  an  operation  is  usually  called 
for  to  remove  the  deep-seated  gland  that  is  the  cause  of  the 
trouble.  After  the  glands  have  been  removed,  tuberculin  is  of 
some  slight  service.  The  writer  usually  waits  at  least  a  month 
after  operation  before  giving  it,  and  then  uses  it  for  about  three 
months.  The  thickening,  if  present,  clears  up  more  rapidly,  and 
infection  in  neighboring  areas  takes  place  less  frequently,  when 
tuberculin  is  used. 

Comparison  of  the  Streptococci  from  Milk  and  from  the  Human 
Throat.— Studies  by  E.  C.  Stowell  and  C.  M.  HiUiard  (Amer. 
Jour.  Child.  Dis.,  1912,  iii,  287)  have  shown  that  streptococci 
from  the  human  throat  and  from  fresh  milk  very  generally  fer- 
ment one  or  more  of  the  sugars,  dextrose,  lactose,  maltose  and 
saccharose,  attacking  them  most  readily  in  the  order  named. 
They  do  not  generally  ferment  raffinose  or  mannite.  The 
streptococci  of  the  sore  throat  and  the  normal  throat  show  no 
cultural  differentiation  in  relation  to  the  carbohydrates  used. 
Virulence  tests  might  have  separated  the  two  groups.  The 
throat  streptococci  do  not  readily  ferment  at  20°  C.  any  of  the 
sugars  used,  while  the  milk  organisms  attack  the  same  sugars  and 
to  the  same  extent  at  this  temperature  as  at  37°  C.  This  is, 
perhaps,  the  most  valuable  differential  feature  between  chained 
cocci  from,  these  two  sources. 
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A.  THE  DEVELOPMENT  OF  THE  TECHNIC  OF  THE  OPERATION. 

From  the  beginning  it  has  been  clear  that  in  order  to  obtain 
good  results  in  the  extended  abdominal  operation  for  uterine 
cancer  the  development  of  the  technic  was  of  great  importance. 
Careful  asepsis,  rapid  completion  of  the  operation,  a  minimum 
loss  of  blood,  careful  handling  of  the  organs  to  be  liberated  and  the 
consideration  of  the  heart  in  reference  to  the  narcosis;  all  these 
points  are  of  great  moment  in  an  individual  already  reduced  in 
strength  by  the  disease.  We  are,  therefore,  not  in  accord  with 
Rosthorn.f  who  wishes  to  set  aside  the  technical  details  with 
the  remark  that  this  operation  should  be  carried  out  according 
to  the  idea  of  the  individual  operator.     That  other  operators 

*  The  remarkable  results  obtained  by  Professor  Wertheim  in  his  radical  operation 
for  cancer  of  the  uterus  have  aroused  great  interest  in  his  technic.  For  the 
benefit  of  his  English-speaking  admirers  a  translation  of  his  recent  work  is  here 
presented,  its  publication  being  authorized  by  Professor  Wertheim.  It  is  regretted 
that  lack  of  space  prevents  the  publication  of  the  500  detailed  case  reports 
upon  which  the  Monograph  is  based 

t  Zentralb.  f.  Gyn.,  igoi,  No.  21. 
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also  lay  great  value  on  developing  definite  technic  is  shown  by 
the  many  contributions  which  have  been  made  to  this  subject. 
The  following  points  are  of  considerable  importance : 
I.  Prevention  of  Infection  from  the  Primary  Focus. — The  great 
mortality  which  followed  the  ordinary  abdominal  uterine  extir- 
pation very  soon  after  its  introduction  by  W.  A.  Freund,  was 
principally  caused  by  septic  infection.  In  uterine  carcinoma 
this  danger  is  particularly  great  because  in  the  carcinomatous 
focus  dangerous  germs  in  large  numbers  are  invariably  present. 
The  advantage  of  the  abdominal  route,  as  compared  with  the 
vaginal  is,  that  in  the  former  the  work  begins  in  regions  at  some 
distance  from  the  primar>^  focus  and  comes  in  touch  with  it 
only  after  the  vagina  is  opened.  The  latter  can  be  deferred 
until  the  last  step  in  the  operation,  that  is,  one  can  hberate  all 
the  genital  organs  together  with  the  parametrium  before  the 
final  step  is  taken  to  open  the  vagina. 

At  the  beginning  we  hoped  to  solve  this  problem  by  cleansing 
the  primary  focus  of  the  cancer,  by  means  of  curet  and  Paquelin 
cautery,  but  this  procedure  did  not  prove  efficient  (among  our 
twenty-three  cases  four  died  of  peritonitis) .  It  occurred  to  us 
as  it  did  to  Werder*  and  Vietf  not  to  open  the  vagina  from  the 
abdomen  at  all,  but  to  leave  the  liberated  organs  hanging  on  to 
the  vaginal  tube  and  remove  them  from  below  after  the  peri- 
toneum of  the  pelvic  flaps  had  been  stitched  and  the  abdominal 
wound  closed. 

This  would  have  made  it  impossible  for  infection  to  occur 
from  the  primary  focus,  but  in  severing  the  vagina  according  to 
this  method  we  find  much  bleeding  from  the  paravaginal  tissues, 
which  is  difficult  to  control  on  account  of  not  being  able  to  see 
properly  and,  as  changing  of  the  position  of  the  patient  meant 
a  great  loss  of  time  and  inconvenience,  we  again  changed  our 
method  which  is  voicedj  by  Veit,  and  now  sever  the  vaginal  tube 
from  above  after  all  the  organs  have  been  liberated,  but  with  the 
additional  caution  of  clamping  off  the  vagina  first  and  severing  it 
below  the  clamp.  The  clamps  we  used  in  the  beginning  for  this 
purpose  were  bent  at  a  sharp  angle,  but  later,  on  the  recommen- 
dation of  Winternitz  (Triibingen),  the  clamps  were  bent  on  a 
curve,  made  very  strong  and  were  applied  on  either  side  of  the 
isolated  vaginal  tube,  completely  encircling  it.  In  only  a  few 
cases  was  difficulty  encountered  in  applying  these  forceps,  on 

*  Amer.  Joxtr.  Obst.,  i8q8. 

j-  Deutsche  med.  Wochenschr.,  1891. 

XPrakt  Ergebnisse,  11,  2,  page  319. 
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account  of  restriction  of  space  (225,  268,  312,  342,  368,  375,  404, 
422,  430,  437).  In  all  of  these  instances  the  difficulty  encoun- 
tered in  appl^nng  the  clamps  was  due  to  the  fact  that  the  car- 
cinomatous infiltration  was  so  great  as  to  interfere  with  the 
proper  yielding  of  tissues,  particularly  of  the  pelvic  floor,  or 
because  of  the  great  adiposity  of  the  patient. 

We  believed  that  by  using  this  method  it  was  superfluous 
to  cleanse  the  carcinomatous  focus  with  curet  and  Paquelin. 
■In  cases  where  there  had  been  a  great  advance  of  the  cancer, 
after  liberating  the  surrounding  tissue  and  pulling  on  the  uterus 
upward  to  facilitate  the  operation,  we  experienced,  repeatedly, 
the  accidental  tearing  of  the  carcinomatous  focus  in  the  uterus, 
on  account  of  the  thinning  out  of  tissues.  This  accident  happened 
thirty-two  times,  that  is  to  say,  6.4  per  cent.,  while  Scheibe, 
from  the  Prager  Clinic  reports  10.2  per  cent.  On  account  of 
this,  in  spite  of  our  using  the  vaginal  clamps,  we  still  adhere  to 
the  preparation  of  the  focus  by  excochleation  and  paquelini- 
zation  (from  case  102  on). 

We  are  in  the  habit  of  going  about  this  procedure  in  a  very 
exact  manner;  with  bullet  forceps  we  bring  into  view  the  hollow 
spaces  created  by  the  excochleation  and  thoroughly  cauterize 
them  so  as  to  form  a  crust.  If  the  space  is  firmly  bound  down 
one  will  not  succeed  in  bringing  the  entire  area  at  once  into 
view  and  it  is  necessary  to  do  the  cauterizing  by  stages  (bringing 
small  portions  successively  into  view  by  means  of  the  bullet 
forceps) . 

We  invariably  practise  this  preparation  immediately  before 
the  operation;  if  it  be  done  several  days  before  the  operation  an 
opportunity  is  given  for  inflammatory  reaction  to  occur,  which  is 
caused  by  germs  squeezed  out  during  the  excochleation,  an  event 
which  not  infrequently  follows  such  a  procedure.  In  spite  of  a 
most  carefully  conducted  preparation  and  antiseptic  tamponade, 
in  a  short  while  new  secretions  will  appear  from  the  carcinoma 
with  development  of  bacteria.  If  a  tamponade  of  very  strong 
antiseptic  is  used  (for  instance  a  10  per  cent,  chloride  of  zinc  or 
formalin)  it  may  injure  the  tissues  severely,  which  has  an  un- 
favorable influence  on  the  postoperative  recovery  of  the  patient. 
Mackenrodt  is  in  the  habit  of  using  a  curet  several  days  before 
the  operation  and  applies  tincture  of  iodine  immediately  before 
the  operation. 

After  the  excochleation  and  paquelinization  we  fill  the  vagina 
with  I  per  cent,  sublimate  gauze. 


172    wertheim:  abdominal  operation  for  carcinoma  uteri. 

This  preparation  of  a  carcinomatous  focus  we  dispense  with 
only  in  cases  where  the  uterus  is  so  firmly  fixed  that  the  carcino- 
matous focus  cannot  be  sufficiently  approached  (426-433). 

The  recommendation  from  many  sources*  to  extend  the 
preparation  of  the  focus  of  carcinoma,  over  many  weeks,  to  free 
it  of  all  germ  life,  is  not  practical  in  any  case  and  it  must  be 
observed  that  to  postpone  the  operation  of  a  rapidly  advancing 
carcinoma  for  that  length  of  time  is  plainly  not  advisable. 
Even  with  all  the  above-mentioned  precautions  we  are  not  com-  • 
pletely  satisfied  because  during  the  manipulation  of  the  uterus 
incidental  to  the  operation  in  spite  of  the  preceding  excochleation 
and  paquelinization,  infective  particles  may  be  pressed  out  of  the 
carcinoma.  Before  the  vagina  is  opened  and  immediately  after 
the  clamps  have  been  applied  the  sublimate  gauze  previously  in- 
troduced into  the  vagina  is  removed  and,  by  means  of  sterile 
gauze  the  vagina  is  again  cleansed.  The  vagina  is  then  opened 
laterally  sufficiently  for  us  to  push  through  enough  sterile  gauze 
to  again  clean  the  vagina  and  remove  every  bit  of  fluid  which 
may  have  collected.  One  cannot  too  carefully  guard  against  a 
possible  infection  from  the  primary  focus.  Similar  proceedings 
are  followed  out  at  the  Prager  clinic. f 

By  these  precautions  we  have  succeeded  in  lowering  the  number 
of  cases  of  infection  until  to-day  we  have  a  series  of  from  twenty 
to  thirty  cases  without  a  death,  with  primary  union  and  with 
results  that  promise  to  be  as  good  as  with  other  laparotomy 
cases. 

Recently  individual  operators  have  fallen  back  on  our  original 
method  of  extracting  the  liberated  organs  from  below|  with  the 
idea  that  by  this  means  they  are  more  certain  than  by  the  vag- 
inal clamping  to  prevent  infection  from  the  primary  focus. 
We  have  never  deviated  from  this  method  in  cases  where  the 
entire  vagina  has  had  to  be  removed. 

In  any  event  it  is  a  commandment  to  hold  on  to,  that  the 
vaginal  tube  is  to  be  opened  only  as  the  last  step  in  the  operation. 
We  cannot  agree  to  any  modification  which  allows  the  opening 
of  the  vagina  a  moment  sooner  than  absolutely  necessary. 

The  advantage  to  be  gained  does  not  outweigh  the  greater 
danger  of  infection.  On  account  of  the  better  view,  and  be- 
cause one.  is  in  better  position  for  the  removal  of  all  sus- 
picious tissues,  the  operator  should  leave  the  uterus  and   sur- 

*  Berliner,  gyn.  Ges.,  13,  Nov.,  1908. 

t  Scheibe,  Arch.  f.  Gyn.,  Bd.  Ixxxvii,  p.  19. 

X  Zweifel,  Zeniralbl.f.  Gyn.,  1909,  No.  11. 
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rounding  structures  in  position  and  patiently  liberate  tissue  from 
all  sides  and  in  all  depths  until  ever)^hing  is  freed  down  to  and 
about  the  vaginal  tube.  We  do  not  understand  why  Bumm 
says  that  the  vaginal  clamps  cannot  be  applied  when  the  cancer 
has  advanced  on  the  collum  and  cellular  tissue  of  the  ligaments 
of  the  uterus.  It  is  not  true  that  these  parts  can  only  be  re- 
moved if  the  vaginal  tube  is  severed  first;  these  lateral  tissue 
masses  can  be  removed  together  with  the  extirpated  organs  in 
a  very  exact  manner  without  opening  the  vagina. 

For  the  same  reason  we  do  not  practise  the  combined  method 
of  which  the  first  act  in  the  operation  is  a  circular  incision  of  the 
vagina  from  below.  This  method  was  first  recommended  by 
Breisky,  who  in  this  way  hoped  to  avoid  leaving  behind  diseased 
tissue,  an  event  which  he  had  observed  in  a  case  of  uterine  can- 
cer in  the  Prager  clinic  operated  upon  by  W.  A.  Freund.  The  cir- 
cular incision  of  the  vagina  as  the  first  step  in  the  operation  was 
undertaken  by  Freund  with  the  idea  of  bringing  about  greater 
mobilization  of  the  uterus.  Later  J.  L.  Faure,*  Erase, f  and  others 
have  warmly  recommended  the  circular  incision  of  the  vagina 
for  the  same  reason.  Admitting  that  by  this  means  the  carcino- 
matous uterus  is  given  a  greater  mobility  and  that  by  our  method 
the  lowest  portion  of  the  cancer  is  not  always  within  reach, 
by  the  circular  incision  the  vagina  is  opened  and  as  soon  as  the 
bladder  or  the  rectum  is  separated  from  the  vaginal  wall  com- 
munication is  established  between  the  vagina  and  the  field  of 
operation.  The  greater  the  amount  of  work  that  is  to  be  done 
before  the  operation  is  completed  the  greater  is  the  danger  of 
infection  from  the  carcinomatous  focus.  Moreover,  a  mere 
circular  incision  of  the  vagina  does  not  increase  the  mobilization 
of  the  uterus,  as  this  depends  principally  on  the  severing  of  the 
paravaginal  and  parametrial  tissues.  Kleinhaus,  who  was  the 
first  to  employ  the  abdominal  method, J  clearly  says  that  the 
liberation  of  the  vagina  up  to  the  partio  vaginalis  does  not  make 
the  operation  less  difficult.  So  far  as  the  lower  boundary  of 
the  cancer  is  concerned,  one  is  able  to  determine  this  bound- 
ary by  very  little  practice  without  opening  the  vagina  and  to 
apply  the  vaginal  clamps  as  low  on  the  vaginal  tube  as  is  required. 

The  method  of  clamping  the  vagina  has  an  additional  advan- 
tage that  it  permits  an  easy  removal  of  the  vaginal  wall,  a  point 

*Congr.  intent,  de  Chinir.,  190S;  and  Traite  de  Gynecologic  Medico-chirurgicale, 
Paris,  iqii. 

t  Berliner  gyn.  Ges.,  Nov.,  1908. 
X  Prager  med.  Wochenschr.,  1902. 
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the  value  of  which  is  admitted  by  all.  Naturally  the  removal 
of  the  vaginal  wall  presupposes  its  thorough  previous  isolation, 
which  can  be  readily  accomplished  on  account  of  the  ease  with 
which  it  can  be  approached  from  above. 

It  is  to  be  observed  that  Irish*  has  condemned  the  combined 
vaginoabdominal  operation  for  uterine  carcinoma  and  says 
that  the  combined  operation  has  the  dangers  of  both  vaginal  and 
abdominal  hysterectomy. 

2.  Care  of  the  Wound. — ^The  best  way  to  drain  the  peritoneum 
after  gynecological  operations  is  through  the  vagina.  The  same 
holds  good  after  complete  uterine  extirpation. 

After  completing  the  enlarged  abdominal  operation  we  desist, 
as  a  rule,  from  all  drainage  of  the  peritoneum  and  unite  the  perito- 
neum of  the  bladder  with  the  peritoneum  of  Douglas.  We  em- 
ploy peritoneal  drainage  only  in  cases  where  it  is  indicated,  as  in 
other  laparotomies — namely,  after  pus  is  spilled,  where  large 
raw  surfaces  must  be  left  behind,  or  where  there  is  danger  of 
bowel  perforation. 

We  consider  it  judicious  to  drain  in  cases  where  the  entire 
pelvis  has  to  be  laid  bare,  where  large  masses  of  parametrium 
and  paravaginal  cellular  tissue,  and,  perhaps,  lymph  glands 
have  to  be  removed,  where  relatively  large  spaces  in  nooks  and 
corners  are  created.  In  these  cases  after  closing  the  peritoneal 
folds,  we  drain  the  pelvis  to  avoid  collection  of  blood  or  serum. 
The  possible  presence  of  streptococcif  in  the  opened-up  connec- 
tive tissues  strengthens  the  indication  for  instituting  this  drainage. 
We  use  a  small  short  piece  of  iodoform  gauze  for  the  drainage 
and  fill  out  the  space  on  both  sides  of  the  pelvis ;  after  the  fourth 
or  fifth  day  the  gauze  is  gradually  withdrawn  and  entirely  re- 
moved by  the  ninth  day. 

In  a  few  cases,  where  larger  masses  of  lymph  glands  have  had 
to  be  removed,  forming  deep  pockets  para-  and  retrovaginally, 
it  has  been  necessary  to  split  up  the  vaginal  tube  so  as  to  afford 
proper  drainage  (for  instance,  465,  478).  Amann  proposed  that 
in  these  cases  drainage  should  be  provided  for  along  the  vagina 
and  brought  out  through  the  ischiorectal  space. 

By  adhering  to  these  methods,  we  have  observed  a  relatively 
small  number  of  subperitoneal  collections  of  pus;  in  all  eighteen 
cases  (17,  25,  36,  48,  77,  95,  133,  153,  167,  169.  176,  233,  271,  276, 
407, 472,488, 489) .  In  seven  the  retention  of  pus  was  complicated 
by  necrosis  of  the  ureter  (17,  36,  133,    169,  176,  276,  407)  and 

*  Boston  Med.  and  Surgical  J  cum.,  Mar.,  1899. 
t  Earth,  Arch.f.  Gyn.,  Bd.  87,  H.  2. 
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very  likely  in  a  small  proportion  the  primary  cause  was  the  ne- 
crosis of  the  ureter,  and  escape  of  urine  through  the  fistula.  If 
the  ureter  necrosis  and  the  fistula  formation  occurs  later,  after 
the  drainage  has  already  been  removed  and  the  subperitoneal 
space  is  no  longer  in  communication  with  the  vagina,  then  the 
escaping  urine  cannot  find  an  outlet  through  the  vagina,  but 
collects  about  the  fistula,  forming  a  cavity  filled  with  urine. 
It  is  self-evident  that  conditions  of  this  kind  will  lead  to 
suppuration. 

It  has  been  repeatedly  declared*  that  subperitoneal  drainage 
leads  to  ureter  necrosis,  because  gauze  or  drainage  tubes  isolate 
the  ureter  from  its  surroundings,  press  on  it,  and  unevenly  fill 
out  the  space  in  which  it  rests  and  so  cause  kinking  and  uneven 
pressure  on  the  ureter.  Besides  this,  it  is  claimed  that  the 
extensive  communication  between  the  bed  of  the  ureter  and  the 
vagina  favors  secondary  infection.  This  supposition,  however, 
is  hardly  justified  by  facts. 

In  our  experience  ureter  necrosis  does  not  depend  upon 
drainage.  It  is  wrong  to  place  gauze  for  drainage  in  such  a 
way  as  to  press  on  the  ureter.  What  needs  to  be  accomplished 
is  to  prevent  an  early  closure  of  the  subperitoneal  space  and  it  is 
sufficient  in  introducing  the  drainage  to  pack  the  gauze  on  both 
sides  and  it  is  not  necessary  to  have  it  come  into  contact  with 
the  ureter. 

We  are  in  accordance  with  Scheibf  who  considers  drainage  of 
the  subperitoneal  space  of  importance  in  those  very  cases  where 
ureter  or  bladder  necrosis  is  apt  to  take  place.  In  the  majority 
of  our  cases  where  the  urine  escaping  from  the  ureter  fistula  did 
find  a  ready  exit  through  the  vagina  we  could  thank  the  intro- 
duction of  the  subperitoneal  drain  for  this  occurrence. 

In  those  cases  where  subperitoneal  pus  retention  had  occurred, 
we  could  evacuate  it  and  bring  about  a  cure  by  boring  with  the 
finger  into  the  space  through  the  vagina.  In  a  few  cases  the 
dilatation  by  means  of  the  finger  had  to  be  practised  daily 
(77.  95.  153)  271,  169,  489).  The  dilatation  was  always  fol- 
lowed with  a  douche  containing  tincture  of  iodine.  In  only  a 
few  cases  did  this  procedure  prevent  invasion  and  it  was  then 
necessary  to  make  an  incision  above  Poupart's  ligament  along 
the  anterior-superior  spine  of  the  ilium.  In  a  few  cases  drainage 
tubes  had  to  be  used  through  the  vagina  (48,  167,  276) 

*  Bumm,  Stockle  and  Franz. 

^ Arch.  J.  Gyn., Bd.  Ixxxvii,  pp.  32,  ^,7,. 
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Seven  cases  with  subperitoneal  suppuration  died.  In  case  17 
uremic  coma  set  in  after  extirpation  of  the  kidney  on  the  side 
where  the  ureter  fistula  existed;  in  case  133  autopsy  showed 
suppurative  bronchitis  with  an  abscess  on  the  right  side  of  the 
pelvis;  in  case  33  the  entire  subperitoneal  space  was  gangrenous 
on  both  sides  and  in  case  25  death  was  due  to  suppurative 
pyelonephritis;  in  case  472,  a  woman  sixty-four  years  of  age, 
the  autopsy  showed  suppuration  of  the  pelvic  cellular  tissue, 
myocarditis  and  pulmonary  emphysema;  in  case  488,  pyemic 
foci;  in  case  407,  in  spite  of  incision  above  Poupart's  ligament 
and  through-and-through  drainage  through  the  vagina,  death 
was  due  to  a  phlegmon  of  the  cellular  tissue  and  peritonitis.  As 
a  result  of  our  experience  we  made  it  a  rule,  in  all  cases,  to 
make  a  digital  exploration  where  fever  or  pain  or  after-bleeding 
was  interfering  with  the  healing  of  the  subperitoneal  space 
(case  288)  and,  furthermore,  to  do  similarly  in  all  cases  where 
there  was  a  suspicion  that  a  ureter  fistula  would  occur.  Where 
a  ureter  fistula  has  occurred  it  is  our  rule  to  keep  the  parts  thor- 
oughly cleasned  by  douching  with  dilute  tincture  of  iodine. 

Other  operators  have  different  methods  in  caring  for  the 
wound.  In  the  Veit's  clinic,  in  spite  of  the  investigations  of 
Fromme,  who  was  the  first  to  demonstrate  bacterial  invasion 
of  the  regional  lymph  glands  in  uterine  carcinoma,  they  closed 
the  wound  above  and  below.*  The  main  point  is  to  prevent 
infection  of  the  field  of  operation  from  particles  of  the  primary 
focus,  which  in  about  half  of  the  cases  is  infected  with  hemo- 
lytic streptococci.!  The  streptococci  present  in  the  parame- 
trium and  lymph  glands  are  not  so  virulent  and  according  to 
Veit  it  is  sufficient  in  order  to  avoid  infection,  to  operate  with 
neatness,  avoid  smearing  the  parts  with  blood  and  fluids,  avoid 
the  handling  of  the  connective  tissue  with  the  fingers  and  operate 
as  dry  as  possible,  as  recommended  by  Zweifel.  According  to 
Barth,  vaginal  drainage  is  to  be  used  only  in  those  infrequent 
cases  where  hemolytic  streptococci  are  present  in  the  para- 
metrium and  peritoneum. 

While  Bumm  and  his  followers  ,  as  has  already  been  mentioned, 

have  firmly  abstained  from  subperitoneal  drainage  and  in  fact 

from  all  drainage  since  the  year  1907,  they  have  changed  their 

method  and  instituted  drainage  of  the  peritoneal  cavity.     They 

changed  their  methods  because  the  bacteriolo^cal  investigations 

of  Liepman,  who,  with  a  triple  test  in  contrast  to  Barth,  demon- 

*  Arch.f.  Gyn.,  Bd.  Ixxix,  H.  i.     Veit,  Dresdener  Kongress. 
t  Barth.,  Arch.f.  Gyn.,  Bd.  Ixxxvii,  H.  2. 
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strated  that  the  parametrium  is  not  alone  very  frequently  in- 
fected by  streptococci,  but  that  these  germs  are  of  a  very  danger- 
ous nature.  The  two  peritoneal  flaps  are  stitched  to  the  anterior 
and  posterior  walls  of  the  vagina  so  that  the  latter  organ  is  left 
open  and  by  means  of  a  tampon  as  large  as  a  fist  the  peritoneum 
is  pressed  against  the  raw  surfaces  of  the  pelvis.  By  this  means 
sepsis  and  peritonitis,  which  played  so  important  a  role,  were 
made  to  disappear  and  the  mortality  due  to  infection  was  reduced 
from  38  per  cent,  to  5  per  cent.,*  Bummf  also  decided  on  drainage 
by  the  method  of  leaving  the  peritoneum  unclosed.  In  the 
clinic  of  Kiistner  double  drainage  has  been  used  since  March,  1909, 
subperitoneal  from  below  and  interperitoneal  from  above.  | 
Veit**  now  also  leaves  the  peritoneal  cavity  open  and  after 
uniting  the  two  leaves  of  the  peritoneum  to  the  anterior  and  pos- 
terior wall  of  the  vagina,  drains  outside.  In  distinction  to  Bumm 
he  does  not  suture  the  lateral  regions  in  the  neighborhood  of  the 
ureters  as  he  fears  the  collection  of  wound  secretions  beneath 
the  peritoneum. 

In  view  of  our  results  (we  find  ourselves  again  with  an  un- 
broken series  of  twenty-eight  cases  with  faultless  healing)  we  do 
not  see  any  occasion  to  change  our  present  method  of  the  care 
of  the  wound. 

Our  caution  against  infection  from  the  carcinoma  justify 
us  in  considering  the  radical  abdominal  operations  as  an  aseptic 
one.  Even  breaking  into  the  carcinomatous  cavity  during 
the  operation  does  not  change  matters  if  an  immediate  and 
a  thorough  cleansing  of  the  carcinomatous  cavity  has  been  car- 
ried out.  If  the  operation  is  not  carried  out  aseptically  then  the 
Bumm- Veit  method  of  the  care  of  the  -wound  has  its  advantages. 
3.  Hemostasis. — The  control  of  bleeding  is  the  most  difficult 
of  the  problems  of  the  radical  abdominal  operation,  not,  as  it  has 
been  thought,  on  account  of  the  extirpation  of  the  regional  lymph 
glands,  but  because  of  the  removal  of  the  parametrium.  The 
more  thoroughly  the  latter  is  removed,  the  nearer  one  gets  to  the 
pelvic  floor  and  the  more  difficult  it  is  to  avoid  the  close  lying 
veins  of  the  pelvic  fascia,  which  bleed  more  or  less,  and  the  con- 
trol of  which  is  by  no  means  easy.  For  this  reason,  as  has  been 
done  by  others,  we  practised  (from  the  thirteenth  case)  preventive 
ligation  of  the  hypogastric  arteries,  but  saw  ourselves,  as  did  also 

*  Kromer,   Xaturf.  Vers.  Klon.,   190S.     Lipeman,  Berliner  kl'ni.  Wochenschrift, 
1908,  22. 

t  Scheffzek,  Zentr.  f.  Gyn.,  1910,  No.  ir. 

X  Walter  Hannes,  Zeitschr.  f.  Geh.  u.  Gyn.,  Bd.  Ixvi,  H.  i. 
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Legueu,*  disappointed  in  our  expectation.  In  spite  of  the 
hypogastric  ligature  the  uterine  artery  on  being  cut  spurted  as 
hard  as  though  no  ligature  was  applied  and,  therefore,  we 
soon  after  discontinued  the  practice  (to  case  21). 

From  the  ninety- seventh  case  on  we  availed  ourselves  of  the 
use  of  the  so-called  parametrium  clamps,  that  is  to  say,  clamps 
properly  curved  and  closing  exactly,  of  which  three  or  four  are 
sufficient  for  each  side.  These  clamps  are  applied  on  the  roots 
of  the  parametrium  against  the  pelvic  floor  and  prevent  bleeding 
from  individual  points.  On  account  of  their  curves  the  clamps 
are  easily  replaced  by  ligatures.  The  use  of  these  clamps  is  a 
certain  prevention  against  air  embolism,  for  which  Mackenrodt 
recommends  a  preventive  provisional  compression  of  the  principal 
veinous  channels,  f 

The  application  of  the  parametrium  clamps  has  given  us 
valuable  service.  As  the  bleeding  is  prevented,  the  operator 
has  a  better  view  of  the  field  of  operation.  Mackenrodt|  criticises 
us  claiming  that  by  the  application  of  these  clamps  more  parame- 
trium is  left  on  the  pelvic  floor.  We  cannot  agree  to  this  as 
happily,  these  clamps  can  be  very  closely  applied  on  the  pelvic  floor. 

4.  Treatment  of  Ureters. — The  liberation  of  the  ureters  is  a 
necessary  step  in  the  radical  abdominal  operation. 

As  a  rule  it  is  easy  to  locate  the  ureters.  Often  the  pelvic 
portion  of  the  ureter  shows  through  the  peritoneum  and  one 
only  needs  to  split  the  peritoneum  in  an  appropriate  place  to 
reach  it,  liberating  it  from  the  cellular  tissue.  In  cases  where 
the  subperitoneal  fat  is  thick  or  where  the  parametrium  is 
thickened  the  ureters  will  not  be  seen,  nevertheless  they  can  be 
reached  readily  by  splitting  the  peritoneum.  From  case  227  on 
we  followed  Bumm's  and  Kronig's  recommendation;  after  tying 
and  cutting  the  ligamentum  infundibulopelvicum,  we  open  up 
the  two  leaves  of  the  ligamentum  latum  by  blunt  dissection  and 
search  for  the  ureter  between  the  two  leaves.  As  a  rule  this 
proves  to  be  a  little  more  difficult  than  with  the  first  method, 
but  it  is  relatively  easy.  Sometimes  the  ureter  will  reveal  itself 
by  its  peristalsis.  There  is  some  advantage  in  this  method,  as 
the  ureter  does  not  suff'er  complete  isolation;  it  remains  on  the 
posterior  peritoneal  fold,  besides  this  there  is  a  more  ample 
peritoneal  fold  left  which  is  of  service  at  the  close  of  the  operation. 

We  have  never  practised  the  preliminary  .catheterization  of 

*  Cong,  de  Chirur.,  Paris,  Oct.,  1899. 
^  Zentr.f.  Gyn.,  1907,  No.  19,  p.  541. 
X  Zeitchr.f.  Gyn.  u.  Geb.,  Bd.  liv,  H.  3,  p.  526. 
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the  ureters*  allowing  the  catheter  to  remain  hi  situ  during  the 
operation.  It  is  in  our  opinion  superfluous  to  do  this  as  it  does 
not  leave  the  mucous  membrane  of  the  ureter  unharmed. 

It  may  be  difficult  to  find  the  ureters,  if  inflammatory  reaction 
has  altered  the  peritoneum,  or  where  the  carcinomatous  process 
has  invaded  the  pelvic  floor,  or  where  previous  operations  have 
been  done.  In  cases  where  the  subperitoneal  cellular  tissue  has 
become  tough  and  unjnelding,  search  for  the  ureters  results  in 
bleeding  which  becomes  a  great  obstacle  to  the  finding  of  the 
ureters.  In  five  cases  (Nos.  292,  364,  394,  476,  479)  it  was 
impossible  to  find  the  ureters  in  the  pars  pelvica  and  it  was 
necessary  to  lay  bare  the  pars  vesicalis  and  work  backward  to 
the  pars  pelvica.  The  preliminary  exposure  of  the  pars  vesicalis, 
however,  is  a  difficult  procedure  as  it  is  necessary  to  liberate  the 
parts  down  to  the  trigone  of  the  bladder.  In  case  402  it  was 
necessary  for  us  to  look  for  the  right  ureter  above  on  the  linea 
innominata   and   trace   the   same   downward. 

When  the  ureter  is  found  in  its  usual  position  it  is  followed  up 
to  the  parametrium.  Difliculties  are  seldom  encountered. 
The  cellular  tissue  surrounding  the  ureter  can  be  separated 
either  with  anatomical  forceps  or  with  scissors. 

In  order  to  get  to  the  vesical  portion  of  the  ureter  easily, 
liberate  the  parametrium  as  well  as  the  uterine  vessels  and  go 
about  it  in  this  way:  The  index-finger  is  forced  along  the  ureter 
through  the  parametrium  until  the  tip  of  the  finger  becomes 
visible  near  the  bladder  if  the  latter  organ  has  been  properly 
liberated  from  the  uterus.  The  index-finger  is  now  under  the 
tissues  of  the  parametrium  in  which  are  also  the  uterine  vessels, 
clamps  can  now  be  applied  to  these  vessels  and  leisurely  tied  off 
with  either  ligature  or  needle.  The  advantage  of  this  maneuver 
is  that  the  ureter  is  not  injured,  as  the  index- finger  acts  as  a 
protection.  As  a  rule  it  is  easy  to  force  the  index-finger  under 
the  parametrium,  but  occasionally  the  uterine  vein  is  ruptured, 
an  accident  that  is  of  no  great  moment;  only  when  the  para- 
metrium is  invaded  by  carcinomatous  infiltration  is  there 
difficulty  encountered  in  forcing  the  finger  through.  In  these 
cases  (as  in  270,  308,  225,  375)  we  would  not  follow  this  technic. 
In  order  to  force  the  index- finger  properly  under  the  parametrium 
it  is  of  importance  that  the  ureter  be  clearly  exposed  as  it  enters 
this  region ;  once  the  cleavage  is  recognized  the  index-finger  slips 
through  the  space  quite  readily. 

*  Clark,  Howard  Kelly  and  others. 
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After  the  parametrium  is  separated  the  vesical  part  of  the 
ureter  is  easily  reached,  either  by  a  few  snips  of  the  scissors  or  a 
little  teasing  of  tissues;  and  now  the  liberation  of  the  bladder 
itself  becomes  comparatively  an  easy  matter. 

In  advanced  cases,  the  liberation  of  the  vesical  part  of  the 
ureter  becomes  very  difficult  and  in  a  few  instances  it  has  to  be 
actually  dug  out.  In  the  beginning  we  did  not  expect  in  these 
advanced  cases  that  the  ureter  would  remain  free  from  carcinoma 
and  we  often  deliberated  on  the  advisability  of  resection,  but 
the  histological  investigation  of  such  ureters  taught  us  the 
extraordinary  immunity  these  organs  have  against  carcinom- 
atous invasion  of  their  tissues,  a  fact  which  many  authors  have 
confirmed,  such  as  Offergeld  and  Weibel,  and  the  future 
further  corroborated  this  as  we  can  show  brilliant  results  even 
in  very  advanced  cases  (15,  22,  137,  183,  204,  233,  262). 

In  six  cases  we  did  a  resection  of  the  ureters  (23,  83,  93,  297, 
303,  494)  but  even  in  these  few  cases  the  resection  was  not 
always  necessary.  In  case  303,  where  the  vesical  part  was 
finally  dug  out  the  microscope  showed  in  one  place  where  the 
resected  [)ortion  looked  very  suspicious,  that  the  ureteral  wall 
was  not  invaded  by  the  tumor.  The  same  was  true  of  case 
297  where  the  ureter  was  firmly  fixed.  We  finally  liberated 
it  but  resected  it  because  we  were  afraid  of  necrosis.  The  micro- 
scope in  this  case  showed  the  carcinoma  close  to  the  ureter  and 
causing  its  deformity  but  yet  not  invading  its  wall. 

In  cases  23  and  86  the  microscope  showed  that  the  carcinoma 
had  not  invaded  the  ureter.  Only  in  case  93  was  the  resection 
absolutely  unavoidable;  here  the  liberation  was  impossible  and 
the  microscope  showed  that  the  carcinoma  had  actually  invaded 
the  ureteral  wall  (Fig.  4). 

Our  view  in  reference  to  "ureter  resection"  is  the  same  as 
that  of  Mackenrodt,  who  finds  that  it  is  seldom  necessary  to 
resect  the  ureter  and  in  cases  where  it  is  done  it  has  proven 
superfluous.  Franz  is  of  the  same  opinion.  He  did  fifteen 
resections  in  145  operations  and  found  that  in  many  of  these  it 
was  superfluous.  Kronig  and  Wendel  find  the  difficult,  time- 
consuming  and  often  bloody  digging  out  of  these  ureters,  from 
the  carcinomatous  bed,  inadvisable.  Latzke  would  rather 
resect  a  ureter  than  dig  it  out  of  the  carcinomatous  bed.  Doder- 
lein  is  of  the  opinion  that  it  is  better  to  resect  a  ureter  than  to 
dig  it  out  and  in  one  case  he  went  so  far  as  not  only  to  resect 
the  ureter,  but  to  remove  the  kidney  on  the  same  side. 
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While  we  have  insisted  upon  the  technic  of  ureter  exposure, 
it  is  seldom  that  we  have  injured  the  ureters,  this  accident  only 
occurring  in  eleven  cases.  In  three  of  these  (Nos.  71,  265,  440), 
the  injury  was  not  a  complete  severance  of  the  ureter,  but 
a  longitudinal  splitting,  which  occurred  while  the  cellular 
tissue  was  pushed  aside  with  the  instrument;  it  was  immediately 
repaired  with  three  stitches  which  closed  the  wound  completely. 
In  one  of  these  cases  (440)  there  was  established  a  uretero- 
vaginal  fistula,  which  closed  spontaneously,  which,  I  think, 
proves  that  the  fistula  was  not  due  to  the  splitting  on  the  ureter. 
In  a  subsequent  case  (5)  the  right  ureter  was  caught  in  a  liga- 
ture used  to  repair  a  tear  in  the  bladder  itself. 

In  seven  cases  there  was  complete  severance  of  the  ureters; 
in  case  121  there  were  two  ureters  on  the  left  side;  after  one  of 
the  ureters  was  exposed  the  other  was  injured,  as  its  presence 
was  not  suspected.  We  found  double  ureters  four  times  in  500 
operations;  in  case  16  it  was  double  on  both  sides;  in  cases  121, 
174,  306,  on  the  left  side,  and  in  cases  142,  241,  398,  it  was  on  the 
right  side.  The  case  here  reported  was  the  only  time  where  a 
double  ureter  was  injured  because  we  did  not  know  of  its  presence. 
In  case  65  the  ureter  was  searched  for  deep  in  the  pelvis  by  the 
uterine  vessels.  At  the  bladder  it  was  thoroughly  exposed,  but 
the  pelvic  portion  was  unprepared  and  when  the  left  peritoneal 
leaf  of  Douglas'  pouch  was  split,  the  ureter  was  injured.  In 
case  192  the  index-finger  in  the  parametrium  did  not  thoroughly 
protect  the  ureter,  so  that  when  the  uterine  artery  was  tied  the 
ureter  was  severed  with  the  tied  tissue.  In  case  280,  the 
indextinger  technic  was  not  used  at  all.  In  case  436  the  right 
ureter  was  severed  high  up;  we  had  to  deal  with  a  tremendous 
pyosalpinx  which  w^as  liberated  with  the  greatest  difiticulty  and 
when  the  ligamentum  infundibulopelvicum  was  ligated  the  ure- 
ter was  caught  with  it  and  severed.  In  case  271  the  injury  to 
the  ureter  occurred  in  a  case  that  was  very  firmly  fixed.  In 
separating  the  vesical  part  from  the  uterus  the  ureter  was  torn. 
In  case  93  the  operation  w^as  a  very  difficult  and  tiresome  one. 

Our  aim  in  dealing  with  injured  ureters  (six  resections  and 
accidental  injuries)  is  always  to  reestablish  their  continuity; 
for  this  reason,  we  implanted  the  ureter  in  the  bladder  in  eleven 
cases  (23,  65,  86,  93,  both  sides;  192,  271,  279,  280,  303,  494). 
The  ureter  implantation  can  in  no  way  be  blamed  for  the  deaths 
occurring  during  operation.  Only  in  case  93  did  the  implantation 
of  the  ureter  fail ;  in  this  case  the  ureter  was  severed  high  up  and  as 
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a  result  of  the  tension  it  was  torn  from  the  bladder.  In  the  other 
cases  the  implanted  ureters  all  appeared  to  heal  (65,  86,  271,  279, 
280,  303)  even  in  those  cases  where  the  healing  was  interrupted 
by  the  death  of  the  patient  (Nos.  23  and  93  left,  192  and  494). 

In  two  cases  (121  and  436)  the  separation  of  the  ureters  was  so 
high  up  that  the  implantation  into  the  bladder  did  not  come  into 
the  question  at  all.  In  one  case  we  implanted  the  severed 
branch  of  the  double  ureter  into  its  fellow  and  four  days  later 
the  autopsy  showed  that  the  ureter  was  healing  normally.  In 
the  other  case  (436)  the  upper  portion  of  the  ureter  was  invag- 
inated  into  the  lower  portion  when  collapse  occurred,  so  we  were 
satisfied  with  only  a  few  stitches. 

While  the  ureters  are  rarely  injured  during  the  operation, 
complications  relative  to  the  ureters  often  occur. 

The  production  of  fistulae  may  be  considered  fijst.  This  took 
place  in  thirty-two  instances.  In  sixteen  cases  it  was  on  the  left 
side,  and  in  eleven  cases  on  the  right  side,  and  in  five  cases  on  both 
sides.  In  all  of  these  cases  a  ureterovaginal  fistula  resulted 
(26,  33,  51,  85,  133,  137,  148,  169,  234,  314,  347,  406,  40,  41,  465, 
474,  left  side;  64,  176,  178,  188,  219,  276,  306,  338,  390,  407,  475, 
right  side;  17,  36,  53,  241,  325,  both  sides). 

The  manner  in  which  ureterovaginal  fistulae  occur  depends 
upon  whether  urine  finds  its  way  at  once  into  the  vagina  or  not. 
In  most  of  our  cases  of  ureterovaginal  fistulae  we  were  not  aware 
of  the  fact  that  anything  had  occurred  until  the  patients  com- 
plained that  they  were  continually  wet.  However,  in  those 
cases  where  the  urine  did  not  appear  in  the  vagina  at  once  there 
were  all  sorts  of  symptoms  of  urinary  retention. 

In  case  17  there  was  a  continual  temperature  for  fourteen  days 
when  a  vaginal  examination  disclosed  a  soft  fluctuating  mass 
which  was  broken  into  by  the  finger  and  a  large  amount  of  foul 
odorous  urine  with  pus  was  evacuated,  when  the  temperature  im- 
mediately fell.  In  case  169  there  was  also  a  temperature  for  nine 
days ;  when  examined  the  finger  broke  through  into  the  peritoneal 
space  and  a  large  amount  of  odorous  urine  was  evacuated.  In 
case  1 76  there  was  high  temperature  for  two  days.  It  was  found 
that  an  abscess  had  developed  in  the  subperitoneal  space  and  upon 
enlargement  of  the  opening  considerable  urine  escaped.  In 
case  178  the  same  thing  occurred.  In  case  407  after  considerable 
fever,  a  painful  mass  appeared  in  the  ileocecal  region  which  on 
the  sixteenth  day  was  incised  parallel  with  Poupart's  liga- 
ment and  there  escaped  pus  and  urine  from  the  incision.     Three 
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days  later,  on  account  of  a  kink  in  the  ureter,  the  result  of 
a  ligature,  necrosis  had  occurred  and  the  patient  died  of 
peritonitis. 

In  some  cases  where  severe  cystitis  was  present  together  with 
the  fistula  and  cystoscopic  examination  was  made  according  to 
the  method  of  Volcker  and  Josef  with  the  indigo-carmine  method 
it  was  found  that  the  mouth  of  the  injured  ureter  was  inactive, 
while  the  ostium  of  the  uninjured  ureter  had  the  known  rhythmic 
play  of  a  normal  ureter.  In  a  few  cases  the  mouth  of  the  injured 
ureter  showed  feeble  action  of  the  ureter,  a  sign  that  in  spite  of 
the  fistula  a  small  part  of  the  urine  found  its  way  to  the  bladder 
by  the  natural  channel.  If  attempt  was  made  to  cathelerize  the 
injured  ureter  one  succeeded  in  inserting  the  catheter  from 
3  1/2  to  4  centimeters,  that  is  to  say,  the  fistula  formation  caused 
an  obstruction  to  the  passage  of  the  catheter,  which  obstruction 
was  usually  in  the  pelvic  portion  of  the  ureter.  Only  in  one  case 
was  the  fistula  high  up  (case  i88)  where  the  catheter  entered 
8  centimeters.  In  a  very  few  cases  the  catheter  could  be  intro- 
duced beyond  the  obstruction  after  several  weeks  of  time, 
whereupon  in  almost  all  cases  very  rapid  drops  of  urine  would 
appear  as  if  the  obstruction  caused  a  dilatation  and  urine 
retention  beyond  this  point. 

In  most  of  the  cases  of  ureterovaginal  fistula  the  urine  appeared 
only  from  the  seventeenth  to  the  nineteenth  day  after  operation ; 
in  one  case,  176,  it  appeared  on  the  twenty-first  day  and  in  case 
309  on  the  thirtieth  day. 

It  is  to  be  observed  that  in  fifteen  cases  the  ureterovaginal 
fistula  closed  spontaneously  (53,  137,  169,  176,  219,  234,  276,  306, 
314.  325-  338,  347.  406,  440,  465).  Among  these  were  cases 
where  there  was  also  subperitoneal  pus  (169-176).  The  amount 
of  urine  from  the  vagina  becomes  less  and  less  and  finally  ceases 
while  the  cystoscope  shows  an  increased  amount  of  urine  reaching 
the  bladder.  In  no  case,  as  Weibel  has  observed,*  has  the  in- 
jured ureter  ever  closed,  but  its  continuity  was  invariably  re- 
established, which  was  also  shown  by  the  fact  that  the  catheter 
could  be  introduced  again  through  the  ureter.  Only  a  slight 
weakening  of  the  urine  stream  on  the  injured  side  is  to  be  observed. 
But  never  does  stenosis  occur  so  that  a  hydronephrosis  develops, 
even  years  afterwards  no  sign  of  stenosis  can  be  made  out.  It 
is  self-evident  that  the  spontaneous  closure  of  these  fistulae  takes 
considerable  time.     As  Weibel  has  observed,  only  in  one  case  did 

*  Zeitschr.  f.  Geb.  u.  Gyn.,  Bd.  Ixii. 
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it  occur  that  the  fistula  closed  in  two  weeks.  As  a  rule  it  takes 
from  six  to  seven  weeks  and  in  two  cases  only  between  the  third 
and  fourth  month  did  healing  occur.  Sometimes  the  healing 
took  place  in  stages;  it  would  heal  and  break  out  again  and  this 
would  occur  several  times. 

In  all  cases  where  the  closure  of  fistulae  takes  a  long  time  there 
is  danger  of  pyelitis  and  pyelonephritis  from  infection.  In 
cases  (36-133)  where  death  occurred  about  a  month  after  opera- 
tion autopsy  showed  the  presence  of  a  pyelonephritis.  In  three 
cases  where  death  occurred,  after  a  shorter  interval,  autops}' 
showed  the  presence  of  pyelitis  (178,  241,  474). 

In  case  178  where  a  right-sided  ureteral  fistula  opened  the 
tenth  day,  three  and  one-third  weeks  after  operation  there  was  a 
recurrence  of  the  carcinoma.  She  was  submitted  to  a  second 
operation  nine  and  one-half  months  later  and  it  was  found  im- 
possible to  remove  the  mass,  as  the  true  pelvis  was  filled  with 
the  growth.  In  this  case  also  there  was  present  a  cystitis  and  a 
pyelonephritis. 

The  same  was  the  case  with  474. 

In  case  241  a  double  ureterovaginal  fistula  appeared  on  the 
seventh  day  after  operation.  After  a  while  more  and  more  urine 
came  from  the  bladder  (it  having  been  empty  for  one  and  one-half 
months),  showing  a  tendency  to  spontaneous  closure.  Had  the 
patient  waited  longer  at  least  one  of  the  fistulse  would,  perhaps, 
have  closed  by  itself,  but  she  was  very  anxious  to  be  free  of  the 
annoyance  of  the  constant  loss  of  urine,  and,  as  we  feared  a  double 
pyelonephritis,  both  ureters  were  implanted  into  the  bladder  by 
laparotomy  three  and  one-half  months  later.  The  implantation 
of  the  left  ureter  was  done  under  difficulties  and  when  completed 
it  was  considerably  stretched.  Five  weeks  after  the  operation 
urine  appeared  in  the  laparotomy  wound.  The  cy.stoscope 
showed  that  both  ureters  were  successfully  implanted  in  the 
bladder  a  little  above  the  normal  ureter  openings.  From  the 
right  side  the  urine  appeared  regularly,  shown  by  the  indigo- 
carmine  test;  from  the  left  side  no  urine  appeared ;  both  mouths  of 
the  ureters  showed  a  regular  outline;  there  was  no  motion  to  be 
observed,  which  is  usually  the  case.  The  diagnosis  showed  then 
that  we  had  a  left-sided  ureteroabdominal  fistula.  No  further 
attempt  was  made  to  have  this  fistula  heal,  as  there  was  a 
reoccurrence  of  the  cancer  on  the  left  side  of  the  pelvis.  The 
patient  died  six  months  after  opeiation  and  postmortem  (Prof. 
Schlagenhaufer)   showed  that  the  right  ureter  was  firmly  im- 
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planted  in  the  bladder,  but  right  ureter  was  double,  each  one 
leading  to  a  kidney.  The  doubling  of  the  ureter  was  not  ob- 
served during  the  operation.  The  left  ureter  stump  was  necrosed 
so  that  the  urine  was  behind  the  bladder  in  a  hollow  space  in 
the  pelvis  from  which  there  was  a  communication  from  the  lapa- 
rotomy wound.  The  left  kidney  was  much  dilated  and  filled 
with  pus. 

In  case  iS8  the  section  showed  pyelonephritis  and  dilatation 
of  the  pelvis  of  the  right  kidney  as  well  as  dilatation  of  the  ureter 
and  yet  the  patient  lived  for  three  years  after  the  operation. 

After  the  appearance  of  the  ureteral  fistula  on  the  right  side  on 
the  tenth  day  after  operation,  a  vaginal  examination  revealed, 
on  the  side  where  the  fistula  was  located,  a  large  space  filled  with 
coagulated  blood  and  catheterization  of  the  ureter  showed  that 
at  8  centimeters  the  catheter  was  arrested;  a  hydronephrosis 
was  suspected  and  an  operation  for  its  removal  was  decided  upon 
four  months  after  the  operation.  This  operation  would  have 
been  done  had  not  the  urine  shown  albumin  from  the  other 
kidney  and  the  Phloridzin  test  was  negative.  The  implantation 
of  the  ureter  did  not  appear  wise  as  she  was  suffering  also  with  a 
severe'  cystitis.  In  the  meantime  the  fistula  closed  repeatedly 
and  at  one  time  it  remained  closed  for  five  weeks.  Three  years 
after  operation  the  patient  died  and  autopsy  showed  the  presence 
of  a  pyelonephritis  and  dilatation  on  the  right  side.  The  ureter 
was  also  dilated  while  the  left  kidney  only  showed  hypertrophv. 
There  was  no  recurrence  of  the  cancer. 

In  cases  17,  26,  64,  390  there  were  stormy  symptoms  of  pyelo- 
nephritis. The  affected  kidneys  were  extirpated  and  the 
removed  organs  showed  that  the  nephrectomy  was  justifiable. 
Nevertheless  it  is  to  be  observed  that  one  should  be  guarded  in 
this  matter  and  time  should  be  given  for  observation  in  these 
cases.  Aside  from  the  fact  that  frequent  spontaneous  healing 
occurs  in  these  ureteral  fistulae  the  appearance  of  irreparable 
pyelonephritis  is  not  so  frequent  and  the  fear  of  such  an  infection 
should  not  lead  us  to  an  early  extirpation  of  the  kidney.  At 
least  in  cases  33,  51,  85,  148  the  extirpated  kidney  did  not  show 
a  pyelonephritis  although  a  considerable  temperature  rise  was 
present.  In  these  cases  one  could  have  waited  longer  and  given 
the  fistula  a  chance  to  close  spontaneously.  (In  case  33  the 
kidney  was  removed  two  months  after  the  operation  and  in  the 
other  three  cases  about  a  month  after  operation.) 

It  is  our  experience  that  in  all  cases  where  the  ureteral  fistula 
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does  not  heal  in  reasonable  time  there  is  great  danger  of  an 
infection  of  the  kidney.  We  agree  with  Kromer*  that  the  danger 
of  an   ascending  infection   makes  the   prognosis  very  gloomy. 

There  is  no  doubt  in  our  minds  that  the  cause  of  ureteral 
fistula  is  necrosis  of  the  walls  of  the  ureter  from  interference  with 
its  nutrition,  brought  about  by  isolation  of  the  ureter  itself.  As 
to  the  manner  in  which  isolation  of  the  ureter  leads  to  necrosis, 
opinions  differ.  The  preservation  of  the  vessels  leading  to  the 
ureters  is  only  of  minor  importancef  and  it  is  of  more  importance 
to  preserve  the  sheath  of  the  ureter  and  in  that  way  leave  the 
vessels  undisturbed.  +  Stockel**  says  that  the  principal  cause  of 
ureter  necrosis  is  to  be  found  in  the  fact  that  the  ureter  becomes 
kinked  during  the  operation ;  as  a  result  of  this  kinking  urine 
collects  above  the  bend  of  the  organ  and  the  injured  ureter 
cannot  withstand  the  pressure.  Besides  this  infection  of  the 
ureteral  wall  comes  into  play.  This  kinking  of  the  ureter  is 
principally  brought  about  by  drainage  of  the  subperitoneal 
space.  Drainage  tubes  and  gauze,  according  to  the  opinions  of 
Stockel  and  Bumm,  isolate  the  ureter  from  its  surroundings, 
press  on  it  and  in  that  way  the  kinking  of  the  ureter  takes  place. 
Franzfl  says  that  the  principal  cause  of  ureter  necrosis,  besides 
drainage,  is  injury,  although  not  discoverable  during  the  opera- 
tion. VeitJJ  lays  great  stress  upon  the  subperitoneal  secretion 
as  the  cause  of  necrosis.  He  says  not  only  is  the  nutrition  of  the 
ureter  disturbed  by  its  isolation,  but  finds  itself  in  a  puddle  of 
liquid  swarming  with  products  of  putrefaction  which  reacts 
unfavorably  upon  its  nutrition. 

The  explanation  that  the  above-mentioned  conditions  result 
from  drainage  is  hardly  tenable.  If  the  drainage  is  placed  in  the 
subperitoneal  space  in  such  a  way  that  it  does  not  completely 
fill  the  pelvis  but  is  packed  loosely  and  hardly  comes  in  contact 
with  the  ureters,  then  such  a  consequence  is  not  to  be  expected. 
We  placed  drainage  in  the  subperitoneal  space  in  all  of  our  500 
cases  and  yet  we  only  had  6.4  per  cent,  of  ureter  necrosis,  while 
Franz  from  145  operations  notes  4.8  per  cent.  The  difference  is 
not  great  enough  to  make  us  believe  that  the  condition  is  the 
result  of  drainage. 

As  far  as  the  superficial  injuries  to  the  ureters  is  concerned, 

*  Zeitschr.f.  Gyn.  Urol.,  1. 

t  Art.  Ureterica  Feitels,  Zeitsch.  f.  Geb.  u.  Gyn.,  Bd.  xlvi,  H.  2. 

t  Sampson,  Johns  Hopkins  Bulletin,  Feb.,  1904. 

**  Kongr.  des.  deutsch.  Ges.f.  Gyn.  Kiel.,  1905. 

'ff  Zeitschr.f.  Gyn.  Urol.,  Bd.  i,  1909. 

tt  P^akt.  Ergebn.,  ii,  2,  p.  317. 
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there  is  no  doubt  that  this  plays  an  important  part  in  the  necrosis, 
particularly  when  the  ureteral  sheath  is  disturbed.  Neither  is  it 
to  be  denied  that  in  cases  where  the  isolation  of  the  vesical  part  is 
difficult  a  thinning  out  of  the  ureteral  wall  can  occur.  The  latter 
condition  occurs  in  our  technic  very  seldom  and  we  cannot 
imagine  that  if  it  does  occur  we  should  not  have  observed  it.  As 
soon  as  we  observe  that  the  w^all  of  the  ureter  had  been  injured 
we  at  once  practise  resection. 

As  far  as  this  is  concerned  w^e  have  observed  ureter  necrosis  in 
many  cases  where  no  great  difficulty  was  experienced  in  isolating 
the  ureter  and  where  we  are  sure  that  no  inj  ury  occurred  at  the 
time  of  the  operation  (as  in  cases  64,133,148,169,178,188,234,306, 
338,  347,  390,  406).  On  the  other  hand,  we  have  also  observed 
cases  where  the  ureter  was  so  firmly  implanted,  particularly  its 
vesical  portion,  that  w^e  had  to  dig  it  out  step  by  step  and  A'et 
no  fistula  resulted  (cases  56,  90,  131,  142,  144,  154,  183,  200, 
204,  205,  209,  210,  228,  233,  246,  247,  260,  261,  262,  281,  304, 
308,  328,  330,  342,  350,  373,  379,  380,  387,  388,  398,  422,   433, 

437,  479,  486,  490,  491,  492,  495)- 

Our  own  studies  and  experiments  to  determine  the  cause  of 
ureter  -  necrosis  in  the  extended  abdominal  operations  have 
been  futile.  We  aim  to  avoid  injury  to  ihe  ureter  and  preserve 
its  sheath  as  far  as  possible ;  we  avoid  squeezing,  tearing  or  isolating 
them  too  much  from  their  surroundings.  We  have  adopted  also 
(from  case  227  on),  the  method  of  Bunim*  which  consists  in  open- 
ing up  the  two  leaves  of  the  ligamentum  latum,  in  such  a  way  that 
the  ureter  remains  on  the  posterior  leaf.  We  have  also  followed 
Amanf  who  tries  to  fold  the  vesical  part  of  the  ureter  into  the 
bladder  tissue  and  cover  the  upper  portions  of  the  exposed 
ureter  with  the  peritoneum  in  a  way  so  as  to  unite  the  lateral 
portions  of  the  peritoneum  with  the  parts  from  the  stump  of  the 
ureters.  We  are  also  particular  in  tying  our  ligatures  not  to  have 
knots  in  a  position  where  they  could  press  on  the  ureter,  which 
occurs  when  one  attempts  to  tie  large  masses  of  tissue  in  one 
ligature. 

We  cannot  say  whether  any  of  these  methods  have  a  par- 
ticular advantage.  In  the  first  100  cases  we  had  eight  necroses ; 
in  the  second  100  cases  we  had  seven;  in  the  third  100  we  had 
four;  in  the  fourth  100  we  had  seven;  in  the  fifth  100  cases  we 
had  six. 

*  Zeitschr.f.  Geb.  u.  Gym.,  Bd.  Ixi,  H.  i.  p.  20S. 
f  Zeitschr.  f.  Geb.  u.  Gyn.,  Bd  IxL 


188       WERTHIilM:    ABDOMINAL    OPERATION    FOR    CARCINOMA    UTERI. 

As  the  matter  stands  to-day  we  must  be  satisfied  that  in  a 
certain  number  of  cases  ureter  necrosis  will  occur.  In  very 
advanced  cases  it  is  inevitable  that  during  the  operation  the 
ureter  must  be  isolated  and  so  it  is  stripped  of  its  sheath  with 
blood-vessels  and  thereby  suffers  injury. 

In  reference  to  ureteral  fistulae  we  first  wait  for  spontaneous 
healing;  this  we  aid  by  local  cleanliness;  we  use  nitrate  of  silver 
and  tincture  of  iodine.  Chills  and  fever  we  have  not  observed, 
in  spite  of  what  Kromer*  says.  If  no  spontaneous  healing  occurs 
within  four  months  and  no  diminution  of  the  urine  stream  occurs 
we  then  step  in  with  operative  interference.  First  we  attempt 
to  implant  the  ureter  in  the  bladder,  but  if  this  is  not  feasible 
or  where  the  kidney  on  the  corresponding  side  has  become 
greatly  altered  in  function,  nothing  remains  but  a  nephrectomy. 

Extraordinary  conditions  arise  when  there  are  fistulae  on  both 
sides.  We  have  experienced  this  as  already  mentioned  in  five 
cases  (17,  36,  53,  241  and  325).  In  case  17  the  left  ureter 
became  fistulous  four  months  after  the  operation,  a  nephrectomy 
having  been  performed  on  account  of  a  fistulous  condition  of  the 
right  ureter  five  weeks  after  the  operation.  Autopsy  showed 
that  the  fistulous  tract  in  the  ureter  resulted  from  a  necrosis  of 
the  carcinoma  which  had  invaded  the  wall  of  the  ureter.  In  case 
36  death  occurred  as  a  result  of  pyelonephritis.  In  cases  53, 
325  spontaneous  recovery  occurred.  In  case  241  we  did  a 
double  implantation  of  the  ureter  three  months  after  operation 
but  only  the  right  side  held.  On  the  left  side  the  fistula  re- 
mained. Very  soon  afterward  the  cancer  recurred  and  the 
patient  died.  In  a  similar  case  Sellheimf  implanted  the  ureters 
into  the  bladder  by  vaginal  operation. 

It  is  to  be  observed  that  in  our  radical  abdominal  operation 
we  have  frequently  experienced  cases  of  kidney  infection  wdthout 
a  ureteral  fistula,  but  the  resulting  pyelitis  was  often  of  a  milder 
type.  Nevertheless  it  not  infrequently  was  the  cause  of  inter- 
mittent temperature  rise,  perhaps  unfavorable  influencing  the 
course  of  these  cases.  It  is  very  likely  that  the  function  of  the 
ureters  comes  into  play  in  these  cases.  It  is  very  possible, 
as  it  is  with  the  bladder,  that  on  account  of  the  isolation  of  the 
ureter  from  its  surroundings  and  the  resulting  nutritional  disturb- 
ances a  predisposition  to  infection  is  created.  Stockel  thinks  that 
bacteria  are  always  present  in  the  subperitoneal  space  and  if  the 
vitality   of  the  bladder  is  interfered  with  cystitis  ma)'-  result 

*  Zeitschr.  /".  g\n.  Urol,  i,  p.  263. 
t  Hegars  Beiir.,  Bd.  ix,  H.  3. 
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from  the  invasion  of  the  bacteria,  and  a  ureteritis  results  from 
the  same  cause.  It  is  to  be  observed  that  the  peristalsis  of  the 
ureters,  which  under  normal  conditions  favors  the  egress  of  urine 
from  them,  is  markedly  interfered  with  in  the  cases  of  extended 
abdominal  operation,  as  here  the  ureter  does  not  lie  in  its  'loose 
elastic  bed,  but  in  a  firmly  fixed  space  and  in  this  way  infection 
is  favored  in  its  walls.  It  is  also  possible  that  on  account  of 
insufficient  sphincter  action,  urine  and  bacteria  can  reach  the 
ureters  from  the  bladder. 

It  has  been  our  experience  that  in  cases  of  pyelitis  we  have 
obtained  excellent  results  from  injections  of  silver  nitrate  and 
protargol  into  the  pelvis  of  the  kidney  by  means  of  ureteral 
catheters. 

The  Bladder. — ^The  extensive  loosening  of  the  bladder  which  is 
necessary  in  the  radical  operation  cannot  be  carried  out  in  one 
step.  We  first  loosen  the  bladder  as  in  the  ordinary  abdominal 
operation  for  extirpation  of  the  uterus,  and  further  free  the 
organ  after  the  preparation  of  the  vesical  part  of  the  ureters  has 
been  carried  out.  The  sides  of  the  bladder  are  more  easily 
freed  if  the  vesical  portions  of  both  ureters  have  been  cleared 
first.  The  loosening  of  the  base  of  the  bladder  meets  with  little 
difficulty  although  here  the  cellular  tissue  is  firmer.  The  libera- 
tion of  the  bladder  is  done  in  stages,  first  the  middle  portion  is 
loosened,  then  the  pelvic  portions  of  the  ureters;  then  from  the 
ureters  on  the  sides  of  the  bladder;  and  finally  the  base  of  the 
organ  is  separated  from  the  vagina. 

For  the  proper  freeing  of  the  bladder,  we  use  scissors  slightly 
bent  and  with  rounded  points.  Pushing  down  with  the  finger  is 
apt  to  cause  bleeding  and  there  is  greater  risk  of  injuring  the 
bladder. 

In  ordinary  cases,  that  is  to  say,  where  the  carcinoma  has  not 
invaded  the  bladder  wall,  the  loosening  of  the  bladder  is  easy, 
if  this  method  is  followed.  In  this  class  of  cases  we  have  in- 
jured the  bladder  only  four  times  (26,  33,  41,  197).  Such 
defects  were  at  once  repaired  with  a  few  stitches  and  primary 
union  occurred  in  ever^'^  case. 

It  is  an  entirely  different  matter  when  the  bladder  has  become 
fixed  by  the  cancer;  it  often  happens  then  that  in  liberating  the 
organ  pieces  of  muscular  tissue  of  the  bladder  wall  remain  with 
the  carcinomatous  uterus.  As  a  result  a  thinning  of  the  bladder 
wall  results ;  in  some  case  only  the  mucous  membrane  remaining 
unopened.  It  often  happens  that  one  breaks  into  the  bladder 
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repeatedly  in  the  attempt  to  liberate  these  fixed  organs.  In 
cases  of  this  nature  we  avail  ourselves  of  the  method  of  loosening 
the  bladder  from  the  "sides  of  the  ureters."  We  do  not  loosen 
the  middle  part  of  the  bladder,  but  work  our  way  from  the  ureters 
under  the  organ  and  thus  loosen  the  fixed  portion  of  the  bladder. 
In  this  way  we  often  avoid  breaking  into  the  bladder  and,  if  a 
resection  of  the  organ  is  called  for,  it  can  be  done  with  more 
exactness  and  with  more  sparing  of  the  tissues.  We  were  obliged 
to  loosen  the  bladder  from  the  ureter's  side  in  ten  cases  (185, 
186,  225,  310,  326,  422,  470,  472,  485,  492). 

Bladder  injuries,  as  a  result  of  fixation,  occurred  in  forty-five 
cases  (5,  11,22,  28,  86,92,  95,  100,  loi,  103,  131,  135,  138,  154,  155, 
176,  184,  194,  197,  200,  233,  241,  252,  261,  262,  284,  308,  310, 
350,  380,  387,  388,  397,  404,  419,  422,  430,  437,  445,  468,  470, 
472,  485,  486,  491) .  In  all  of  these  cases  parts  of  the  fixed  bladder 
wall  had  to  be  left  on  the  uterus.  In  eighteen  of  these  cases 
(592,  154.  184,  194,  200,  241,  261,  262,  284,  308,  387,  404,  419, 
422,  437,  468,  470)  the  bladder  was  opened.  In  three  cases 
(86,  252,  430)  resection  was  done.  In  the  twenty-one  cases  where 
bladder  was  opened  or  resected  the  injury  was  immediately  re- 
paired by  stitching;  but  only  in  eleven  cases  did  primary  union 
take  place  (92,  154,  194,  241,  262,  284,  308,  422,  430,  468,  470). 
In  seven  cases  the  sutures  did  not  hold  (86,  200,  252,  261,  387, 
404,  437)  and  a  vesicovaginal  fistula  resulted.  Three  cases  (5, 
184,  419)  did  not  survive  the  operation. 

In  the  other  twenty-four  cases,  where  the  bladder  was  not 
broken  through,  the  injuries  were  often  severe  enough  to  result 
in  vesicovaginal  fistulae.  Six  cases  (11,  28,  100,  138,  197,  472)  do 
not  come  under  consideration  as  they  did  not  survive  the  opera- 
tion. Of  the  remaining  eighteen,  in  nine  cases  (22,  95,  131,  135, 
233,  350,  397,  483,  486)  fistula  resulted  in  consequence  of  necrosis 
of  the  injured  part. 

In  advanced  cases  of  carcinoma  where  the  bladder  becomes 
fixed,  parts  of  its  muscular  structure  have  to  remain  on  the 
tumor,  which  really  amounts  to  a  resection.  Our  experience 
shows  that,  even  if  the  mucous  membrane  of  the  bladder  remains 
uninjured,  vesicovaginal  fistulae  will  occur  in  50  per  cent,  of 
these  cases,  as  a  result  of  the  thinning  of  the  bladder  wall. 
It  is  a  question  in  our  minds  whether  it  were  not  better,  under 
these  conditions,  to  do  a  resection  at  once,  which  we  did  in  three 
cases    (86,  252,  430)    and    which    was    done    by  Mackenrodt.* 

*  Zeitschr.f.  Geb.  u.  Gyn.,  Bd.  liv,  p.  577. 
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However  as  vesicovaginal  fistulae  occurred  also  after  resection 
(86,  252)  we  are  in  the  habit  of  covering  over  the  thinned-out 
portion  of  the  bladder  with  the  more  sold  structure  of  the  organ, 
a  reef  is  taken  in  the  bladder  and  the  injured  portion  is  tucked 
in  (445) .  If  a  resection  is  undertaken  it  is  of  importance  to  re- 
move the  thinned-out  parts  in  order  to  get  primary"  union. 

Out  of  the  sixteen  cases  of  vesicovaginal  fistulae  which  followed 
loosening  of  fixed  organs  (22,  86,  95,  131,  135,  200,  233,  252,  261, 
350,  387,  397,  404,  437,  485,  486)  in  one  case  (200)  spontaneous 
healing  occurred  after  douchings.  In  case  261  the  fistula  closed, 
but  reopened  again.  In  fifteen  cases  operative  interference  was 
called  for  the  closure  of  the  fistulae,  with  final  success  in  all  cases, 
although  some  had  to  be  closed  twice  and  some  even  three  times. 
Freshening  the  surface  and  suturing  was  all  that  was  necessary, 
although  sometimes  tension  incisions  were  called  for.  Occlusion 
of  the  vagina  was  never  necessary,  contrary  to  Latzko. 

Franz*  is  of  the  opinion  that  necrosis  of  the  bladder  wall  is 
favored  by  drainage  wdth  gauze,  which  is  allowed  to  rest  against 
the  bladder  for  several  days.  This  is  not  bom  out  by  his  own 
cases  as  he  had  as  many  cases  of  necrosis  as  we  had,  although  he 
only  allows  the  gauze  to  remain  for  twenty  hours. 

The  loosening  up  of  the  bladder  in  the  perfected  abdominal 
operation  is  far  greater  than  in  the  ordinary  abdominal  operation 
as  in  some  cases  the  loosening  reaches  down  to  the  internal 
orifice  of  the  urethra,  and  besides  the  bladder  wall  becomes 
thinned  out  in  places  so  that  the  resulting  postoperative  disturb- 
ances are  of  considerable  consequence.  Following  the  operation 
there  is  more  or  less  of  a  paretic  condition  present,  which  often 
lasts  up  to  the  day  of  rising  from  bed  and  in  some  cases  even 
longer.  The  patient  cannot  empty  her  bladder  completely, 
so  that  residual  urine  is  always  present,  and  only  after  some 
weeks  does  the  complete  function  of  the  bladder  return. 

From  this  paretic  state  of  the  bladder  cystitis  results.  The 
greatest  caution  during  catheterization  and  the  systematic 
irrigation  of  the  bladder  with  disinfectants  and  astringents  after 
each  catheterization  does  not  prevent  the  occurrence  of  a  cystitis. 
Even  in  cases  where  no  catheter  was  used  as  the  bladder  function 
was  not  disturbed,  cystitis  invariably  occurred. 

It  is  certainly  positive  that  this  postoperative  cystitis  is  not 
caused  by  infection  during  catheterization.  The  bacteria  reach 
the  bladder  either  through  the  urethra  or  else  from  the  sub- 

*  Zeitschr.  f.  gyn.  Urol.,  1909,  Bd.  i. 
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peritoneal  space,  penetrating  the  loosened  bladder  wall  (Stockel) , 
At  all  events  cystitis  is  favored  by  the  paretic  condition  of  its 
walls,  by  the  disturbance  of  its  nutrition,  by  the  circulatory 
disturbance  as  a  result  of  the  loosening  of  the  organ  from  its 
natural  bed,  and  expresses  itself  by  hemorrhages,  edema,  and 
epithelial  shedding. 

In  order  to  diminish  the  postoperative  bladder  disturbances 
Kronig*  recommended  that  at  the  end  of  the  operation  the  raw 
surfaces  of  the  bladder  be  stitched  over  so  as  to  make  this  area 
smaller  and  at  the  same  time  cover  this  surface  with  peritoneum 
from  the  anterior  wall  of  the  bladder,  so  as  to  leave  no  raw  surface. 
We  ourselves  as  well  as  Franzf  saw  no  improvement  after  that 
method,  so  we  abandoned  it  and  make  no  use  of  same.  We  look 
upon  these  bladder  disturbances  in  radical  operations  as  an 
unavoidable  evil  and  carefully  look  after  these  organs  so  as  to 
prevent  a  severe  cystitis  as  far  as  possible.  Systematic  catheteri- 
zation and  daily  irrigation  with  a  disinfectant,  beginning  on  the 
first  day  after  operation,  has  given  us  good  results.  Franz| 
speaks  well  of  the  retained  catheter;  Hannes^  on  the  other  hand 
speaks  against  its  use. 

VI.  The  Rectum. — ^While  in  the  ordinary  abdominal  operation 
for  uterine  extirpation  the  rectum  seldom  comes  in  consideration, 
in  the  extended  abdominal  operation,  on  account  of  the 
need  of  the  formation  of  a  vaginal  cuff,  the  loosening  of  the 
rectum  cannot  be  excluded.  W^e  are  in  the  habit  of  going  about 
it  in  this  way;  we  incise  the  peritoneum  at  the  junction  of  the 
fixed  and  loose  portion  of  the  rectum,  when  it  becomes  easy  to 
bore  your  finger  into  the  cellular  tissue  of  the  rectovaginal 
septum  and  thus  isolate  the  rectum  from  the  vaginal  wall. 

In  two  cases,  where  the  rectum  was  not  sufficiently  loosened 
the  anterior  wall  was  caught  in  the  vaginal  clamp  and  when 
severed  the  rectum  was  opened  (35,  52).  Immediate  suturing 
resulted  in  primar)''  union  in  both  cases.  Schieb  reports  a 
similar  case.** 

As  a  rule  the  rectum  is  easily  loosened,  but  as  in  the  case  of 
the  bladder,  when  the  carcinomatous  process  has  advanced  the 
loosening  may  be  very  difficult  (78,  184,  232,  233,  235,  260, 
339,  347,  349,  35°,  373,  378,  379,  381,  394,  438,  476).     In  a  few 

*  Monaischr.f.  Geb.  11.  Gyn.,  Bd.  xv,  H.  6. 
■\  Zeitscki'.f.  gyn.  Urol.,  1909,  Bd.  i. 
1 1.  c.  u.  Arch.'/.  Gyn.,  Bd.  xci,  p.  607. 
^  Zeitschr.f.  Geb.  u.  Gyn.,  Bd.  Ixxii. 
**  Arch.f.  Gyn.,  Bd.  Ixxxvii,  p.  29. 
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cases  the  rectum  was  opened  (235,  339,  347).  Immediate 
suturing  brought  primary"  union  in  part  of  the  cases  (339,  347) 
but  we  also  had  fistula  formation  in  the  rectum,  which, 
however,  have  a  great  tendency  to  heal  spontaneously  (235). 
Contrary  to  the  bladder  the  rectum  seldom  suffers  with  necrosis 
and  fistula  formation  at  some  later  date.  We  have  no  such 
instance    to    report,    although    Scheib    mentions    one    case. 

VII.  The  Regional  Lymph-Glands. — In  reference  to  the  re- 
gional lymph  glands  we  hold  the  same  views  as  formerly,  that 
we  remove  them  only  when  they  are  found  to  be  enlarged. 

This  question  has  been  attacked*  from  various  points. 
Against  the  demand  that  the  principal  thing  is  to  remove  all  of  the 
lymphatic  system  is  the  fact  that  first  of  all  this  could  not  be 
accomplished  and  second,  it  is  not  necessary  to  do  so.  Ad- 
mitted even  that  in  some  few  cases  carcinomatastases  may 
be  found  in  glands  slightly  enlarged,  say  to  the  size  of  a  pea, 
yet  it  is  a  fact  that  in  the  spindle-shaped  glands  normally  found  in 
the  pelvis,  and  becoming  swollen  with  chain-like  formation  no 
carcinoma  is  ever  found. 

In  order  to  be  sure  that  no  enlarged  regional  lymph  glands 
are  overlooked  if  present,  it  is  not  sufficient  to  rely  only  on 
palpation  of  the  various  regions.  It  is  necessary  to  split  the 
peritoneum,  expose  the  vessels  so  that  one  can  palpate  be- 
tween and  under  these  structures,  and  be  able  to  pick  up  between 
the  fingers  the  cellular  as  well  as  fatty  structures.  Only  in  this 
way   can    one    avoid    leaving   behind    enlarged    lymph  glands. 

In  the  beginning  it  was  our  aim  to  loosen  the  lymph  glands 
and  include  them  during  the  removal  of  the  parametrium; 
this  works  well  in  theory,  and  certain  operators — for  instance 
Latzko — still  adhere  to  such  a  practice.  Theoretically  there  is 
an  advantage  gained  by  this  method,  as  during  the  removal 
of  the  glands  the  lymph  vessels  are  also  included.  Practice, 
however,  has  proven  that  these  lymph  nodes  tear  away  during 
the  operative  manipulation,  so  we  arrived  at  the  practice  of 
extirpating  the  lymph  nodes  at  the  close  of  the  operation. 
Only  in  those  advanced  cases  of  carcinoma  where  inspection 
and  palpation  show  the  lymph  glands  enlarged  and  fixed,  do 
we  begin  the  operation  with  the  removal  of  the  lymph  glands 
first  and  if  we  find  it  impossible  to  extirpate  them  the  operation 
is  abandoned. 

*  Mackenrodt,  Kongr.  zur  Guessen,  p.  140,  Rosthorn  u.  a. 
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Histological  investigations  have  shown  that  carcinoma  is 
seldom  found  in  the  connecting  lymph  vessels.* 

The  extirpation  of  the  lymph  glands  is  not  difficult  in  the 
great  majority  of  cases.  After  the  peritoneum  is  split  open 
sufficiently  in  an  upward  direction,  the  cellular  tissue  is  easily 
invaded  by  the  finger,  the  vessels  are  loosened  all  around  and  the 
presence  of  enlarged  glands  are  determined.  In  case  the  cellular 
tissue  is  tough,  it  may  be  necessary  to  divide  it  with  scissors  or 
forceps.  The  palpating  finger  pushed  under  and  between  the 
vessels  and  deep  into  the  obturator  foramin  finds  the  enlarged 
glands  very  readily. 

In  searching  for  enlarged  glands  we  proceed  in  the  following 
order:  First  we  search  along  the  common  iliac,  then  we  follow 
along  the  external  iliac  as  far  as  the  internal  abdominal  ring.  In 
order  to  reach  the  triangle  between  external  iliac  and  hypogas- 
tric, the  index-finger  is  then  pushed  into  the  obturator  foramen, 
and  it  is  to  be  observed  that  when  enlarged  glands  are  found 
in  this  space  the  obturator  nerve  is  freely  exposed.  In  some 
cases  this  nerve  is  entirely  surrounded  by  diseased  glands,  but 
in  almost  all  cases  the  nerve  can  be  freed  from  them.  Only 
in  one  case  did  we  have  to  resect  it  (19).  We  end  up  the  search 
in  the  sacral  region. 

One  must  practice  the  greatest  caution  in  cases  where  the 
carcinomatous  glands  have  become  united  with  the  iliac  vessels 
(19,  63,  116,  147,  176,  178,  197,  266,  372,  399,  418,  425,  445, 
465,  478).  Injury  to  the  iliac  veins  is  a  ver}'  disagreeable  oc- 
currence. In  case  20  after  the  patient  had  already  sat  up  a 
hemorrhage  occurred  from  the  vena  hypogastrica,  which  was 
injured  during  the  search  for  enlarged  lymph  glands.  In  case 
492  the  external  iliac  vein  had  to  be  tied  off  owing  to  an  injury 
to  its  wall,  which  resulted  in  a  severe  edema  of  the  leg.  In  a 
few  other  cases  vessels  had  to  be  resected  because  of  the  fact 
that  the  carcinomatous  glands  could  not  be  separated;  in  case 
28  the  external  iliac  vein  was  resected;  in  109  the  hypogastric 
artery  and  in  413  the  hypogastric  artery  and  vein  had  to  be  re- 
sected. In  two  cases  (117,  393)  the  carcinomatous  gland  con- 
glomeration had  to  be  left  in  situ,  and  in  case  168  we  succeeded  in 
removing  the  same,  but  suspicious  pieces  of  tissue  remained  on 
the  vessels. 

In  cases. where  large  numbers  of  glands  are"  cleared  away  the 
blood-vessels  appear  as  if  isolated  and  in  places  entirely  uncovered, 

*  Kindrat,  Ochlecker,  Rosthorn,  Mackenrodt  and  others. 
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a  sign  that  the  removed  glands  were  situated  under  the  vessels  as 
well  as  on  their  sides. 

For  the  complete  extirpation  of  enlarged  lymph  glands 
Mackenrodt  uses  the  transverse  laparotomy  incision.  If  the 
ordinary  laparotomy  incision  through  the  linea  alba  is  carried 
down  to  the  symphysis  pubis,  one  finds  no  difficulty  in  reaching 
even  the  glands  deep  in  the  obturator  foramen  and  we  never 
experience  lack  of  space.  Not  even  marked  retraction  of  the 
laparotomy  wound  is  necessary  and  the  healing  of  our  wounds 
was  always  better  than  in  the  transverse  incisions. 

VHI.  Narcosis. — Although  the  narcosis  is  not  a  part  of  the 
operative  technic  it  seems  to  us  wise  to  speak  of  it  in  reference 
to  the  extended  abdominal  operation.  The  relatively  large  num- 
ber of  cardiac  deaths  in  the  first  200  cases  forced  us  to  shorten 
the  time  of  narcosis  as  far  as  possible.  For  this  purpose  we 
proceeded  from  case  229  on  to  begin  the  narcosis  after  the  ex- 
cochleation  and  Paquelinization  of  the  primary  focus  was  ac- 
complished. If  the  vagina  is  protected  from  burning  by  ap- 
propriate specula  very  little  pain  is  experienced  by  the  patient, 
and  in  that  way  we  save  from  fifteen  to  twenty- five  minutes 
of  narcosis.  The  result  of  this  measure  was  to  reduce  the  number 
of  cardiac  deaths. 

Later  on  we  availed  ourselves  of  the  recommendation  of  Rich. 
Freund,  from  Veit's  Clinic,  to  use  spinal  anesthesia  in  all  those 
cardiac  cases,  where  inhalation  anesthesia  might  be  harmful. 
We  used  spinal  anesthesia  in  thirty-three  cases  (285,  287,  288, 
289,  290,  301,  314,  317,  31S,  320,  332,  335,  344,  345,  347,  349, 
351,  361,  380,  393,  395,  401,  422,  441,  442,  447,  448,  449,  450, 
457,  460,  470,  471).  In  the  first  nineteen  cases  we  used  Stovain 
(Billon)  later  tropococaine.  In  one  case  where  stovain  was  used 
we  had  respiratory  paralysis  (332).  In  two  cases  (288,  289)  the 
spinal  anesthesia  had  to  be  supplemented  by  inhalation  nar- 
cosis. In  one  case  where  tropococaine  (0.06-0.10)  was  used 
we  had  total  failure;  in  five  cases  partial  failure  to  cause 
anesthesia. 

On  the  whole  we  were  greatly  satisfied  with  Lumbar  anesthesia 
in  the  extended  abdominal  operation,  and  we  were  impressed 
with  the  fact  that  with  this  measure  we  could  undertake 
operation  on  cases  that  otherwise  we  would  not  risk  for  fear  the 
patient  could  not  stand  the  operation. 

These  are  the  principles  by  which  we  have  been  guided  in  our 
technic  of  the  extended  abdominal  operation.     When  we  describe 
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collectively  our  technic  of  the  operation  in  a  typical  case  it  is 
as  follows: 

Immediately  before  the  operation,  and  before  the  narcosis  has 
begun,  we  prepare  the  carcinoma  with  a  sharp  curet  and 
Paquelin  and  then  pack  the  vagina  full  with  sublimate  gauze. 
The  patient  is  put  on  the  operating  table  and  anesthesia  is  given. 
The  abdomen  is  then  opened  through  the  linea  alba  with  the 
pelvis  elevated. 

After  liberating  adhesions  the  fundus  of  the  uterus  is  seized 
wnth  traction  forceps. 

The  operation  is  now  actually  begun  with  the  loosening  of  the 
bladder  in  the  median  line.  After  this  the  infundibulopelvic 
ligament  is  ligated  on  one  side  and  cut  through,  the  two  leaves 
of  the  broad  ligament  are  then  separated  by  pushing  the  finger 
between  them.  The  anterior  leaf  is  stripped  up  to  the  liga- 
mentum  rotundum,  which  is  tied  off  and  cut  after  the  peritoneum 
is  stripped  off  the  bladder.  The  posterior  leaf  of  the  broad  liga- 
ment is  then  stripped  up  and  the  ureter  is  searched  for,  when  this 
is  found  it  is  laid  bare  and  followed  until  it  enters  the  parame- 
trium (Plate  i) .  Now  follows  the  maneuver  of  pushing  the  finger 
under  the  parametrium  following  the  ureter  (Plate  2).  After 
the  parametrium,  with  the  uterine  vessels,  is  hooked  up  by  the 
index-finger,  the  vessels  are  tied  off  and  severed,  laying  bare 
the  vesical  portion  of  the  ureter  which  is  then  freed  and  followed 
up  to  the  bladder,  which  is  also  loosened  (Plate  3). 

After  dealing  with  the  other  side  in  a  similar  fashion,  the 
loosening  of  the  rectum  is  proceeded  with.  The  best  way  to  go 
about  it,  is  to  elevate  the  peritoneum  of  Douglas  pouch  by  means 
of  forceps  to  a  point  where  the  peritoneal  junction  is  easily 
recognized.  At  this  point  the  peritoneum  is  incised,  which  leads 
to  the  loose  cellular  tissue  between  the  vagina  and  rectum.  The 
rectum  is  now  isolated  and  the  peritoneal  incision  enlarged  on 
either  side  so  as  to  meet  the  peritoneal  cut  in  the  posterior  leaf 
of  the  broad  ligament. 

Now  comes  the  liberation  of  the  parametrium  from  the  pelvic 
floor  under  the  protection  of  the  parametrium  clamps  (Plate  4) . 
Naturally  the  parametrium  is  spread  out  along  the  pelvic  floor 
and  one  must  not  attempt  to  seize  its  entire  length  in  one  forceps. 
Beginning  at.  the  inner  and  posterior  portion  of  the  pelvis  by  the 
ligament  uterosacral,  step  by  step  the  vaginal-  portion  is  finally 
reached. 

When  everj'thing  is  ready  for  opening  the  vagina,  the  sub- 
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limate  gauze  introduced  before  the  operation,  is  removed  and  the 
vagina  dried  with  sterile  gauze.  After  another  inspection  to  see 
that  the  vaginal  tube  is  thoroughly  isolated,  and  that  the  bladder, 
rectum  and  ureters  are  free,  the  opening  of  the  vagina  is  proceeded 
with  by  clamping  the  vaginal  tube  (Plate  5).  The  vagina  is 
again  dried  and  then  cut  off  under  the  clamps  and  the  extirpation 
completed. 

The  vaginal  veins  are  now  sutured  and  the  strings  of  sutures 
left  long  (Plate  6) .  These  sutures  control  the  bleeding  which  is  at 
times  quite  considerable.  As  a  rule  the  bleeding  comes  from  the 
lateral  portions  of  the  paravaginal  tissue,  the  long  suture  ends 
allow  an  easy  introduction  of  iodoform  drain  into  the  vagina. 
The  parametrium  clamps  are  replaced  by  ligatures  and  all  bleed- 
ing points  controlled.  Now  comes  the  search  for  enlarged  lymph 
glands.  The  iliac  vessels  are  exposed,  when  the  renewed  bleeding 
must  be  carefully  controlled.  After  the  introduction  of  the  iodo- 
form gauze  into  the  vagina  from  above,  the  peritoneal  folds  are 
stitched  over  the  vagina  and  the  laparotomy  wound  llnally 
closed. 

B.    INDICATIONS    FOR   THE       OPERATION. 

From  the  beginning  the  extended  abdominal  operation  has 
demonstrated  that  the  entire  surroundings  of  the  diseased  uterus 
are  removable  and  so  has  advanced  the  indications  for  the  opera- 
tion. While  with  the  vaginal  operation  infiltration  of  the  para- 
metrium and  fixation  of  the  uterus  so  that  the  organ  could  not  be 
pulled  down  with  bullet  forceps  was  a  contraindication,  with 
our  operation  we  can  attack  cases  with  parametrium  infiltration 
and  feel  certain  that  fixed  organs  such  as  bladder,  rectum  and 
ureters  can  be  loosened  and  the  diseased  uterus  removed  com- 
pletely even  in  advanced  cases  of  carcinoma. 

For  this  reason  we  finally  allowed  ourselves  to  advance  the 
indication  for  operation.  Before  the  year  1898  at  the  Vienna 
Clinic*  fifteen  operations  were  done  out  of  100  cases  of  uterine 
carcinoma,  that  presented  themselves.  With  the  aid  of  the 
extended  abdominal  operation,  this  number  soon  rose  to  30  per 
cent.;  with  the  advance  of  our  experience  and  practice  it  rose  to 
50  per  cent.,  and  in  the  last  two  years  it  has  been  61.9  per  cent. 
The  500  cases  herein  reported  were  taken  out  of  1096  cases  that 
presented  themselves,  fifty- five  of  these  cases  refused  operation, 

*  Waldstein,  Arch.  f.  Gyn.,  Bd.  Ixi,  Heft  i,  and  Knauer,  Bertraz  s.  Gel.  u.  Gyn., 
Bd.  V,  Heft  2. 
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twenty-two  were  operated  on  vaginally,  and  519  were  too  far 
advanced.  This  gives  a  total  of  nearly  50  per  cent,  of  cases  that 
are  operable. 

In  reference  to  the  indication  for  operation  naturally  the  first 
thing  that  conies  into  consideration  is  the  local  condition.  Exam- 
ination, however,  can  show  this  only  to  a  limited  extent.  Of 
course,  if  the  entire  pelvis  is  filled  with  hard  masses,  or  if  the 
vagina  is  changed  into  an  unyielding  tube  down  to  the  vulva,  then 
there  can  be  no  doubt.  If  the  disease  is  not  so  far  advanced  then 
under  certain  conditions  it  may  be  difficult  to  come  to  definite 
decision.  The  condition  of  the  regional  lymph  glands  cannot 
always  be  determined  by  an  examination,  even  when  made 
through  the  rectum.  As  we  have  already  pointed  out,  with  an 
open  abdomen,  with  the  peritoneum  split  open,  enlarged  lymph 
glands  may  escape  one  and  palpation  may  fail  to  show  carcino- 
matous infiltration  of  the  peritoneum  of  the  bladder  or  rectum. 
As  far  as  the  bladder  is  concerned  the  use  of  the  cystoscope  has 
not  changed  matters.*  Only  Hannes  and  Schieb  speak  for  the 
value  of  the  cystoscope  to  determine  if  the  bladder  loosening  dur- 
ing the  operation  will  prove  difficult  or  not.  A  prominent  trigone 
is  indicative  that  the  carcinoma  is  near  the  bladder;  that  it  has 
invaded  the  vesicovaginal  septum ;  on  the  other  hand  a  negative 
cystoscopic  finding  would  show  that  no  fear  need  to  be  entertained 
from  bladder  complications  during  the  operation.  As  far  as 
the  parametrium  is  concerned,  which  can  be  palpated  especially 
by  a  rectal  examination,  W.  A.  Freund  has  shown  that  stiff  para- 
metrii  may  be  free  of  carcinomatous  infiltration,  while  soft  and 
yielding  noninfiltrated  regions  of  the  parametrium  may  con- 
tain carcinoma,  a  fact  that  has  been  confirmed  by  Kundrat  and 
Pankow. 

If  a  thorough  examination  does  not  lead  to  a  definite  decision 
whether  the  case  is  an  operable  one  or  not,  one  always  can  have 
recourse  to  an  exploratory  laparotomy.  Frequently  the  findings 
at  the  time  of  operation  are  not  what  was  expected  after  the 
examination.  Often  the  operation  succeeds  better  than  it  was 
hoped  and  the  reverse  may  also  be  true,  what  seemed  a  favorable 
case  at  the  time  of  examination  may  prove  inoperable  when  the 
abdomen  is  opened.  As  it  is  impossible  to  determine  by  means  of 
an  examination  the  extent  of  the  spread  of  the  disease,  one  must 

*  Fromme,  Monatatscher.f.  Geb.  a.  Gyti.,  Bd.  27,  Heft  2;  Zangmeinster,  Zeitschr. 
filr  Bed.  u.  Gyn.,  55;  Stockle,  Die  Cystoscope  des  Gyat,  Leipzig,  1904;  Hannes, 
Zeitschr.  f.  Geb.  u.  Gyn.,  Bd.  bcii.  Heft  2;  Schantas,  Monographic,  Schieb.  arch./. 
Gyn.,  Bd.  Ixxxvii,  p.  11. 
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consider  every  operation  for  carcinoma  of  the  uterus  an  explora- 
tory laparotomy.  Only  after  the  abdomen  is  opened  is  it  pos- 
sible to  say  whether  the  operation  can  be  carried  through  or 
not.  A  section  gives  one  a  chance  to  see  the  condition  of  the 
lymph  glands,  the  ureters,  the  bladder,  the  rectum.  The  eye 
can  see,  the  fingers  can  palpate,  and  if  this  is  not  sufficient 
the  peritoneum  may  be  opened  up  without  the  operation  loosing 
its  explorative  character.  Even  the  preparation  of  the  ureters, 
the  loosening  of  the  bladder  or  rectum  does  not  prejudice  matters 
as  the  incised  peritoneum  can  be  resutured  and  closed.  This 
is  an  advantage  over  the  vaginal  method,  where  frequently  one 
becomes  aware  of  the  uselessness  of  the  procedure  at  a  stage  of 
the  operation  when  no  turning  back  is  possible. 

Next  to  the  local  condition  the  general  condition  of  the  patient 
is  of  great  importance.  The  question  is  always  this:  Can  the 
patient  withstand  the  shock  of  the  operation?  With  a  well- 
nourished  patient  with  good  heart  function,  one  can  risk  a  more  or 
less  lengthy  and  complicated  operation,  while  the  same  would  not 
be  the  case  with  a  patient  with  cachexia.  Where  the  general 
condition  of  the  patient  is  not  so  favorable  the  success  of  the 
operation  will  depend  upon  whether  the  operation  can  be  done 
quickly,  the  heart  spared  as  much  as  possible,  loss  of  blood  be 
prevented  and  the  local  condition  be  not  so  far  advanced  that  a 
resection  of  some  neighboring  organ  may  be  necessary. 

Our  experience  has  taught  us  to  consider  every  operation  for 

carcinoma  of    the    uterine    cervix    as   an    exploratory    section. 

With  this  in  view  as  recommended  by  Doderlein*  we  first  palpate 

the  regional  lymph  glands.     If  enlarged  lymph-gland  tumors 

are  present  an  attempt  is  made  to  remove  them;  if  this  proves 

impossible    the   operation    is   abandoned   and  the   abdomen  is 

closed;  the    operation    remains     an     exploratory    laparotomy. 

Next  to  the  lymph  glands  comes  the  investigation  of  the  ureters ; 

if  the   ureters   are   dilated,   revealing  themselves   through   the 

peritoneum,  then  it  is  necessary  to  prepare  them,  because  the 

dilatation  simply  proves  that  the  carcinoma  is  compressing  them, 

and  only  by  preparing  them,  particularly  their  vesical  position, 

can  one  determine  if  it  is  possible  to  liberate  them  or  not.     After 

this  one  investigates  the  bladder  and  rectum.     Bladder  fixation 

usually  reveals  itself  by  the  formation  of  a  collar  and  a  crumpled- 

up  condition  of  the  peritoneum  over  the  affected  area,  as  described 

by  Hannes.t     This,  of  course,  does  not  prove  that  a  resection 

*  Hegars,  Bectr.  ix,  p.  183.     Kromer,  Arch.  J.  Gyn.,  Ixxiii,  p.  139. 
t  Habilatationschreft,  1907,  Breslau. 
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of  the  bladder  is  necessary.  With  the  usual  method  of  loosening 
the  bladder  in  a  case  of  this  kind  one  does  not  make  much  prog- 
ress, but  the  method  of  loosening  the  bladder  from  the  "side  of 
the  ureters,"  as  described  before,  is  of  better  service.  If  the 
bladder  is  already  attacked  by  the  carcinoma,  then  its  loosening 
even  from  the  "side  of  the  ureters"  is  of  no  avail,  resection  is 
the  only  thing  left. 

From  a  statistical  point  of  view  only  those  cases  of  laparotomy 
for  uterine  carcinoma  can  be  considered  exploratory,  where  the 
extirpation  of  the  uterus  was  not  performed.*  One  must  adhere 
closely  to  this  rule,  for  even  in  cases  where  the  extirpation  of  the 
uterus  is  undertaken  because  the  operator  finds  it  necessary  to 
proceed  or  drainage  through  the  vagina  is  called  for,  although 
he  is  aware  of  the  uselessness  of  the  operation,  this  cannot  be 
regarded  as  an  exploratory  laparotomy.  It  is  true  that  no 
radical  operation  was  intended,  but  where  should  the  border 
line  be  drawn?  Where  the  uterus  has  been  extirpated  and 
during  the  operation  it  is  discovered,  for  instance,  that  the 
enlarged  lymph  glands  are  not  removable,  the  case  should  not  be 
allowed  to  be  taken  out  of  the  class  of  radical  operations  and 
classed  under  exploratory  or  palliative  operation;  nor  should 
anyone  take  a  case  out  of  the  radical  operation  class,  if 
it  is  found,  for  instance,  that  the  parametrium  is  so  involved  as 
not  to  permit  one  to  reach  sound  tissue.  Every  case  where  the 
operation  has  reached  the  stage  of  extirpation  of  the  uterus, 
should  be  considered  as  a  case  of  radical  operation  and  included  as 
such  statistically.  Franz  and  Zinsser  defend  energetically  this 
same  position. f 

The  number  of  cases  operated  on  vaginally,  on  account  of 
special  contraindications  together  with  the  nonoperative  cases, 
amounts  to  440.  Among  these  we  include  seventy- three  ex- 
ploratory laparotomies — a  relatively  large  percentage,  about 
16.4  per  cent.  This  is  owing  to  the  fact  that  in  some  cases  it 
is  most  difficult  to  arrive  at  a  conclusion  as  to  the  indications  for 
or  against  an  operation  and  also  because  it  was  our  wish  not  to 
deny  operative  aid  even  in  a  single  case  where  help  was  possible. 
This  procedure  served  us  well,  for  among  our  500  radical  opera- 
tions there  were  many  cases  that  appeared  to  us  hopeless  be- 
fore operation.     From  a  recent  work  of  AUhomJ  we  learn  that  out 

*  Winter,  zeUschr.  f.  Gyn.,  1902,  Nos.  4  and  21.     Wertheim,  zeitschr.  f.  Gyn., 
1902,  Nos.  9  and  24. 

t  Arch./.  Gyn.,  Bd.  xci,  p.  6ii. 
t  Arch.f.  Gyn.,  Bd.  xcii,  p.  233. 
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of  221  apparently  inoperable  cases  forty- two  became  explora- 
tory, that  is  to  say,  about  20  per  cent. 

During  the  eleven  years,  in  which  the  500 .extended  abdominal 
operations  were  done  for  cevix  carcinoma,  only  twenty-one 
vaginal  extirpations  were  performed.  In  five  out  of  these  twenty- 
one  cases  (2,  3,  5,  19,  21)  the  abdominal  route  could  not  be  chosen 
on  account  of  the  extreme  adiposity  of  the  abdomen.  In  three  of 
these  (2,  19,  21)  the  abdomen  had  already  been  opened,  while 
in  the  other  two  (3,  5)  the  abdominal  route  was  not  even  con- 
sidered, the  vaginal  route  was  the  only  practical  way  for  the 
operation.  One  can  readily  understand  that  if  the  true  pelvis 
cannot  be  cleared,  even  with  extreme  elevation  of  the  same, 
then  the  extended  abdominal  operation  cannot  be  carried  out. 
Fortunately  these  cases  are  few,  but  where  the  abdomen  is  very 
fat  it  puts  an  absolute  barrier  on  the  operation. 

In  eleven  other  cases  (4,  6,  7,  8,  10,  11,  13,  14,  16,  iS,  20) 
these  technical  difficulties  to  the  extended  abdominal  operation 
were  not  present,  but  the  heart  and  general  condition  of  the 
patient,  as  a  result  of  myocardial  degeneration  and  cachexia  or 
old  age,  were  such  as  to  make  us  believe  that  they  could  not 
withstand  the  extended  operation.  Heart  failure  has  played  no 
small  role  in  our  mortality  table  and  we  have  learned  to  fear 
the  same.  With  the  shortening  of  the  period  of  narcosis,  with 
the  substitution  of  lumbar  anesthesia,  and  with  the  development 
of  our  operative  technic  our  results  have  greatly  improved, 
and,  in  consequence,  our  recourse  to  vaginal  extirpation  has 
become  less  frequent. 

Five  cases  remain  (i,  9,  12,  15,  17)  where  no  abdominal 
operation  was  done  because  the  character  of  the  disease  was  not 
substantiated  microscopically.  We  openly  admit  that  cases 
of  this  kind  were  not  submited  to  the  extended  abdominal  opera- 
tion because  of  the  ever-present  high  mortality.  It  is  to  be 
observed  that  in  consequence  of  the  extended  abdominal  opera- 
tion we  became  aware  of  the  fact  that  even  in  cases  with  minute 
primary  foci,  the  parametrium  and  lymph  glands  may  be  carcino- 
matous. For  this  reason,  since  our  operative  mortality  has  been 
reduced,  we  have  not  resorted  to  vaginal  operation. 

Franz*  is  also  of  the  opinion  that  old  age  (above  sixty-five) 
and  extreme  adiposity  are  contraindications  to  abdominal 
operation. 

*  Franz  and  Zinsser,  Arch.f.  Gyn.,  Bd.  xci,  Heft  3. 
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c.  operative  mortality. 

The  mortality  from  the  operation,  at  first  very  high,  has 
gradually  diminished. 

In  the  first  loo  cases  there  were  3°  deaths 

In  the  second  loo  cases  there  were  22  deaths 

In  the  third  100  cases  there  were  17  deaths 

In  the  fourth  100  cases  there  were  9  deaths 

In  the  fifth  100  cases  there  were  15  deaths 

Total,  93 

All  cases  of  death  are  here  included  whether  directly  due  to  the 
operation  or  not. 

If  we  arrange  the  cases  of  death  as  to  cause  (all  postmortem 
sections  were  done  either  by  Prof.  Schlagerhaufer  or  his  assistants) 
we  have  the  following  order  (Table  4) : 

1.  Mechanical  ileus ■ 3  cases  (16,  225,  412) 

2.  Mesenteric    arterial    closure    of    the 

duodenum i  case  (44) 

3.  Postoperative  bleeding 2  cases  (201,  147) 

4    Embolism  of  pulmonary  artery 4  cases  (62,  140,  239,  435) 

5.  Embolism  of  cerebrum i  case  (129) 

6.  Choking i  case  (301) 

7.  Lumbar  anesthesia i  case  (361) 

S.  Acute  miliary  tuberculosis i  case  (54) 

q.  Purulent  bronchitis  and  lobar 

pneumonia 2  cases  (121,  133) 

10.  Diphtheria  of  rectum  and  colon 3  cases  (213,  237,  349) 

11.  Uremia  followmg  ligation  of  ureters,    i  case  (5) 

12.  Pyelonephritis 9  cases  (17,  25,  36,  188,  208,  401,  419, 

449.  493) 

13.  Peritonitis 39  cases  (12,  18,  23,  29,  49,  57,  58,  69,  75, 

80,  93,  94,  98,  zoo,  127,  128,  136,  138, 
143,  145,  150,  151,  197,  201,  216,  223 
232,  259,  275,  282,  289,  307,  313,  336, 
348,  405,  407,  436,  438) 

14.  Feeble  heart  and  cachexia 22  cases  (i,  3,  8,  11,  23,  28,  38,  157,  166, 

173,  184,  192,  196,  202,  214,  224,  293, 
393>  399.  442,  460,  494) 

15.  Pyemia   (twice    thrombophlebitis    of 

vena    hypogastrica,    once    endocar- 
ditis   septica) 3  cases  (179,  43°.  488) 

Total 93 

Hardly  anything  further  need  be  said  about  the  first  ten  numbers 
on  this  table. 

In  case  7  the  general  condition  of  the  patient  was  so  poor  that 
spinal  anesthesia  was  preferred;  Stovain  (Billon)  o.io  was  in- 
jected. The  operation  had  hardly  been  begun  (and  while  the  pehds 
was  being  elevated)  when  respiration  ceased  and  the  pulse  be- 
came imperceptible.  The  pulse  returned  with  efiforts  at  artificial 
respiration  but  the  breathing  did  not.  The  evacuation  of  3  cm.  of 
cerebrospinal  fluid  had  no  effect,  but  respiration  returned  after 
forty-five  minutes  of  constant  endeavor,  following  faradization 
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of  the  phrenic  nerve.  The  night  after  the  operation  the 
patient  had  four  or  five  convulsions  limited  to  the  right  side  of 
the  body,  followed  by  coma  with  maximum  myosis  and  no 
pupillary  reaction.  With  continued  coma  death  came  on  three 
days  after  operation.  From  the  history  of  the  patient  it  was 
learned  that  since  her  climacteric  she  suffered  repeatedly  with 
convulsions  limited  to  the  right  side  of  the  body,  always  followed 
by  coma,  and  that  the  patient  was  under  treatment  for  a  long 
time  at  the  clinic  of  Kraft-Ebing.  Four  months  before  the 
operation  she  suffered  her  last  attack. 

In  the  case  of  choking  (301),  stomach  lavage  was  practised 
when  copious  vomiting  set  in,  immediately  extreme  cyanosis 
occurred  and  all  attempts  at  resuscitation  failed. 

While  in  the  first  ten  cases  on  this  list  the  causes  of  death 
were  such  as  might  occur  in  ordinary  laparotomies,  the  following 
causes  of  death  have  a  direct  bearing  on  the  technic  of  the 
operation  and  therefore  call  for  a  fuller  discussion. 

In  thirty-nine  cases  the  cause  of  death  was  peritonitis.  In 
some  cases  there  was  actual  pus  formation,  in  other  cases  (as 
in  29,  49,  94,  98,  136,  150,  197,  259,  313),  only  bowel  paresis 
was  present  without  visible  signs  of  peritoneal   inflammation. 

In  nineteen  of  the  thirty-nine  cases  of  peritonitis  we  were 
able  to  determine  the  source  of  the  infection  as  shown  in  the 
following  table : 

Infection  occurred  at  the  time  that  the  loosened  organs  were 
extracted  through  the  vulva,  before  we  began  with  the 
practice  of  vaginal  clamping — three  cases — 12,  18,  23. 

Vagina  incised  before  clamps  were  applied  and  priman,-  focus 
of  carcinoma  was  not  prepared — one  case — 75. 

From  a  break  in  the  nonprepared  carcinoma  focus  (case  57). 

From  a  break  in  the  carcinoma  focus  which  was  prepared — 
one  case-^223. 

From  reopening  the  abdomen  for  a  lost  pad — one  case — 58. 

Infection  from  the  laparotomy  wound — four  cases — 100,127, 
128,  216. 

Infection  from  the  subperitoneal  space — five  cases — 138,  201, 
27s.  282,  407. 

Rupttire  of  a  pyometra — one  case — 289. 

Rupture  of  a  pyosalpinx — one  case — ^436. 

Tearing  away  of  an  implanted  ureter — one  case — 93. 
Total 19  cases. 


Infection  1"from 
the  primary 
focus  of  car- 
cinoma. 
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In  twenty  cases  of  peritonitis  the  source  of  the  infection  could 
not  be  clearly  determined.  It  is  impossible  to  say  to  what  ex- 
tent infection  may  have  come  from  germ  life  present  in  the 
lymph  apparatus  or  parametrium  or,  in  spite  of  all  pre- 
cautions, perhaps  from  the  vagina  or  from  unknown  sources. 

Peritonitis  was  largely  the  cause  of  death  in  abdominal  opera- 
tions for  uterine  carcinoma  even  before  the  era  of  the  extended 
abdominal  operation.  By  the  previously  mentioned  method 
(the  preparation  of  the  primary  focus,  the  clamping  off  of  the 
vagina  before  it  is  opened) ,  we  were  able  to  diminish  the  danger 
of  infection  from  the  primar^^  focus.  This  is  proven  by  the  fact 
that  peritonitis  occurred  fourteen  times  in  the  first  hundred 
operations ;  eight  in  the  second  hundred ;  four  in  the  third  hundred ; 
five  in  the  fourth  hundred,  and  only  three  in  the  fifth  hundred. 
It  is  to  be  hoped  that  we  will  be  able  to  diminish  further  the 
occurrence  of  peritonitis  in  the  extended  operation,  although 
this  is  questionable,  if  we  agree  with  Veit,  Bumm  and  others, 
that  pyogenic  microorganisms  are  found  in  the  parametrium 
and  glands  where  dissemination  of  the  carcinoma  has  occurred. 

In  twenty-two  cases  autopsy  showed  myocardial  degeneration, 
atrophy  of  the  heart  muscle,  general  arteriosclerosis.  These 
were  the  cases  of  heart  death,  nor  could  anything  else  be  dis- 
covered clinically,  the  heart  action  becoming  feebler  and  feebler 
until  the  end.  A  decided  improvement  has  taken  place  in  this 
regard;  first,  because  in  all  heart  cases  we  have  endeavored  to 
shorten  the  period  of  narcosis  and  secondly  to*  use  lumbar  anesthe- 
sia where  the  heart  action  is  decidedly  weakened. 

It  is  to  be  observed  that  in  the  twenty-two  cases  of  heart 
death,  seven  were  in  women  above  the  age  of  sixty  and  while  there 
were  only  twenty-six  cases  over  sixty  years  of  age  in  all  of  our 
500  cases,  more  than  a  quarter  of  these  died  of  heart  insufficiency 
after  the  operation.  If  we  bear  in  mind  the  mortality  rate  in  our 
operation  on  old  women,  we  find,  that  it  amounts  to  50  per  cent, 
as  compared  with  16.4  per  cent,  (if  we  subtract  the  cases  over 
sixty  years  old) .  Figures  like  these  speak  for  themselves,  which  • 
we  show  with  respect  to  Zweifel*  who  seems  inclined  to  oppose 
the  diagnosis  of  "heart  weakness."  In  the  twenty-two  cases 
of  heart  death,  that  were  otherwise  found  free  from  disease, 
we  cannot  admit  that  Zweifel 's  contention  holds  good,  that 
heart  weakness  is  only  a  symptom  of  an  acute  p'oisoning  from 
absorption   of   toxins   of   intraperitoneal    germ   life,  or   that   it 

*  Zweifel,  Zeutralbl.f.  Gyn.,  1909,  No.  32. 
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is  an  end  condition  of  a  severe  blood  loss,  from  which  the  patient 
never  recovered.  We  certainly  did  not  run  short  of  cases  of 
peritonitis.  We  had  thirty-nine  deaths  from  peritonitis  and  we 
include  all  the  cases  of  intestinal  paresis,  even  though  no  visible 
signs  of  peritoneal  inflammation  were  present.  That  pure  heart 
failure  cases  exist,  cannot  be  denied,  especially  in  view  of  the 
severity  of  the  operation  on  patients  already  debilitated  by  ill 
health.  A  confirmative  point  in  this  regard  is  also  the  fact  that 
our  mortality  from  heart  failure  became  lessened  after  we  short- 
ened the  period  of  narcosis  and  availed  ourselves  of  spinal 
anesthesia  in  heart  cases,  and  then  our  mortality  never  rose 
as  high  again  as  it  was  at  first.  There  can  be  no  doubt  that  the 
danger  of  the  operation  rises  as  the  indications  for  the  operation 
lessen,  an  opinion  shared  by  Mackenrodt.*  The  weakened  con- 
dition of  the  general  organism  and  the  heart  as  a  result  of  the 
advance  of  the  carcinoma  and  the  effect  of  the  repeated  losses 
of  blood  and  absorption  of  toxic  products  is  an  important  fac- 
tor, and  must  not  be  overlooked  in  the  determination  of  the  indi- 
cations for  operation.  Moreover,  Zweifel  himself  had  no  incon- 
siderable number  of  deaths  from  cardiac  and  cachexia  cases. f 

We  must  devote  a  few  words  to  the  cases  of  death  with  ureter 
disturbance,  twelve  of  which  must  be  considered.  As  far  as 
the  nine  cases  of  p3'elonephritis  are  concerned  (see  Table  4)  there 
were  three  with  ureter  fistula  (17,  36,  188).  Although  in 
case  188  death  occurred  only  three  years  after  operation,  3'et  it 
would  be  hardly  fair  not  to  include  this  case  in  the  table  of 
primary  mortality.  Under  careful  nourishing  and  with  a  strong 
constitution  a  long  period  may  elapse  before  the  ascending 
infection  leads  to  a  demise.  In  five  cases  (25,  401,  419,  449,  493) 
as  near  as  we  can  determine,  the  ascending  infection  came  from 
the  bladder.  We  have  already  spoken  of  the  bladder  paralysis 
and  vreakening  of  the  ureter  peristalsis  in  the  extended  abdominal 
operation.  In  the  ninth  case  the  pyelonephritis  (20S)  was  un- 
doubtedly the  result  of  an  impervious  (tuberculous)  ureter. 

In  the  other  three  ureter  deaths;  in  case  5  uremia  set  in  as  a 
result  of  ureter  ligation  with  a  bladder  stitch. 

Autopsy  showed  a  horseshoe  kidney.  In  case  93  the  implanted 
ureter  tore  away  from  the  bladder  from  tension,  with  the  result 
of  a  urine-peritonitis.  In  case  407  ureter  necrosis  resulted  in  a 
subperitoneal  phlegmon  which  led  to  a  peritonitis. 

*  Berliner  Gyn.  Ges.,  Nov.,  1908. 
t  Alhom,  Arch./.  Gyn., 
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d.  the  recurrences  of  the  cancer. 
Among  the  operated  cases  that  remained  under  observation 
for  at  least  five  years,  amounting  to  250,  we  found  recurrences 
of  the  cancer  in  seventy-eight  cases  as  follows: 

In  the  first  year  41  recurrences 

In  the  second  year  24  recurrences 

In  the  third  year  6  recurrences 

In  the  fourth  year  4  recurrences 

In  the  fifth  year  3  recurrences 

Total  78 

Against  these  seventy-eight  recurrences  there  were  106  cases 
with  no  recurrences,  106  plus  78  equals  184;  adding  to  this  the 
sixty-three  cases  of  death  from  operation  and  the  three  cases 
dying  of  intercurrent  diseases  (14,  156,  230)  we  get  the  total 
of  250  cases  operated  upon. 

In  the  majority  of  cases  the  recurrences  came  from  the  region 
of  the  iliac  lymph  glands;  at  least  that  was  our  impression.  On 
the  autopsy  table  the  location  of  the  beginning  of  the  recurrence 
could  not,  as  a  rule,  be  definitely  determined ;  here  clinical  observa- 
tions tell  more.  As  a  rule,  the  first  thing  that  one  can  observe  are 
pebble-sized  masses  spread  out  along  the  bony  pelvic  floor.  In 
some  individual  cases  the  masses  of  recurrences  cannot  be  felt 
from  below  (naturally  only  by  rectal  examination  because  the 
vagina  is  greatly  shortened  by  the  operation) .  In  cases  of  this 
kind  where  rectal  examination  does  not  reveal  them,  at  least  in 
the  beginning,  it  is  difficult  to  discover  the  masses  of  recurrence. 
The  beginning  cachexia  and  the  ever-present  local  pain,  point  to 
a  suspicion  of  the  recurrence  of  the  tumor,  and  if  the  case  is  kept 
under  observation  the  recurrent  masses  will  eventually  become 
palpable  on  examination. 

Only  in  the  minority  of  our  cases  did  the  recurrence  appear  in 
the  scar  tissue.  With  Franz,*  we  designate  as  scar  recurrences  only 
those  cases  where  it  takes  place  in  the  operative  wound.  The 
thoroughness  with  which  we  operate  accounts  for  the  small 
number  of  scar  recurrences  in  our  experience.  Scar  recurrences 
are  more  frequently  the  case  after  simple  vaginal  extirpation. 
In  the  extended  operation  it  is  of  importance  to  what  extent  the 
"  erweiterte  "  extends.  If  the  ureters  only  are  laid  bare,  and  the 
tissues  of  the  parametrium  are  more  or  less  allowed  to  remain, 
scar  recurrences  will  be  relatively  more  frequent. 

In  diagnosing  scar  recurrence  one  must  be  constantly  on  the 
alert  against  errors,  especially  in  the  beginning  of  their  develop- 

*  Arch./.  Gyti.,  1906,  Bd.  Ixxx,  H.  2. 
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ment.  The  scar  formation  in  the  extended  abdominal  operation 
is  of  itself  massive  and  firm,  and  repeatedly  did  my  younger 
assistant  diagnose  recurrences,  where  the  only  thing  that  was 
present  was  an  unusually  firm  scar  in  the  operative  field  of  the 
small  pelvis.  It  is  possible  here,  as  in  other  operations,  to  have 
an  exudation  and  swelling  appear  around  a  stump  which  has 
become  included  in  the  scar  and  under  these  conditions  the  mass 
may  be  mistaken  for  a  recurrence.  Alhom*  also  called  atten- 
tion to  this.  As  a  rule,  these  cases  clear  up  in  time  (see  cases 
22,  35,  40.  114).  If  one  feels  absolutely  sure  of  the  diagnosis 
and  does  not  consider  the  possibility  of  error,  the  case  may  come 
to  an  unnecessary  operation,  which  is  to  be  regretted,  as  under 
such  a  condition  an  operation  is  always  very  dangerous.  Franzf 
had  this  experience  in  three  cases  and  I  had  one  myself  (297). 
In  this  case  there  was  a  mass  the  size  of  a  plum,  situated  at 
the  symphysis  in  the  scar  of  the  operative  wound,  in  a  case 
where  the  bladder  was  resected.  Franz,  in  one  case  (3)  found  a 
hard  mass  on  the  left  side  of  the  pelvic  floor  the  size  of  a  walnut, 
in  the  second  case  (7)  a  hard  mass  in  the  left  parametrium,  and 
in  the  third  case  (9)  a  small  hard  mass  also  on  the  floor  of  the 
pelvis  on  the  left  side. 

Operation  for  real  recurrences  in  all  our  cases  was  never  per- 
missible. This  is  in  consequence  of  the  nature  of  the  recurrence. 
Of  what  use  is  it  to  operate  on  these  cases  of  recurrence,  where  the 
reappearing  masses  have  spread  themselves  on  the  pelvic  floor 
or  invaded  the  scar  tissue.  The  dangers  of  attempts  of  that 
nature  are  very  great,  where  the  tearing  apart  of  adherent  organs 
may  result  in  their  rupture.  The  uselessness  of  operation  for 
recurrence  depends  on  the  radicalism  with  which  the  primary 
operation  was  done,  and  one  can  assert  that  the  more  rad- 
ical the  primary  operation  the  less  useful  the  eventual  operation 
for  recurrence. 

It  is  worthy  of  notice,  that  in  contrast  to  us  Rosthornt  and 
Franz**  had  a  series  of  cases  where,  after  the  extended  abdom- 
inal operation,  the  patients  were  reoperated  for  recurrence  and 
in  a  few  cases  this  was  done  repeatedly. 

Franz  is  inclined  to  believe  that  some  of  his  cases  of  recurrence 
were  implantation  recurrence  (Impfrezidiven)  which  may  be 
true  of  the  two  cases  where  the  recurrent  nodules  were  located  in 

*  Arch./.  Gyn.,  Bd.  xcii,  p.  237. 

t  Stickle,  Arch.f.  Gyn.,  Bd.  xc,  H.  2. 

X  Kong,  zu  Kiel.,  1905. 

**  Arch.f.  Gyn.,  1906,  Bd.  Ixxx,  H.  2. 
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the  laparotomy  wound.*  Without  wishing  to  deny  the  possi- 
bility of  an  implantation  recurrence,  we  wish  to  assert  that  by 
means  of  the  extended  abdominal  operation  it  is  very  easy  to 
avoid  them.  We  can  avoid  the  implantation  of  cancer  cells  if 
the  loosening  of  the  diseased  lymph  glands  and  parametrium  is 
done  with  care  and  circumspection,  not  allowing  these  glands  to 
tear,  break  and  crumble.  Also  the  method  of  vaginal  clamping, 
and  the  extraction  of  the  loosened  organs  from  below,  will  aid  in 
avoiding  implantation.  The  only  thing  that  will  favor  this  is  the 
unavoidable  tearing  of  the  cancer  mass  during  the  operation. 
Looking  over  our  material  from  this  standpoint,  we  first  find 
that  we  had  twenty-four  cases  where  the  cancer  broke  (8i,  82,  loi, 
107,  114,  115,  134,  135,  156,  162,  169,  187,  228,  265,  290,  304,  315, 
339.  34i»  350.  380,  394,  408,  434);  also  in  eleven  cases  in  the 
beginning  of  our  experience,  before  we  practised  vaginal  clamp- 
ing or  extraction  of  the  loosened  organs  from  below  (2,  4,  6,  7, 
9,  10,  13,  15,  19,  21,  22).  Out  of  these  thirty-five  cases  nineteen 
had  recurrences  and  as  the  latter  cases  are  of  recent  date,  it  is  not 
at  all  unlikely  that  the  number  of  cases  of  recurrence  will  be  much 
higher.  This  is  a  relatively  high  percentage  (more  than  54  per 
cent,  as  compared  with  the  ordinary  42.4  per  cent.).  It  would, 
however,  be  an  error  to  draw  from  this  the  conclusion  that  recur- 
rence in  the  scar  is  favored  in  those  cases  where  the  carcinoma 
breaks  during  the  operation  because  these  cases  have  already 
far  advanced  cancerous  masses  and  recurrences  are  to  be  ex- 
pected in  larger  numbers  (in  nine  of  these  cases  the  regional 
lymph  glands  were  diseased) . 

Admitting  that  the  cases  of  Franz  were  truly  instances  of 
implantation  recurrences,  which,  however,  was  not  proven.f 
then  the  circumstance  that  we  had  no  such  an  instance  in  all 
of  our  500  cases,  forces  the  supposition  that  perhaps  their  tech- 
nic  in  the  extended  abdominal  operation  (perhaps  the  failure  to 
use  the  vaginal  clamps  or  the  failure  to  prepare  properly  the 
primary  focus  of  the  carcinoma)  is  to  be  blamed. 

At  least  as  such  appears  to  us  the  case  Zurhelle  reported.  J 
The  vaginal  clamps  were  used,  as  is  expressly  stated.  But 
from  the  description  of  the  operation  it  appears  that  a  large 
crumbling  cauliflower  growth  which  was  present,  was  not  pre- 
pared before  operation  by  cureting  and  cauterization.  Even 
with    good    clamps    that    close    accurately  and  do  not  allow 

*  Stickel,  1.  G.  cases  4  and  5. 
t  Raabe,  Hegar's  Beitr.,  xvii,  2. 
X  Arch.jf.  Gyn.,  Bd.  Ixx.^,  H.  2. 
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cancer  particles  to  pass  when  they  are  applied  on  the  vagina, 
it  is  possible  that  particles  of  the  growth  became  detached 
during  the  manipulation  and  handling  of  the  uterus,  which 
soiled  the  vaginal  wall,  and  when  the  latter  was  cut  through 
beneath  the  clamps  the  cancer  particles  were  present  and  hence 
the  resulting  implantation  recurrence.* 

With  our  method  of  operating,  cancer  implantation  can  hardly 
occur;  not  only  that  we  begin  the  operation  with  a  thorough 
excochleation  and  Paquelinization  of  the  primary  focus  and 
resort  to  clamping  of  the  vagina,  bui:  before  the  clamps  are 
applied  we  mop  out  the  vagina  again  so  as  to  remove  particles 
of  tissue  and  squeezed  out  tissue  juices  and  as  soon  as  a  small 
opening  is  made  through  the  vaginal  wall  a  piece  of  sterile 
gauze  is  at  once  shoved  through  into  the  vagina  to  wipe  every- 
thing away  and  prevent  every  pos-ible  contamination  or  the 
operative  wound. 

As  far  as  the  relation  of  recurrences  to  the  primary  focus 
is  concerned,  there  can  be  no  doubt  that  the  greater  the  advance 
of  the  growth  at  the  time  of  the  operation  the  greater  the 
probability  of  recurrence.  This  is  so  self-evident,  that  a  further 
corroboration  by  material  at  hand  is  superfluous .  Where  resection 
of  the  ureters  or  bladder  had  to  be  resorted  to  or  where  post- 
operative necrosis  of  these  organs  set  in,  the  results  were,  as  in 
Zweifel's  clinic,!  very  unfavorable.  Nevertheless  it  is  a  note- 
worthy fact,  that  a  whole  series  of  greatly  advanced  cases  re- 
mained free  of  recurrences  and  we  cannot  agree  with  Jacobs 
when  he  assertsj  that  a  so-called  radical  operation  is  of  no  value 
when  the  cancer  has  spread  into  the  tissues  of  the  parame- 
trium, bladder  or  rectum.  In  our  io6  cases  free  from  recurrences 
(the  second  half  of  our  500  cases  are  of  too  recent  a  date  to  be 
considered)  there  were  ten  cases  (48,  66,  78,  81,  124,  141,  161, 
185,  233,  244,)  that  were  declared  inoperable  by  prominent 
operators.  In  nine  other  cases  remaining  free  of  recurrence 
(15,  22,  32,  56,  137,  183,  185,  204,  247)  the  cancer  advanced 
toward  the  ureter  to  an  extent  that  it  had  to  be  dug  out  of 
the  carcinoma  tissue  completely  surrounding  it.  In  three  other 
cases  free  from  recurrence  (187,  233,  235)  the  waU  of  the  rectum 
was  affected;  in  other  cases  (for  instance  67,  92,  149,  183,  187, 

*  In  the  case  of  Kossman  (Munchen.  med.  Woch.,  1904,  Nr.  31,  p.  1409)  the 
description  is  so  meager  that  no  value  can  be  placed  on  its  report  and  the  same 
can  be  said  about  the  two  cases  of  abdominal  scar  reciurence  from  the  Jenner 
Clinic  (Stride,  Arch.f.  Gyn..  Bd.  go,  H.  2,  cases  4  and  5). 

t  .\lhom,  Arch.f.  Gyn.,  Bd.  xcii,  p.  244. 

X  Intemat.  Chirurg.  Kongress.  Brussels,  190S. 
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233),  the  bladder  was  so  far  involved  that  its  loosening  was 
eflfected  with  great  difficulty,  and  parts  of  its  muscular  wall  had 
to  be  left  behind  attached  to  the  growth,  and  in  a  whole  row  of 
other  cases  free  from  recurrence  (for  instance  46,  no,  112, 
118,  122,  153,  198),  the  parametrium  was  so  infiltrated  that  in 
clearing  off  the  same  from  the  pelvic  floor  it  gave  the  impression 
that  we  were  boring  through  cancer  tissue. 

The  often  repeated  assertion  that  there  is  less  tendency  for 
recurrences  in  the  cases  of  cancer  of  the  body  of  the  uterus  than 
in  those  of  the  cervix,  has  not  been  borne  out  by  our  material. 
Aside  from  the  fact  that,  in  the  majority  of  cases,  the  starting- 
point  of  the  tumor  cannot  be  definitely  determined,  there  is  no 
doubt,  that  in  certain  cases  of  body-carcinoma  the  malignancy  is 
such  that  a  rapid  recurrence  takes  place  even  after  a  very 
thorough  removal.  It  is  impossible  for  us  to  give  statistics  on 
this  point,  because  the  starting-point  of  the  cancerous  new  for- 
mation in  the  cases  of  collum  uteri  cannot  be  determined. 

It  is  also  of  importance  to  consider  further  the  age  of  the 
patient,  the  consistency  of  the  new  growth,  as  well  as  its  histo- 
logical structure.  It  has  become  a  firm  conviction  that  it  is  sel- 
dom possible  to  save  younger  people  from  the  ravages  of  cancer. 
We  have  arranged  our  material  in  reference  to  this  point  and 
have  found  that  this  is  by  no  means  the  case.  In  our  106  cases 
free  from  recurrences  there  are  twelve  cases  under  thirty  years  of 
age  (11. 3  per  cent.)  and  we  only  expected  7.6  per  cent,  (among 
184  cases — 250 — sixty- three  primary  deaths — ^three  deaths  from 
intercurrent  disease — 184 — ^there  were  fourteen  cases  under 
thirty  years  of  age).  On  the  contrary  our  statistics  show  that 
the  younger  cases  present  a  more  favorable  aspect. 

As  far  as  the  histological  structure  of  these  new  formations 
is  concerned,  Pfannensteil  has  repeatedly  shown  that  the  flat 
epithelial  carcinoma  are  more  favorable  than  the  cylindrical 
epithelial  carcinoma,  and  further  that  the  size,  shape  and  struc- 
ture of  the  individual  cells  are  to  be  observed  and  the  arrange- 
ment of  the  tissue  and  the  manner  with  which  it  infiltrates 
is  of  great  importance. 

If  one  admits  that  the  anaplastic  indifferent  cell  formation, 
"which  protean-like  appears  in  the  most  wonderful  pictures" 
(Kromer)  speaks  for  unusual  malignancy  of  the  tumor,  then  it 
does  not  agree  with  the  idea  of  Pfannensteil,  who  drew  conclu- 
sions from  a  large  amount  of  material.  We  only  have  to  mention 
here  the  fact  that  in  almost  all  of  our  cases  histological  and 


wertheim:  abdominal  operation  for  carcinoma  uteri.     211 

microscopical  examination  showed  flat  epithelial  carcinoma  (in 
only  about  5  per  cent,  of  cases  was  cylindrical  cell  carcinoma 
present) .  We  have  often  found  that  with  the  polymorphocellular 
or  anaplastic  tumors  the  regional  lymph  glands  remained  free 
from  carcinoma  invasion,  while  this  is  not  seldom  the  case  with 
the  so-called  (gutartigen)  less  malignant  varieties,  with  epithelial 
formation  reminding  one  of  an  epidermis  structure. 

The  ever  repeated  assertion  that  pregnancy  has  an  unfavorable 
effect  on  the  prognosis  of  recurrences,  was  not  in  accordance 
with  our  experience.  In  our  first  250  cases,  pregnancy  occurred 
in  six  cases  (30,  91,  139,  175,  211,  239)  (see  also  Zentralf.  Gyn., 
1906,  p.  158).  In  one  case  (239)  death  followed  14  days  after 
operation,  from  embolism  of  the  pulmonary  artery,  in  the  other 
five  cases  (30,  91,  139,  175,  211)  no  recurrence  was  found  after 
five  years.  To  this  we  may  add  one  case  (41)  of  extrauterine 
pregnancy  with  no  recurrence.  It  is  worthy  of  note  that  in 
all  of  these  seven  cases,  complicated  by  pregnancy,  in  only  one 
(239)  were  the  lymph  glands  cancerous.  The  Zweifel  clinic* 
reports  ten  cases  complicated  by  pregnancy  and  comes  to  the  con- 
clusion that  the  assertion  that  during  pregnancy  and  puerperium 
there  is  a  radical  advance  of  the  cancer  and  a  resulting  early 
recurrence  is  not  confirmed. 

The  prognosis  is  very  unfavorable  in  reference  to  recurrence 
in  cases  where  the  lymph  glands  become  cancerous,  not  only  in 
those  cases  where  the  malignant  process  has  greatly  advanced,  but 
also  in  those  cases  where  the  primary  focus  is  still  in  the  early 
process  of  development.  In  our  first  250  cases,  in  sixty-two  cases 
carcinoma  was  found  in  the  regional  lymph  glands  (35,  10,  11,  14, 
16,  19,  21,  28,  33,  37,  44,  45,  48,  57,  61,  62,  63,  68,  71,  75,  81,  82,  83, 
85.  92,  93.  95.  100,  loi,  102,  103,  106,  109,  117,  129,  133,  134, 
138,  143,  144,  145,  154,  155,  168,  169,  173,  176,  178,  186,  196, 
197,  198,  200,  206,  273,  236,  228,  239,  246,  249)  that  is  to  say 
nearly  25  per  cent.  Among  these  sixty-two  cases  twenty  died 
from  the  operation,  one  (14)  died  of  intercurrent  disease,  leaving 
forty-one  cases  of  lymph-gland  carcinoma,  from  which  to  judge 
of  the  value  of  extirpation.  Only  five  cases  out  of  these  forty- 
one  have  remained  free  of  recurrence  after  five  years  (81,  92,  198, 
233,  249)- 

In  142  cases  that  were  free  of  carcinomatous  lymph  glands  at 
the  time  of  operation,  100  cases  remained  free  from  recurrence; 
that  is  to  say,  87.8  per  cent,  of  cases  with  carcinomatous  lymph 

*  Alhorn,  Arch.  f.  Gyn.,  Bd.  cii. 
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glands  had  recurrences  as  against  29.5  per  cent,  of  recurrences  in 
those  that  had  no  cancer  infiltration  of  lymph  glands  at  the 
time  of  operation. 

Closer  scrutiny  of  the  five  cases  that  remained  free  of  recurrence 
reveals  the  fact,  that  in  all  of  these,  only  one  gland  or  only 
a  few  individual  lymph  glands  were  diseased  at  the  time  of 
operation.  Where  multiple  lymph  glands  were  diseased,  or 
where  the  operation  revealed  a  more  or  less  extensive  distribution 
of  the  diseased  glands,  our  experience  does  not  permit  us  to 
expect  them  to  remain  free  of  recurrence  even  after  careful 
removal. 

It  is  to  be  observed  that  histologically,  of  the  five  cases  of  extir- 
pated l3^mph-gland  carcinoma  remaining  free  of  recurrence,  one 
(81)  was  of  the  cylinder  epithelium  type,  while  the  other  four 
were  flat  epithelial  carcinoma. 

In  the  second  250  cases  there  were  also  sixty -two  cases  of  cancer 
involvment  of  the  lymph  glands  (251,  255,  261,  262,  266,  271, 
288,  298,  303,  314,  317,  319.  326,  328,  330,  344,  348,  351,  355,  358, 
362,  372,  38o>  381,  389,  391,  392,  393.  396,  398,  404.  413.  414. 
421,  424,  425,  427,  429,  432,  435,  445,  447,  451,  455,  458,  459, 
465,  468,  470,  474,  475,  477,  478,  487,  488,  490,  492,  493, 
494,  495,  496).  In  the  500  cases  we  had  25  per  cent,  of  lymph- 
gland  carcinoma.  This  number  is  in  accordance  with  the  experi- 
ence of  other  operators.  (Hochstein  27  per  cent.;  Doderlein 
22.8  per  cent.;  Zweifel  24  per  cent.,  etc.  Brunet,  on  the  other 
hand,  gives  51  per  cent.;  Rosthorn  57.7  per  cent.). 

This  case  (81)  was  very  interesting  as  it  appears  that  it  was  one 
of  malignant  adenoma  of  the  duct  of  Gartner,  similar  to  the  two 
cases  of  R.  Meyer.*  This  case  will  be  published  after  a  more 
careful  study. 

Here  is  the  proper  place  to  speak  of  those  peculiar  skin-like 
formations,  not  infrequently  encountered  in  the  regional  lymph 
gland  in  uterine  cancer  and  which  point  to  some  unfamiliar 
tissue  inclusions.  Riesf  was  the  first  to  discover  and  describe 
these  structures.  He  pointed  out  that  these  structures  were 
detached  portions  of  the  Wolffian  bodies,  inasmuch  as  in  his 
cases  characteristic  Recklinghausen  comual  adenomyoma  were 
present.  Wulfing*  who  discovered  similar  structures  in  the 
regional    lymph    glands    in    a    case    of    cervix   carcinoma    also 

*  V^rchow's,  Arch.,  1903,  Bd.  cbcxiv,  p.  270;  and  Zeit  schr.f.  Geb.  u.  Gyn.,  Bd.  ILx, 
p.  242. 

t  Zeitschr.f.  Geb.  u.  Gyn.,  1897,  Bd.  xxxvii,  p.  523. 
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agrees  with  the  same  opinion.  The  circumstance  that  the 
cylinder  epithehum  carrjnng  space  was  surrounded  by  loose 
connective  tissue,  and  in  places  imbedded  in  richly  cytogenic 
cellular  tissue,  in  his  opinion  precluded  the  possibility  of  its 
being  a  metastatic  structure.  In  Wulfing's  case  also  an  adeno- 
myoma  of  the  comua  was  present.  I  saw  this  myself  for  the 
first  time  in  the  year  1898  in  an  operated  case  (2)  and  reported  it 
in  the  Arch.  f.  Geb.  u.  Gyn.,  Bd.  Ixi,  H.  3  (Table  15,  Fig.  3a). 
Other  investigators  have  busied  themselves  with  the  same 
including  Kermauner,  Lameris,  Kromer,  Berst,  Kleinhaus  and 
others. 

In  the  course  of  our  histological  studies  we  were  able  to  deter- 
mine that  these  unfamiliar  structures  in  the  regional  lymph  glands 
occurred  with  relative  frequency  (11  per  cent,  in  all  of  the  cases) 
which  led  us  to  undertake  control  experiments  of  iliac  lymph 
glands  in  eighty  corpses  with  no  uterine  cancers. f  As  in  none 
of  these  cases  could  be  discovered  any  of  these  structures, 
we  were  forced  to  the  conclusion,  contrary  .to  Reis  and  Wulfing, 
that  these  structures  have  nothing  to  do  with  the  Wolffian 
bodies.  However,  our  control  investigation  did  not  extend 
far  enough,  because  shortly  after  R.  MeyerJ  reported  that 
he  discovered  the  same  structures  in  lymph  glands  enlarged 
from  inflammation,  where  carcinoma  was  positively  excluded. 
We  again  took  up  the  investigation**  and  were  able  to  confirm 
this.  The  supposition  thus  became  more  definite  that  perhaps, 
after  all,  the  matter  concerns  itself  with  cancer  metastases  in 
the  lymph  glands. 

If  any  doubt  remained  in  reference  to  this  question,  it  was 
set  aside  by  the  examinations  of  our  operated  cases.  In  our  first 
250  cases,  these  tissue  inclusions  occurred  in  twenty-eight 
(2,  39,  40,  60,  62,  78,  88,  90,  100,  JIG,  113,  119,  131,  132,  142,  147, 
150-  153,  159.  160,  163,  198,  204,  215,  224,  244,  247,  248)  or  II. 2 
per  cent.  In  three  of  these  cases  (62,  100,  198)  with  the  charac- 
teristic tissue  inclusion,  there  were  also  typical  carcinoma 
metastases  found.  Six  cases  (62,  100,  142,  147,  150,  224) 
died  from  the  operation.  Twenty-one  cases  remained  from 
which  to  draw  conclusion  as  to  the  later  results  in  cases 
where    the  regional  lymph   glands   contained  these   structures. 

*  Zeitschr.  f.  Geb.  u.  Gyn.,  igoi,  Bd.  xliv. 

f  Zentralblf.  Gyn.,  1903,  No.  4. 

J  Zeitschr  f.  Geb.  u.  Gyn.,  1903,  Bd.  xlix,  p.  555. 

**Falkner,  Zentr.f.  Gyn.,  1903,  p.  1496. 


214    wertheim:  abdominal  operation  for  carcinoma  uteri. 

As  observed  before,  out  of  the  forty-one  cases  where  definite 
lymph-gland  carcinoma  was  found,  only  five  cases  remained 
free  of  recurrence  after  five  years,  while  in  the  above  twenty- 
one  cases  eighteen  remained  free  of  recurrence  after  five  years. 

In  the  second  250  cases,  these  inclusions  were  found  in  twenty 
cases  (256,  261,  268,  276,  288,  330,  340,  355,  381,  384,  389,  407, 
417,  432,  437,  444,  448,  453,  470,  488).  In  nine  cases  typical 
carcinoma  was  also  present  (261,  288,  330,  355,  381,  389,  432, 
470,  488). 

In  more  recent  years  H.  Albrecht  and  L.  Arzt*  have  busied 
themselves  with  this  question  of  tissue  inclusion.  Albrecht 
agrees  with  the  hypothesis  of  Reis  contrary  to  R.  Meyer,  who 
claims  these  structures  are  the  result  of  inflammatory  irritation 
of  the  endothelium  of  the  lymph  glands. 

In  fact  the  microscopic  pictures  of  these  cases  of  inclusion 
will  hardly  permit  one  to  believe  that  they  can  be  the  result  of 
irritation  by  inflammation  of  the  endothelium  of  the  lymph 
glands.  The  high  cylinder  epithelium  shows  a  plainly  recogniz- 
able glistening  substance  and  the  arrangement  of  the  skin-like 
structure  is  somewhat  similar  to  the  tissue  described  by  Rec- 
klinghausen as  adenomyoma  of  the  uterus.  Does  not  the 
button-like  picture  in  Fig.  8  remind  one  very  much  of  a  pseudo- 
glomerulus  of  the  kidney. 

We  have  attempted  further  to  differentiate  cases  in  which 
the  lymph  glands  were  free  of  cancer  and  hope  to  gain  thereby 
recognition  for  a  class  of  cases  presenting  an  infection  in  the 
lymph  glands,  but  with  no  manifestation  of  cancer  cells  at  the 
time  of  the  microscopic  examination.  It  is  possible  that  the 
lymph  gland  may  be  infected  with  cancer  at  the  time  of  the  ex- 
amination, but  the  microscope  does  not  show  characteristic  cell 
changes,  because  sufficient  time  has  not  elapsed  for  the  develop- 
ment of  characteristic  cells.  The  proof  of  the  existence  of  such 
a  latent  stage  would  be  of  the  utmost  importance,  not  only  in  so 
far  as  the  technic  of  the  operation  is  concerned,  but  also  from 
a  scientific  standpoint. 

With  this  in  view,  we  have  divided  our  cases,  into  those  with 
little  or  only  slight  enlargement  of  the  cancer-free  lymph  glands 
and  those  where  the  lymph  glands  were  free  of  cancer  but  greatly 
swollen.  But  no  decided  differences  were  found.  Among 
twenty- three  cases  with  swollen  lymph  glands  26  per  cent,  had 

*  Beitr.  zur  Frage  der  Gewebe.,  Frankfurter,  Zeitschrf.  Pathol.,  1910,  Bd.  iv,  H.  i. 
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recurrences,  while  out  of    119   cases   with  none,   or  very  little, 
swelling  of  lymph  glands  30  per  cent,  had  recurrence. 

That  the  presence  of  cancerous  lymph  glands  affords  so  un- 
favorable a  prognosis  in  reference  to  recurrences  is  due  to  the 
fact  that  the  thorough  extirpation  of  the  honph  apparatus  is 
possible  only  in  a  small  number  of  cases.  Small  hidden 
lymph  glands,  overlooked  in  the  operation,  are  already  infected. 
It  is  a  fact  that  in  all  the  cases  coming  under  consideration, 
the  recurrences  have  been  found  in  the  region  of  the  iliac  lymph 
glands,  except  case  10,  where  the  recurrence  was  in  the  scar  of 
the  vagina,  and  as  a  rule  the  recurrence  appeared  on  the  side 
where  the  carcinomatous  lymph  glands  existed  (excepting  cases 
21,  45,  206,  226,  where  the  recurrence  was  on  the  other  side). 
Only  in  a  very  few  cases  (for  instance  186)  was  the  recurrent 
tumor  located  so  high  up  as  to  force  us  to  believe  that  the 
glands  located  higher  up  were  affected,  and  only  for  these  very 
infrequent  cases  does  Schauta's  contention  hold  good,  that  the 
extirpation  of  cancer-infected  lymph  glands  is  of  no  use,  because 
when  the  iliac  lymph  glands  are  affected  the  glands  situated 
higher  up  are  also  infected. 

E.     LATE  RESULTS  AND  ABSOLUTE  ACCOMPLISHMENTS. 

Thanks  to  the  endeavors  of  Winters,  a  unification  has  been 
brought  about,  with  references  to  all  points,  in  the  statistical 
calculation  of  what  can  be  accomplished  with  the  operation  for 
uterine  carcinoma,  up  to  the  so-called  ''disappeared"  cases; 
that  is  to  say,  cases  that  disappear  within  the  five-3'ear  limit 
of  observation.  Winters  holds  that  these  cases  should  be 
deducted  and  assumes  the  position  that  statistics  with  great 
numbers  of  "disappeared"  cases  have  no  value. 

In  this  connection,  we  wish  to  point  out  that  this  position 
is  really  in  opposition  to  the  advisability  of  deduction  of  the 
disappeared  cases,  and  we  persist  that  the  disappeared  cases 
must  not  be  allowed  to  be  deducted.*  One  cannot  insist  too 
strenuously  upon  the  value  of  numbers  for  the  purpose  of  statistics ; 
even  if  we  are  hard  hit,  we  do  not  wish  to  be  deceived.  The 
deduction  of  disappeared  cases  in  favor  of  statistics  may  lead 
to  faultier  conclusion  than  if  we  allow  these  cases  to,  act  perhaps, 
unfavorably  on  the  statistics.  If  a  grateful  patient,  who  has 
been  liberated  by  operation  from  the  clutches  of  so  serious  a 

*  Wertheim,  Intern.  Med.  Kangr..  Budapest,  1909. 
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disease  as  cancer  does  not  respond  to  the  inquiries  of  the  operator, 
it  is  presumed  that  she  is  ill  again,  or  perhaps  has  died. 

There  is  a  remedy  by  means  of  which  one  can  guard  against 
having  to  deal  with  lost  or  disappeared  cases.  All  one  has  to  do, 
in  taking  the  history  of  the  patient  is,  to  make  note,  not  only  of 
the  address  oi  the  patient,  but  of  relatives,  including  their 
profession,  their  working  place,  and  also  the  name  and  address  of 
the  physician  who  referred  them  for  operation.  If  the  patient 
herself  does  not  respond  to  the  call  of  the  operator  then  the 
relatives  or  doctor  are  written  to.  In  this  way  some  information 
is  obtained,  or  the  inquiry  wull  lead  to  some  clue  for  further  infor- 
mation. In  this  way  we  succeeded  in  not  losing  a  single  case  out  of 
our  evidence.  This,  of  course,  means  much  work,  but  leads  to 
valuable  results  by  improving  the  quality  of  the  statistics,  as  by 
this  means  we  are  able  to  control  those  operated  cases,  that  for 
one  reason  or  another  fail  to  come  forward.  At  any  rate  statis- 
tics created  in  this  manner  will  have  "disappeared"  cases  in 
sparing  numbers  and  these  few  are  to  be  counted  as  cases  of 
recurrence,  which  is  more  pleasant  for  the  operator,  as  he  is  not 
reproached  for  failing  to  inquire  diligently  into  the  destiny  of  all 
his  cases. 

There  has  been  a  unification  in  all  other  points.  According  to 
the  Winters,*  the  five  years'  period  for  observation  must  include 
all  cases  of  deaths  from  operation,  without  deductions,  all  cases 
that  came  to  extirpation  of  uterus  although  cancer  tissue  is 
left  behind,  and  all  later  deaths  where  autopsy  does  not  clearly 
prove  that  death  was  due  to  causes  other  than  the  removal  of 
the  cancerous  uterus.  All  calculations,  as  to  the  "late  results" 
and  "absolute  accomplishments,"  must  be  made  on  the  above 
basis,  no  matter  in  w^hat  manner  one  proceeds. 

Somewhat  complicated  appeared  to  us  the  question  just  how  to 
deal  with  the  cases  of  vaginal  operations  for  collum  carcinoma. 
Fehling  and  Henkel  have  already  pointed  out  the  difficulties  of 
calculations  in  cases  where  operations  are  done  by  the  combined 
vaginal  and  abdominal  methods.f  Winter  contends  that  the 
results  of  each  operation  must  be  calculated.  This  is  not  so 
simple  as  it  appears,  as  it  is  impossible  to  determine  for  what 
method  of  operation  the  case  was  most  fitted ;  this  obj  ection  was 
also  voiced  by  Schauta  and  Alhorn.  Winters  seems  to  think  that 
in  a  certain  number  of  cases  one  could  include  the  results  of  both 

*  Zentr.  f.  Gyn.,  1908,  Nos.  6  and  36. 
f  Zentr.f.  Gyn.,  1908,  No.  36,  p.  1180. 
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Operations  to  show  what  could  be  accomplished  with  carcinoma 
cases.  After  mature  consideration  I  came  to  the  conclusion  to 
include  the  vaginal  operations  under  the  nonoperative  cases, 
because  there  were  relatively  few  cases  (9,  250)  and  because 
of  the  fact  that  the  operation  whose  value  is  under  scrutiny 
was  not  performed.  Nor  can  we  be  reproached  that  we  are 
partial  toward  our  own  statistics.  By  adding  these  cases  to  the 
inoperable  ones,  the  percentage  of  operable  cases  is  apparently 
made  more  unfavorable,  but  in  reality  the  opposite  is  the  case. 

Among  500  cases  of  extended  abdominal  operations  reported 
above,  250  cases  have  remained  over  the  five  years'  period,  and 
therefore  come  under  the  consideration  of  our  statistics. 

If  we  leave  out  of  account  the  primary  mortality  in  considering 
our  "late  results,"  we  have  the  following: 

250—63  operation  deaths  —3  deaths  from  intercurrent  dis- 
ease  (14,    156,   230)  =  184. 

Among  these  there  were  no  recurrence  after  five  years  in  106, 
184  :  106  =  100  ;  D' 
D  =57.6  per  cent. 

If  we  consider  the  operative  mortality  according  to  Zange- 
meister  we  have  the  following: 

250  —  3   cases  dying  of  intercurrent  disease  =  247 
247  :  106  =  100  :  D 
D  =  42.9  per  cent. 

Both  numbers  are  of  value  and  instructive;  D'  shows  the 
actual  "  late  results  "  and  D  shows  the  ideal  of  a  radical  operation, 
excluding  the  primary  mortality.  In  a  proper  statistical  report 
both  should  be  given,  or  at  least  it  should  be  made  possible  for 
everyone  to  calculate  this  for  himself. 

In  reference  to  the  "actual  accomplishments "  we  must  first 
observe  that  the  first  250  cases  included  in  our  calculations,  have 
been  taken  from  607  patients  (ambulatory  cases)  that  presented 
themselves  for  cancer  of  the  uterus. 

From  these  607  cases,  besides  the  three  cases  dying  of  inter- 
current disease,  twenty-eight  cases,  refusing  operation,  must 
also  be  deducted. 

607  —  3  —  28  =  576 

Of  these  576  cases  106  remained  free  of  recurrence  after  the 
five  years'  period,  that  is  to  say  the  "actual  accomplishment" 
was  =  18.4  per  cent. 

This  method  of  calculation  of  the  "actual  accomplishment"* 

*  Werner.  Zentr.  f.  Gyn.,  1905. 
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is  after  all  the  simplest  and  best.  All  mistakes  occur  in  comput- 
ing percentages  from  multiplications  and  divisions  of  decimal 
points. 

Nevertheless,  it  is  not  superfluous  to  use  other  formulas  in 
computing  "actual  accomplishments."  Winters'  formula  is  as 
follows : 

I  GO 

"O"  indicates  the  percentage  of  operated  cases,  calculated 
from  the  number  that  presented  themselves  (operabilitats  Pro- 
zent);  "D"  shows  the  "late  results"  (excluding  the  operative 
mortality).  The  use  of  this  formula  should  not  be  neglected. 
This  formula  gives  us,  similar  to  the  Waldstein  formula,  those  ideal 
values  that  can  be  obtained  with  an  operative  for  carcinoma, 
when  we  succeed  in  reducing  the  operative  mortality  to  naught. 

In  our  material  "O"  shows  when  we  deduct  the  number  of 
cases  that  did  not  submit  to  operation,  from  the  sum  of  cases  that 
presented  themselves. 

607-28-579  ^^ 

The  proportion  is  obtained 

579  :  250  =  100  :  O 
0  =  43.2  percent. 

Formula  A  shows 

.      OXD    ^,  ^     .  1-  t,         ^    43.2X57-6 

A= the     actual     accomplishment     =24.9 

100  100 

per  cent. 

This  original  formula  of  Winters  was  later  displaced  by  a  for- 
mula of  Waldstein  which  took  into  consideration  the  operative 
mortality. 

This  formula  reads,  A= ^^ -,  where  "M"  indicates 

10,000 

the  percentage  of  operative  mortality. 

According  to  this  formula  our  cases  show  as  follows : 

,     43.2  X  57.6  X  (100 — 25.2) 

A  =  -'^-      ^^'         ^ ^—^  =  18.6  per  cent. 

10,000 

Winters  who  acknowledges  the  right  to  take  off  the  operative 
mortality,  later*  proposed  the  following  modes  for  the  calculation 
of  the  percentage  of  the  absolute  accomplishment. 

From    the    total    number    presenting    themselves    there    are 
deducted : 
*  Zentr.f.  Gyn.,  1908,  No.  6. 
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1.  Number    refusing    operation    (28    cases) 

2.  The  disappeared  cases   (o) 

3.  The  intercurrent  deaths  (3  cases) 

Also  607  —  28  —  3=576 
From  the  number  so  obtained  we  subtract: 

1 .  Number  died  from  operation  (63  cases) 

2.  Number  of  recurrences  (78  cases) 

3.  Number  of  operations  remaining  (329  cases) 

Also  576  -  63  -  78  -  329  =  106 

From  these  figures  we  have 

576  :  106  =  100  :  A 
or  the  absolute  accomplishment  =  18.4  per  cent.     Schauta  used 
this   method   of   calculation*   in  his  statistics  of  the  extended 
total  extirpation  of  the  uterus  for  carcinoma. 

It  is  in  the  nature  of  things  that  statistics  of  great  numbers 
of  cases  of  extended  abdominal  operation  were  up  to  now  never 
computed  to  answer  the  demands  of  Winters's  calculation.  Only 
from  the  clinic  of  Zweifel,  who  was  the  first  to  use  the  extended 
abdominal  operation,  is  such  a  report  at  hand.f  This  report  in- 
cluded 115  operations  out  of  255  cases  that  presented  themselves. 
Eleven  <:ases  died  primarily  (mortality  9.5  per  cent.) ;  one 
case  died  intercurrent  (suicide) ;  one  case  disappeared.  As  fifty- 
two  cases  remained  free  of  recurrences  Alhorn  calculates  D  = 
51  per  cent.  (It  is  necessary  to  mention  that  Alhorn  deducted 
not  only  the  intercurrent  deaths,  but  also  the  disappeared 
cases)  and  D'=46  per  cent.  The  number  coinciding  with  our 
figures.      The    "absolute    accomplishment"    Alhorn    calculates 

after    formula    A= —  2s    per    cent.,    after    the    formula 

100         "^    ^ 

.      OXD  X  (lOO-M)  ^       .„  •     1   J       u 

A= ^ =23.s    per   cent.     Alhorn   mcludes   here 

10,000  ■^  o    f 

the  twenty-three  cases  of  vaginal  operations.  If  these  cases  are 
included  under  the  inoperable  ones  as  in  our  cases,  the  result 

(after  Waldstem)    would  be  A  =  '^^  ^^^  ^^^"'^  =20.99  percent; 

the  Werner  method  of  calculation  shows  that  among  254  cases 
(after  deducting  one  intercurrent  death)  with  fifty- two  cases  free 
from  recurrences  after  the  five-year  period  in  abdominal  opera- 
tions, the  following:  A  =  20.46  per  cent. 

*  Internal  Kongress,  Budapest,  1909. 
t  Alhorn,  Arch./.  Gyn.,  Bd.  xcii. 
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But  even  so  it  gives,  as  suggested  by  Zweifel,  an  extraordi- 
narily favorable  "absolute  accomplislinient,"  and  on  account 
of  the  small  operative  mortality  surpasses  ours  by  2  per  cent. 

In  the  reports*  of  others  as  to  what  can  be  accomplished  with 
the  extended  abdominal  operation,  the  number  of  the  five-year 
periods  were  too  small  for  reporting.  The  cases  of  Schindler 
from  the  Grazer  clinic,  because  of  their  exceptional  position 
are  worthy  of  note.  In  the  extended  abdominal  operation, 
the  operator  is  allowed  a  great  deal  of  latitude  in  its  accom- 
plishment. In  laying  bare  the  ureters  a  great  deal  of  the  para- 
metrium cellular  tissue  can  be  removed  with  the  uterus,  but  even 
when  the  ureters  are  laid  bare  one  can  keep  well  against  the 
uterus  and  leave  behind  almost  the  entire  parametrium.  While 
the  laying  bare  of  the  ureters  is  a  necessary  part  of  the  extended 
abdominal  operation,  it  is  not  all  that  follows.  Only  in  this  way 
are  the  unfavorable  results  to  be  explained  which  are  reported 
by  Schindler  from  the  clinic  of  Rosthorn.f  He  reported  an 
absolute  accomplishment  of  2.2  per  cent.,  which  makes  one  think 
that  he  deducted  the  disappeared  cases  (for  in  his  statistics  he  only 
had  twenty-seven  cases  of  the  five-year  period).  The  circum- 
stance that  with  so  unfavorable  later  effects,  he  had  excellent 
primary  results,  can  only  be  explained  on  the  ground  that  his 
radical  operations  did  not  extend  far  enough.  We  are  reminded  of 
the  surprise  Rosthorn's  report  created  in  the  "Kongress"  at 
Giessen,  where  he  said  that  in  thirty-one  cases  of  extended  abdom- 
inal operation  he  lost  only  two  cases.  In  fact  Rosthorn  reported 
later  J  that  his  mortality  rose  with  the  measure  with  which  he 
made  his  operations  more  radical.  In  the  extended  abdominal 
operation  everything  depends  upon  the  manner  with  which  it  is 
carried  through,  and  as  with  other  carcinoma  operations,  the 
primary  results  stand  in  inverse  ratio  to  the  late  results.  The 
exposure  of  the  ureters  alone  is  of  no  use;  the  clearing  out  of  the 
parametrium  establishes  the  operation. 

F.    COMPARISON     OF     WHAT     CAN     BE     ACCOMPLISHED     WITH     THE 

EXTENDED    ABDOMINAL    OPERATION    AS    COMPARED 

WITH   THE    VAGINAL    OPERATION. 

As  shown  in  the  beginning,  the  extended  abdominal  operation 
was  devised  owing  to  the  unsatisfactory  late  results  obtained 
with    the    vaginal     operations   in   uterine  extirpation.      That 

*  Scheib,  Doderlein,  Schindle  and  Mackenrodt. 
t  Monatschf.  Geb.  u.  Gyn.,  1906,  Feb.,  Mar.,  Apr. 
X  The  Journal  of  the  Amer.  Med.  Assn.,  Dec.  8,  1906. 
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the  abdominal  operation  would  give  better  "late  results" 
there  was  a  priori,  no  doubt.  The  fiu-ther  one  goes  in  the 
extirpation  of  the  cancerous  tumor,  and  especially  the  further 
one  extends  the  operation  to  regions  outside  of  the  field  of  the 
extension  of  the  malignant  process,  the  more  likely  that  the 
given  operation  will  prove  a  radical  one.  The  difficulty 
encountered  with  the  introduction  of  the  operation  was  mostly 
to  perfect  one's  operative  technic  to  such  an  extent  as  to  win  as 
low  an  operative  mortality  as  possible. 

The  superiority  of  the  abdominal  operation,  however,  is  not 
only  in  theor}'',  but  is  evidenced  by  statistics.  Up  to  the  time 
that  we  began  our  enlarged  abdominal  operation,  the  vaginal 
method  for  uterine  extirpation  only  gave  a  percentage  of  from 
4  to  5  of  "absolute  accomplishment"  and  Olshausen,  who 
strenuously  defended  the  vaginal  method,  admitted  with  reluc- 
tance, which  was  also  voiced  by  Doderlein,  that  a  lo  per  cent, 
mark  is  never  reached. 

If  for  the  piupose  of  comparison  it  is  superfluous  to  go  into 
detail  in  reference  to  the  simple  vaginal  uterine  extirpation 
method,  it  is  not  so  with  the  extended  vaginal  uterine  extirpation 
method.  This  operation  had  its  inception  in  the  year  1893 
when  Schuchardt*  recommended  it  under  the  caption  of  sacral 
and  parasacral  uterus  extirpation.  Schuchardt  showed  that  by 
opening  up  the  vaginal  tract  without  piercing  the  ligamenta 
spinosacralia  and  tuberosacralia  and  without  severing  the 
levator  ani,  so  much  room  is  gained  by  the  vagina  that  the  para- 
metrium can  be  exposed  and  removed,  creating  the  possibility 
of  extending  the  indication  boundary  to  cases  that  were  otherwise 
inoperable.  Schuchardt  in  later  years  improved  his  method, 
and  had  more  confidence  in  the  same.f  ZierhalleJ  calculated 
from  statistics  obtained  from  the  clinic  of  Fritsch,  an  absolute 
accomplishment  of  14  per  cent,  (after  Werner's  formula). 

Jordan  and  Staude  followed  the  operation  of  Schuchardt. 
The  latter  was  not  satisfied  with  the  vaginal  incision  on  one  side 
alone,  but  advanced  the  vaginal  operation  further  and  opened 
the  vagina  on  both  sides,  claiming  that  by  this  means  the  para- 
cervical  tissues  are  most  approachable.  At  the  Congress  at 
Giesen  in  1911  Staude  reported  42  cases  and  soon  after  (Zentr. 
f.  Gyn.,  1908,  Nr.  37)  was  in  a  position  to  refer  to  104  cases. 

*  Zentr.  f.  Gyn. 

t  Langenbeck,  Arch.f.  Gyn.,  Bd.  liii,  Kong.  d.  Deutsch  Ges.  Giepqen,  1901;  Mont. 
/.  Geb.  u.  Gyn.,  igoi. 

t  Arch.f.  Gyn.,  Bd.  Ixxxii*,  H.  i. 
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Schauta  developed  into  a  most  enthusiastic  follower  of  the 
Schuchardt  operation;  with  the  impression  gained  from  the 
Congress  of  Giessen  in  1901,  he  applied  himself  to  the  work  with 
the  modification  that  as  nothing  can  be  gained  from  the  ex- 
tirpation of  the  regional  lymph  glands  and  as  the  parametrium 
becomes  accessible  by  the  Schuchardt  operation,  why  perform 
a  laparotomy?  Schauta  has  developed  the  technic  of  this  opera- 
tion to  a  remarkable  extent  and  especially — at  least  in  the  maj  ority 
of  cases — in  reference  to  the  systematic  preparation  of  the  ureters 
through  the  vaginal  opening.  In  this  way  occurred  a  parallelism 
to  the  extended  abdominal  operation.  In  1908  Schauta  published 
(Monographic)  all  of  his  operative  material  and  in  1909  (Inter- 
national Congress — Budapest) ,  he  made  a  report  upon  these  cases. 

A  critical  review  of  the  results  of  Schauta  shows  that  the 
accomplishments  in  the  extended  vaginal  operations  were  in 
no  way  as  great  as  in  the  extended  abdominal  operations.  At 
the  time  that  Schauta  published  his  IMonograph  only  forty- 
seven  cases  arrived  at  the  fifth-5'"ear  period  out  of  all  his  cases. 
As  he  deducts  nine  operative  deaths  and  f om*  dying  of  intercurrent 
disease  from  the  forty-seven  cases,  there  remain  only  thirty-foiu* 
and  from  this  number  after  the  five-year  period  only  thirteen 
remained  free  of  recurrence.  This  gives  0  =  38.2  per  cent, 
against  D  =  57.6  per  cent,  in  our  statistics.  This  great  difference 
in  percentage  would  be  still  greater  if  Schauta  would  have  been 
as  \ngorous  against  the  interciurrent  deaths  as  we  have  been,  which 
is  also  approved  of  by  Winters.*  In  none  of  the  {our  cases  of 
intercurrent  death  (11,  20,  22,  43)  did  Schauta  prove  his  con- 
tention by  autopsy.  WHien  we  study  the  history  of  these  four 
cases,  we  find  that  case  1 1  died  eight  months  after  operation  of 
myocarditis;  case  20,  nearly  five  months  after  operation  of  chronic 
nephritis;  case  22,  five  and  one-half  months  after  operation  from 
unknown  causes  (this  patient  was  discharged  fifteen  days  after 
operation  suffering  with  icterus  and  sleeplessness) ;  case  43 , 
four  and  one-half  years  after  operation  from  carcinoma  ventriculi 
(this  information  was  obtained  from  the  doctor  who  was  last 
attending  her  and  who  claimed  that  no  symptoms  were  present 
in  reference  to  the  pelvic  organs) .  In  all  of  these  f oiu*  cases  no 
definite  evidence  is  given  that  death  was  not  in  some  way  con- 
nected with  the  operation  (primary  exitus)  nor  evidence  that  no 
recurrence  has  taken  place.  None  of  these  cases  can  be  in- 
cluded among  the  so-called  intercurrent  deaths  and  therefore 

*  Zentralb.f.  Gyn.,  190S,  Nr.  36. 
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his  percentage  is  lowered  to  0  =  34.2  per  cent.  As  far  as  case 
43  is  concerned,  we  have  a  similar  one  in  our  series.  In  our 
case  1 23  nineteen  months  after  operation  a  diagnosis  of  carcinoma 
pylori  scirrhosum  was  made.  This  was  operated  on  and  although 
at  the  time  of  operation  no  sign  of  any  recurrence  in  the  pelvis 
was  found  and  the  histological  structure  of  the  tumor  was  not 
the  same  as  that  of  the  cancer  of  the  uterus,  we  nevertheless 
counted  this  case  among  the  cases  of  recurrence. 

In  calculating  the  "absolute  accomplishment,"  Schauta  uses 
the  method  of  Winter.*  He  deducts  from  the  total  number  of 
cases  presenting  themselves  (116),  the  cases  that  refused  opera- 
tion (No.  9)  and  also  the  intercurrent  deaths,  (four)  and  adds  to 
the  number  obtained  (103)  in  relation  to  the  number  which  one 
gets  after  subtracting  the  number  of  cases  dying  in  operation 
(nine)  the  recurrences  (twenty-one)  and  the  operative  cases 
(sixty),  130: 13  =  100:  A. 

A=  12.6  per  cent. 
From  our  own  (250)  cases  after  this  method  we  get  18.4  per  cent. 
of  "absolute  accomplishment,"  almost  half  as  much.  If  we  do 
not  subtract  the  interciu-rent  deaths  (four  cases)  as  Schauta 
does,  then  his  percentage  of  "absolute  accomplishments"  is 
lowered  to  12.1  per  cent. 

In  reference  to  the  1 13  cases  reported  by  Schauta  in  Budapest 
that  were  past  the  five  years'  limit  period,  inasmuch  as  Schauta 
takes  out  of  calculation  five  cases  of  intercurrent  deaths  and  3 
cases  "disappeared"  he  calculates  D  =39.5  per  cent,  and  D'  comes 
to  34.3  per  cent.;  if,  however,  we  do  not  deduct  the  five  cases  of 
intercurrent  deaths  where,  after  all,  no  autopsy  was  made  and  the 
three  disappeared  cases  then  we  get  D  =36.3  per  cent,  and  D'  only 
31.8  per  cent.;  this  proves  that  dealing  mth  a  small  total  number 
of  cases  even  a  small  number  of  intercurrent  deaths  and  "  dis- 
appeared "cases  has  a  tremendous  effect  on  the  percentage  when 
we  come  to  calculate  the  number  of  the  late  results,  therefore, 
it  is  necessary  to  be  very  careful  in  calculating  percentages. 
Staudef  showed  that  with  his  method  of  bilateral  incision  he 
obtained  41.5  per  cent,  of  "late  results,"  but  it  is  to  be  observed 
that  in  fifty-eight  cases  he  had  six  cases  of  "disappeared"  which 
he  leaves  out  of  calculation.  Had  he  proceeded  as  we  think  is 
necessary  to  do  with  his  "disappeared"  cases  he  would  have 
had  only  37  per  cent,  of  "late results  " ;  about  the  same  as  Schauta 

*  Zenlralb,/.  Gyn.   1908,  No.  6. 
t  Zentralb.f.  Gyn.,  1900,  No.  37. 
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had.  Staude  had  an  extraordinary  good  result  (23  per  cent.) 
with  his  "absolute  accomplishment,"  but  here  also  it  is  to  be 
observed  that  he  left  out  of  calculation  the  number  of  his  dis- 
appeared cases.  Whether  the  large  number  of  operable  cases 
(72.3  per  cent.)  that  Staude  has  had  reference  to  advanced  to 
unfavorable  cases  or  to  a  series  of  cases  relatively  favorable, 
we  could  not  determine  from  his  publication,  because  his  descrip- 
tion of  the  individual  cases  is  very  meager.  Perhaps  the  latter 
is  the  case,  because  Staude  leaves  out  of  consideration  the  prepara- 
tion of  the  ureters,  which,  after  all,  in  advanced  cases  are  so 
firmly  fixed  in  the  cancer  bed,  that  they  cannot  be  left  out  of 
consideration.  The  results  of  the  following  years  in  reference 
to  this  will  determine  the  above  disputed  points,  but  one  thing 
is  certain,  that  the  relatively  low  percentage  of  "late  results"  in 
spite  of  the  high  number  of  operable  cases,  points  to  the  fact 
that  the  vaginal  operation  has  been  advanced  to  its  greatest  use- 
fulness. Entirely  different  is  the  extended  abdominal  operation 
for  which  we  can  say  with  certainty  that  its  usefulness  has  risen 
as  the  operative  mortality  has  been  lowered,  that  the  operable 
cases  have  increased  (more  than  60  per  cent.)  and  by  this  means 
an  operative  technic  is  obtained  with  which  one  can  be  most 
radical. 

g.  reasons  for  the  superiority  of  the  extended  abdominal 

operation. 

The  superiority  of  the  extended  abdominal  operation  in  ref- 
erence to  the  extirpation  of  the  regional  lymph  glands,  is  to  be 
considered  only  to  a  small  extent.  If  the  five  cases  where  extirpa- 
tion of  the  cancerous  lymph  glands  was  done,  had  not  remained 
free  of  recurrence  for  five  years  then  we  should  have  had  D  = 
54.8  per  cent,  instead  of  59.6  per  cent.  And  "A"  (in  accord- 
ance with  Winter  II  or  Werner)  would  fall  from  18.4  per  cent, 
to  17.5  per  cent.  Even  this  percentage  of  "accomplishment" 
with  the  extended  abdominal  operation  would  be  superior  to  the 
results  obtained  with  the  extended  vaginal  operation. 

There  is  no  doubt  that  the  greater  usefulness  of  the  extended 
abdominal  operation  depends  upon  a  greater  accessibility.  It  is 
difficult  to  understand  how  contention  can  arise  in  reference  to 
this  between  those  who  adhere  to  the  vaginal  operation  and 
those  who  favor  abdominal  operation.  The  former  even  go 
so  far  as  to  declare  that  more  vaginal  and  paravaginal  tissue 
can  be  removed  than  by  means  of  a  laparotomy.     That  this  is 
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not  the  case  can  be  shown  a  priori.  From  above  by  a  more 
liberal  approach  under  full  view  and  with  the  possibilities  of 
freely  exposing  the  ureters,  it  is  self-evident  more  tissue  of  the 
parametrium  can  be  removed.*  As  far  as  the  vaginal  and  para- 
vaginal tissue  is  concerned,  one  needs  to  be  reminded  only  that 
the  total  extirpation  of  the  vagina  does  not  succeed  as  readily 
from  below  as  with  a  laparotomy,  because  the  neighboring  organs 
are  more  easily  and  more  naturally  liberated  from  above. f 

Besides  the  possibilities  of  removing  more  of  the  parametrium 
the  superiority  of  the  abdominal  route  is  shown  by  a  greater 
access  for  the  preparation  of  the  parts  to  be  removed,  a  fact 
which  is  of  great  importance.  In  many  cases  it  is  really  of 
little  moment  whether  more  or  less  of  connective  tissue  is  re- 
moved. The  better  view  that  is  obtained  of  the  dissemina- 
tion of  the  carcinoma,  the  precision  and  the  clearness  with 
which  the  diseased  tissue  can  be  extirpated,  the  exactness  -^dtli 
which  the  preparation  and  isolation  of  the  neighboring  organs 
can  be  accomplished,  is  of  great  importance  in  cases  where 
the  cancer  has  greatly  advanced.  It  is  not  so  much  the  removal 
of  much  tissue,  that  is  of  importance,  as  the  removal  with  neat- 
ness and  precision  of  those  parts  that  look  suspicious  and  the 
separation  of  those  organs  siu'rounded  by  the  cancer.  From  the 
very  begining  I  have  made  it  a  point  that  the  extended  abdominal 
operation  has  its  greatest  value,  not  because  the  regional  lymph 
nodules  can  be  extirpated,  but  because  the  parametrium  can  be 
removed  and  in  advanced  cases  the  greatly  embarrassed  organs 
can  be  liberated.  It  is  now  shown  that  the  latter  condition  is 
the  principal  thing  in  this  operation,  and  it  is  easily  understood 
why  those  operators  are  disappomted,  who  open  the  abdomen 
only  for  the  purpose  of  removing  regional  lymph  nodules. 
Mackenrodt  is  of  this  same  opinion  in  reference  to  this  point. |  He 
holds  in  discussing  Schauta  that  with  the  extended  vaginal  opera- 
tion those  upper  regions  of  the  parametrium  that  are  of  greatest 
importance  are  not  sufficiently  within  reach. 

Another  comparison  comes  to  hand  as  far  as  the  two  operation 
routes  are  concerned,  and  that  is  the  resulting  injuries  to  the 
neighboring  organs.  By  Schauta**  out  of  336  operations  the 
neighboring  organs  were  injured  in  10.4  per  cent.  Staude  in 
104  operations  injured  11. 6  per  cent,  while  Zweifel  (see  Alhorn, 

*  Z.  B.  Kromer,  Zeitsch.f.'Geb.  u.  Gyn.,  Bd.  Ixiv,  H.  2,  p.  377. 
t  Wertheim,  Zentralb.f.  Gyn.,  1900,  No.  52. 
%  Zeitsch.f.  Geb.  u.  Gyn.,  Bd.  Ixlv,  H.  2,  p.  371. 
**  Intern.  Congo,  zu.  Budapest,   1909 
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1.  c.)  in  357  injured  only  4.5  per  cent,  and  in  500  operations 
we  injured  only  6.2  per  cent.  It  is  an  error  to  consider  late 
ureter  necrosis  under  operative  injuries  as  Schauta  would 
have  it,  as  we  explained  in  the  section  on  ureter  technic.  That 
a  relatively  small  proportion  of  ureter  necrosis  occurs  in  the 
extended  vaginal  operation,  is  due  to  the  fact  that  the  lu-eters 
are  laid  bare  to  a  very  limited  extent,  and  even  this  limited 
exposure  is  not  practised  in  every  case  (Staude  does  not  do  it 
at  all).  With  the  vaginal  operation  one  cannot  reach  them. 
Furthermore,  with  the  abdominal  operation,  with  a  better  view, 
the  injury  to  the  ureters  is  at  once  recognized  (seven  times 
in  our  eight  cases)  while  with  the  vaginal  operation  this  can 
happen  only  under  exceptional  circumstances  (Schauta  recognized 
it  once  in  eleven  cases,  with  an  unsuccessful  implantation  into 
the  bladder).  Lastly  it  is  to  be  observed  that  a  deliberate 
resection  of  the  ureter  has  never  been  reported  (an  accidental 
injury  is  not  a  resection)  with  the  extended  vaginal  operation. 

Zweifel,  also,  had  cases  of  ureter  injury  which  were  recognized 
and  appropriately  dealt  with  (excepting  one  case  of  constriction 
by  implanting  in  the  bladder) . 

Another  advantage  of  the  extended  abdominal  operation  as 
compared  with  the  extended  vaginal  operation,  is  that  with 
a  properly  carried  out  technic,  implantation  (impfrezidiv) 
recurrence  can  be  positively  excluded.  In  the  vaginal  operation 
the  exclusion  of  cancer  particles  and  cancer  juice  from  the  field 
of  operation  remains  uncertain.  Schauta  in  his  258  cases  had 
two  positive  implantations  and  Staude  in  his  vaginal  incision 
operation  also  had  two  in  104  cases;  the  same  with  Franz.*  In 
our  500  operations  we  did  not  have  a  single  case  of  this  kind 
and  therefore  Schauta  is  wrong  when  he  says  that  the  danger 
(Verimpfung)  of  cancer  implantation  is  as  great  in  the  abdom- 
inal operation  as  it  is  in  the  vaginal  operation.  The  two  cases 
to  which  Schauta  has  reference!  were  very  likely  the  result  of 
insufficient  technic.  In  the  two  cases  of  implantation  recurrence 
in  the  laparotomy  wound  scar  reported  from  the  clinic  of  Jenner, 
it  is  impossible  on  account  of  the  absence  of  a  description  of 
the  operation  to  say  if  the  technic  was  faulty  or  not. 

The  comparison  of  the  operative  mortality  is  by  no  means 

unfavorable    to    the    extCxided    abdominal    operation.     In    our 

last  250  cases  we  had  a  mortalit}^  of  11. 5  per  cent,  and  it  is  not 

*  Arch.f.  Gyn.,  Bd.  ii,  H.  2,  p.  2  u.  14. 

t  Zurhelle,  Arch.f.  Gyn.,  Bd.  Ixxxi;  and  Kussman,  Munch,  med.  Wochen.,  1904, 
p.  1409. 
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infrequent  for  us  to  have  a  series  of  twenty  to  thirty  operations 
without  a  death.  Schauta  shows  an  operation  mortality  of 
10.7  per  cent,  and  Staude  20  per  cent.  As  far  as  the  postopera- 
tive course  is  concerned,  the  extended  abdominal  operation 
holds  its  comparison  favorably. 

In  the  extended  vaginal  operation,  the  large  wound  in  the 
pelvic  cellular  tissue  becomes  easily  infected  and  phlegmon 
plays  a  conspicious  part  in  the  distiu"bances  of  convalescence 
and  no  small  part  in  the  mortality. 

Nor  can  one  affirm  that  the  extended  vaginal  operation  is 
easier  to  learn  or  to  perform  than  the  extended  abdominal 
operation;  on  the  contrary,  the  vaginal  operation  is  technically 
more  difficult  than  the  abdominal  and  for  those  less  skilled, 
the  control  of  hemorrhage  and  the  difficulties  of  orientation  in 
the  preparation  work  are  particularly  hard  to  overcome. 

Even  though  the  extirpation  of  the  regional  lymph  nodules, 
which  is  better  accomplished  by  the  abdominal  rout,  is  of  little 
concern  in  the  opinion  of  others,  nevertheless,  we  do  not  wish 
to  exclude  this  part  of  the  operation.  There  is,  after  all,  some- 
thing in  the  removal  of  lymph  glands  when  we  take  into  considera- 
tion that  out  of  forty-one  cases  of  carcinoma  of  the  lymph  glands, 
five  cases  remainded  free  of  recurrence  after  the  five-year  period 
and  on  the  basis  of  this  fact  we  positively  assert  that  lymph- 
gland  extirpation  cannot  be  considered  as  superfluous  in  improv- 
ing "later  results."  Alhorn*  reports  five  cases  where  carcino- 
matous glands  were  removed  and  after  the  five-year  period  the 
cases  were  free  of  recurrence.  Lymph-gland  extirpation  cannot 
be  considered  as  a  dangerous  complication  to  the  operation,  if 
one  starts  out  with  the  principle  that  if  the  lymph  glands  are 
greatly  adherent  to  the  larger  vessels,  one  must  consider  the  case 
as  inoperable  and  desist  from  further  operation.  If  Schauta 
would  have  taken  into  consideration,  that  in  the  second  half 
of  our  500  cases,  sixty-two  had  carcinomatous  lymph  glands, 
and  from  this  number  six  (348,  393,  435,  488,  493,  494)  died  in 
the  operation,  he  would  hardly  continue  to  hold  to  his  opinion, 
that  to  search  for  glands  during  the  operation  is  a  dangerous 
procedure  and  that  it  burdens  the  percentage  of  mortality. 

As  has  already  been  mentioned,  an  absolute  extirpation   of 

the  regional  lymphatic  system  is  an  impossibility.     From  the 

standpoint  of  principle  it  would  be  the  proper  thing,  but  practice 

shows  that  it  cannot  be  carried  out,  and  early  in  our  experience 

*  Arch.f.  Gyn.,  Bd.  xcii,  p.  242. 
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with  the  enlarged  abdominal  operation  we  limited  ourselves 
to  the  removal  of  the  enlarged  lymph  nodules  only,  and  to  this 
we  still  adhere  in  spite  of  the  rude  demand  of  Rosthorn,  Mackcn- 
rodt  and  others  to  remove  all  of  the  glands,  even  the  small 
unhardened  nodules.  To  omit  the  extirpation  of  a  regional 
lymph  gland  because  from  an  anatomical  point  it  could  not  be 
completely  accomplished,  would  mean  to  "spill  the  child  with 
the  bath."  In  reference  to  the  question  of  the  lymph  glands 
Mackenrodt  approaches  our  view  more  and  more,*  and  we  quote 
him  as  follows:  "In  spite  of  modern  endeavor  to  secure  an 
early  operation,  we  do  not  often  see  the  cases  before  there  has 
been  a  regional  metastasis.  In  the  great  majority  of  cases  the 
condition  will  be  evident  at  the  time  of  operation  if  sufficient 
attention  is  paid  to  it.  In  the  treatment  of  the  regional  lymph 
glands,  only  this  principal  can  be  of  service,  'to  do  what  is 
possible  to  examine  each  case  with  the  greatest  care,  and  to 
treat  each  case  individually. '  It  is  useless  to  consider  all  cases 
alike  and  to  clear  out  thoroughly  all  glands  and  have  twenty 
to  thirty  extirpated  glands  on  the  plate  in  order  to  prove  the 
radical  character  of  the  operation."  Recently f  he  goes  even 
further  than  we  do,  by  declaring  that  in  cases  which  in  his 
experience  never  suffer  with  carcinomatoses  of  the  lymph  glands 
(these  are  the  cases  with  the  infiltration  form  in  which  from  a 
small  focus  the  lymph  channels  of  the  uterus  and  parametrium 
have  become  hardened  early  in  the  disease,  and  cases  of  the 
climacteric  period)  he  never  even  makes  search  for  the  same. 
It  seems  to  us  that  this  is  a  step  too  far  because  even  with  the 
abdomen  open  one  is  never  sure  that  diseased  lymph  glands 
are  not  present,  and  the  splitting  of  the  peritoneum  even  up 
to  the  aorta  and  the  palpation  of  the  cellular  tissue  for  enlarged 
lymph  glands  is  after  all  but  a  relatively  small  addition  to  the 
operation.  We  believe  with  KramerJ  that  we  should  not  at- 
tempt too  much  in  the  question  of  lymph  glands,  but  should 
not  omit  to  search  for  them  in  any  case. 

No  abdominal  operator  will  leave  behind  carcinomatous  lymph 
glands  or  glands  that  are  suspicious  of  carcinoma,  in  the  hope 
that  the  glands  themselves  will  eventually  cope  with  the  disease 
and  overcome  the  cancer.  The  removal  of  such  a  gland  costs 
him  but  a  grasp.     That  under  certain  circumstances**  cancerous 

*  Zeilschr.f.  Geb.  u.  Gyn.,  Bd.  liv,  p.  564. 

t  Zeilschr.f.  Geb.  u.  Gyn.,  Bd.  Ixiv,  H.  2,  p.  367. 

I  Zeitsch.  f.  Geb.  u.  Gpi.,  B.  Ixiv,  H.  2,  p.  378. 

**  Peterson  and  Colmers,  Beitr.  zur.  klin.  Chir.,  Bd.  vliii,  H.  i. 
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glands  not  removed  at  the  time  of  operation  and  remaining 
latent  can  undergo  spontaneous  healing,  is  not  to  be  disputed. 
But  this  must  rarely  be  the  case,  as  otherwise  with  the  extended 
abdominal  operation  we  would  have  had  better  later  results 
in  our  cases  with  carcinoma  of  the  lymph  glands;  as  with  the 
thorough  operation  the  possibility  of  spontaneous  healing  of 
cancer  outposts  is  at  its  best.  Alhorn*  who  points  out  that  in 
extirpating  five  cancer  lymph  glands  and  leaving  a  sixth  one 
behind,  the  prospect  of  a  spontaneous  cure  of  this  one  gland  is 
more  favorable  than  if  all  the  six  glands  had  been  left.  Alhorn 
distinctly  declares  that  after  the  experience  of  Zweifel's  clinic, 
he  considers  the  extirpation  of  lymph  glands  a  most  important 
part  of  the  extended  abdominal  operation. 

H.    CONCLUSION. 

The  extended  abdominal  operation  has  led  to  great  activity 
in  the  operative  therapy  of  uterine  carcinoma.  With  the  vaginal 
operation  one  soon  reached  the  limit  and  this  because  of  the 
fact  that  this  route  could  furnish  very  little  help  in  learning  the 
pathology  of  uterine  carcinoma.  The  vaginal  operation  could 
not  possibly  deepen  our  knowledge  of  the  manner  in  which  the 
carcinoma  spreads  itself  from  the  primary  focus.  What  can 
one  expect  in  this  direction  from  an  operation  which  leaves  in 
the  dark  the  outposts  of  the  carcinoma  (using  an  expression 
of  Leopold)  and  when  the  operation  is  ended  leaves  one  unde- 
cided that  the  work  done  can  be  called  radical.  The  vaginal 
operation  for  carcinoma  of  the  uterus,  in  this  sense  must  be  con- 
sidered unscientific. 

The  question  in  reference  to  the  extended  abdominal  operation 
with  its  possibilities  of  complete  survey  is  entirely  different. 
It  clears  up  many  points  that  the  vaginal  operation  could  not 
clear  and  makes  it  possible  to  understand  why  in  so  many  cases 
the  vaginal  operation  could  bring  no  results.  Kromer  is  right 
when  he  saysf  that  no  operation  but  the  extended  abdominal  one 
has  stimulated  our  studies  and  increased  our  knowledge  of  cancer 
of  the  uterus.  Aside  from  the  fact  that  this  operative  method 
corrected  many  points  in  our  former  view,  it  has  also  brought  to 
light  material  which  histological  and  microscopical  studies  have 
put  to  good  use.  The  extended  abdominal  operation  has  in- 
creased  our  knowledge  of  the  manner  in  which  the  carcino- 

*  Arch.  f.  Gyn.,  13d.  92,  p.  250. 

t  Monatschr.f.  Geb.  u.  Gyn.,  Bd.  x\'iii,  H.  4,  p.  68. 
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matous  process  spreads  itself  over  the  regional  lymph  appara- 
tus and  parametrium  and  has  laid  the  basis  for  the  possibili- 
ties and  prospects  of  an  operative  procedure.  The  extended 
abdominal  operation  brought  about  activities  which  have 
resulted  in  new  impulses  even  for  the  vaginal  operation.  There 
is  no  doubt  that  the  indications  for  operation  were  held  back 
by  the  vaginal  method  of  extirpation  of  the  carcinomatous 
uterus.  At  that  time  all  gynecologists  were  of  the  opinion  that 
it  was  too  late  to  operate  in  cases  where  the  parametrium 
was  but  lightly  infiltrated  and  the  movement  of  the  uterus  even 
slightly  restricted.  The  histological  investigations  of  the  cases 
in  the  extended  abdominal  operation  where  parametrium  was 
extirpated  disclosed  that  not  every  infiltration  was  carcinoma- 
tous in  nature,  that  even  hard  unyielding  infiltrated  parametria, 
are  often  free  of  carcinoma  and,  on  the  other  hand,  in  many  cases 
where  the  clinical  examination  reveals  soft  and  yielding  parame- 
tria carcinoma  is  found  or  at  least  the  carcinoma  has  traveled 
or  reached  out  to  the  lymphatic  glands. 

We  are  certain  that  if  the  men  using  the  plain  vaginal 
uterine  extirpation  method  could  have  known  and  utilized  such 
a  knowledge  they  could  have  won  excellent  after-results.  There 
is  no  doubt  that  many  a  case  has  been  sent  away  that  would 
have  been  greatly  benefited  by  a  simple  vaginal  uterine  extir- 
pation and  it  seems  by  no  means  excluded  that  by  observing 
this  point  it  will  be  possible  to  advance  the  boundary  of  absolute 
accomplishment,  that  is,  when  one  considers  the  modern  vaginal 
operation  technic  where,  in  many  cases  even  without  extended 
incisions,  more  parametrium  tissue  is  removed  that  was  done 
formerly,  when  for  fear  of  bleeding  and  ureter  injury  the  clamps 
were  made  to  closely  hug  the  uterine  body. 

When  the  vaginal  operation  received  its  impulse  from  the 
extended  abdominal  operation,  individual  operators  resumed, 
with  great  energy,  the  so-called  Schuchardt  operation.  That 
this  operation  has  an  extraordinary  value  cannot  be  disputed, 
nor  is  there  a  doubt  present  that  the  extended  vaginal  operation 
gives  better  results,  than  does  the  simple  vaginal  operation. 
Otherwise,  however,  even  the  extended  vaginal  operation  always 
remains  simply  a  vaginal  operation  and  has  the  cardinal  fault 
of  not  clearing  up  sufficiently  the  actual  state  of  the  disease. 
We  hardly  believe  that  the  operation  wull  prove  a  lasting  one. 
This  operation  came  as  a  time  when  one  was  afraid  of  the 
danger  of  the  abdominal  operation  and  it  will  be  discontinued 
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just  as  soon  as  this  danger  is  lessened.  As  the  mortality  of 
the  operation  by  the  abdominal  route  is  getting  continually 
smaller,  one  can  afl&rm  that  this  is  already  the  case.  In  no  way 
can  the  operation  mortality  now  be  an  argument  against  the 
use  of  the  extended  abdominal  operation. 

For  this  reason,  also  it  seems  to  me,*  there  is  no  future  for 
those  individual  operators  who  believe  that  the  kind  of  opera- 
tion is  to  be  determined  by  the  character  of  the  carcinoma  (for 
the  cases  with  rapid  advance  and  quick  involvement  of  the 
parametrium  and  the  regional  lymph  glands  the  extended 
abdominal  operation  and  for  the  slower  growing  tumors  the 
vaginal  route)  entirely  overlooking  the  fact  that  the  diflSculties 
of  differentiating  the  cancer  cases  in  reference  to  their  malignancy 
are  exceedingly  great. 

The  extended  abdominal  operation,  however,  has  not  reached 
the  end  of  its  development  and  usefulness.  The  ever-increasing 
command  of  the  technic  brings  with  it  the  ability  to  attack 
more  difficult  cases,  lessens  the  mortality  of  the  operation, 
and  enables  it  to  be  carried  through  with  greater  energ;y'.  The 
value  of  this  latter  point  should  not  be  underestimated.  We 
are  not  advocates  of  too  extensive  resections. f  This  is  proven 
by  the  fact  that  we  are  still  behind  other  operators  in  the  number 
of  operable  cases,  but  our  percentage  is  growing  slowly.  On  the 
other  hand,  it  seems  of  great  importance  to  operate  with 
exactness.  Who  can  tell  but — after  one  has  declared  against 
operation,  on  account  of  gland  involvement — it  will  be  possible 
to  operate  on  these  later  cases  of  cancer  glands,  with  more 
certainty  and  thoroughness  than  at  the  present  time  and  so 
increase  the  number  of  operative  cases  and  the  proportion  of 
favorable  after-results? 

We  hope  to  prove  this  with  our  cases  operated  on  so  recently 
that  they  have  not  yet  reached  the  five-year  period.  If  we  con- 
sider the  cases  that  are  too  recent  to  be  taken  into  consideration 
and  have  not  reached  the  two-year  limit,  we  find  in  the  second 
half  of  our  500  cases  forty-four  that  have  suffered  with  car- 
cinoma of  the  lymph  glands.  From  this  number  three  have  died 
from  the  operation  (348,  393,  435)  one  case  (314)  died  of  inter- 
current disease,  from  the  remaining  forty  cases  seventeen  have 
remained  free  of  recurrence — that  is,  42.5  per  cent,  (under  these 
cases  three  have  been  observ^ed  more  than  four  years,  five  for 

*  Pfaanenstiel,  Berliner  kliti.  Wochenschr.,  1905,  No.  27;  Kromer,  Monatschr.  f. 
Geb.  u.  Gym.,  Bd.  xviii,  H.  5;  Rosthorn,  Kongr.  zu  Giessen,  1901. 
t  Alhorn  L.  c.  p.  251. 
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three  years  and  nine  more  than  two  years)  while  from  the  forty- 
one  cases  in  the  first  half  of  our  number  twelve  remained  free  of 
recurrence  after  two  years — that  is,  29.2  per  cent.  This  means 
a  decided  improvement  which  very  likely  will  be  the  same  after 
the  five-year  period. 

Not  only  in  tke  ever  greater  extension  of  the  indications  for 
operation,  but  also  in  the  ability  to  operate  with  greater  exact- 
ness do  we  see  the  possibilities  of  improving  our  late  results. 
The  thoroughness  with  which  the  operation  can  be  carried  out 
should  be  reached  without  increase  of  the  operation  mortality, 
because  an  extension  of  the  indications  for  operations  without 
such  a  result  is  not  permissible  (see  also  Franz  and  Zinsser,  Arch. 
f.Gyn.,   Bd.  xci,  p.   601,  u.  612). 

Besides  this  the  demand  of  Winters  should  not  be  neglected 
that  cases  of  uterine  carcinoma  should  be  operated  upon  at  an 
earlier  date,  in  order  that  we  may  better  our  percentage  of 
case.  We  are,  however,  in  accord  with  Zweifel  and  Veit,*  not 
too  optimistic  in  our  hopes  that  this  end  will  be  attained. 
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Bellevue  Hospital,  O.  P.  D.;  Former  Resident  Obstetrician,  Manhattan 

Maternity  Hospital. 

When  a  normal-sized  head  enters  a  normal  pelvis  with  the 
occiput  to  the  rear,  if  the  head  is  well  flexed  and  the  necessary 
forces  that  enter  into  normal  descent,  rotation  and  expulsion 
are  present,  labor,  in  the  majority  of  cases,  will  terminate  in  a 
spontaneous,  normal  delivery  with  but  slight  increase  in  its 
duration. 

But  because  so  many  different  factors  are  necessary  to  keep 
up  the  normal  mechanism  we  find  the  posterior  position  of  the 
vertex  the  most  frequent  cause  of  prolonged  labor,  increasing 
the  demand  for  instrumental  delivery  ten-fold,  and  raising  the 
mortality  of  the  child  from  4  to  10  per  cent. 

As  interference  on  the  part  of  the  physician  is  absolutely 

called  for  in  from  4  to  8  per  cent,  of  these  cases,  a  knowledge 

*  Prakt.  Ergebuisse  2,  p.  30S. 

t  Read  before  the  Alumni  Society  of  Bellevue  Hospital,  May  i,  1912. 
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of  the  mechanism  and  forces  entering  into  it  is  of  utmost  value 
in  their  proper  management. 

The  vertex  presents  at  the  pelvic  inlet  in  about  95  per  cent,  of 
all  cases.  In  from  85  to  90  per  cent,  of  these  cases  the  long  dia- 
meter of  the  head  enters  the  pelvis,  before  or  during  labor,  in  the 
right  oblique  diameter.  The  head  favors  this  diameter  owing 
to  the  fact  that  it  is  larger  than  the  left  oblique,  which  is  en- 
croached upon  by  the  sigmoid  and  rectum. 

The  back  of  a  child  is  more  apt  to  face  the  front  because  the 
concave  abdominal  surface  of  the  child  adapts  itself  to  the  con- 
vex surface  offered  by  the  lumbar  spine  of  the  mother,  thus 
allowing  the  occiput  to  enter  anteriorly  in  about  60  to  65  per 
cent,  and  posteriorly  in  from  30  to  35  per  cent. 

A  well-flexed  head  in  a  normal  pelvis  enters  the  brim  with  its 
shortest  diameter  suboccipitobregmatic,  in  the  same  manner 
whether  occiput  is  to  the  front  or  rear. 

The  occiput  being  the  most  dependent  part  strikes  the  pelvic 
floor  first  and  by  force  of  the  uterine  contractions  above  and 
the  resistance  below,  follows  the  curved  slope  of  the  pelvis  and  is 
rotated  downward  and  forward  and  inward,  until  it  reaches  the 
under  surfaces  of  the  symphysis. 

To  accomplish  this  rotation  the  occiput  in  anterior  position 
must  rotate  45  degrees  as  against  135  in  the  posterior  position. 

The  occiput  rotates  anteriorly  without  much  delay  in  a  large 
majority  of  the  cases,  because  of  the  firm  resistance  below  and 
strong  force  from  uterine  contractions  above.  The  combined 
action  of  these  two  forces  tends  also  to  keep  the  head  well  flexed, 
allowing  in  this  way  the  smallest  diameter  of  the  head  to  ac- 
complish the  descent  with  its  greater  degree  of  rotation. 

For  this  mechanism  to  succeed  in  a  normal  manner  with  no 
undue  delay  in  the  course  of  labor  the  membranes  must  be  intact. 
During  labor,  and  before  rupture  of  the  membranes,  the  liquor 
amnii  serves  an  important  function.  It  acts  as  an  aid  to  rota- 
tion, as  a  reflex  stimulant  to  uterine  contractions,  and  as  a 
dilator  of  the  cervix. 

It  aids  rotation  by  maintaining  flexion  and  lessening  resist- 
ance. When  the  uterus  contracts  the  pressure  in  the  liquor 
amnii  is  increased.  The  presence  of  this  fluid  under  pressure 
between  the  head  and  the  uterine  segment  below  increases  the  re- 
sistance which  is  necessary  to  maintain  flexion,  and  at  the  same 
time  exerts  lateral  pressure  on  this  part  of  the  uterus  by  means  of 
which  resistance  to  rotation  is  lessened. 
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The  lateral  force  of  the  hydrostatic  bag  in  the  external  os  acts 
as  a  reflex  stimulant  to  uterine  contractions,  and  at  the  same 
time  as  a  dilator  of  the  cervix. 

In  the  normal  anterior  position  the  head  fits  snugly  into 
the  lower  uterine  segment,  because  it  is  directed  in  the  normal 
axis  of  the  pelvis.  During  the  contraction  of  the  uterus  this 
allows  of  equal  distribution  of  pressure  to  all  parts  of  the  bag  of 
waters. 

Owing  to  the  malposition  of  the  head  which  is  found  in  occi- 
put posterior  position,  with  poor  flexion,  there  is  a  great  tendency 
during  uterine  contraction  to  early  rupture  of  the  membranes. 
This  early  rupture  of  the  membranes  is  observed  in  other  pres- 
entations, as  breech  or  transverse. 

In  looo  normal  anterior  positions  at  the  Manhattan  Ma- 
ternity Hospital,  the  membranes  were  found  to  be  intact  at  the 
beginning  of  the  second  stage  in  60  per  cent,  of  the  cases,  while  in 
400  cases  of  posterior  positions  the  membranes  were  found  intact 
at  the  beginning  of  this  stage  in  only  43  per  cent.  In  posterior 
cases  where  membranes  ruptured  in  the  first  stage,  40  per  cent, 
were  at  the  onset  of  labor,  while  in  the  normal  anterior  cases 
labor  was  well  advanced  before  rupture  took  place. 

In  posterior  positions  early  rupture  of  the  membranes  is 
more  common  in  primipara.  In  eighty-two  cases  in  primipara 
the  membranes  ruptured  early  in  the  first  stage  in  fifty-three, 
or  64.6  per  cent.  While  in  eighty  multiparae  only  thirty-three 
or  41  per  cent,  gave  a  history  of  early  rupture  of  membranes. 

Duration  of  both  stages  of  labor  was  much  longer  in  posterior 
than  in  anterior  positions.  In  1000  cases  of  occiput  anterior, 
the  duration  of  the  first  stage,  in  primiparae,  was  thirteen  hours 
and  ten  minutes;  second  stage,  one  hour  and  thirty  minutes, 
while  in  400  cases  of  occiput  posterior  in  primparas,  duration  of 
first  stage  was  sixteen  hours  and  thirty  minutes,  and  second 
stage,  two  hours  and  ten  minutes,  a  difference  of  three  hours 
and  twenty  minutes  in  the  first  stage  and  forty  minutes  in  the 
second  stage. 

In  multiparae  with  occiput  in  the  anterior  position  duration 
of  labor  in  the  first  stage  was  eight  hours  and  thirty  minutes; 
second  stage,  one  hour  and  eleven  minutes.  Multiparae  \nth 
occiput  posterior  first  stage  eleven  hours  and  thirty  minutes, 
second  stage,  one  hour  and  fort}^  minutes,  a  difference  of  three 
hours  and  ten  minutes  in  the  first,  and  twenty-nine  minutes  in 
the  second  stage. 
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The  prolonged  labor  in  posterior  position,  then,  is  due  to  the 
difficulty  of  the  increased  diameter  of  the  head  in  rotating,  and 
also  to  another  factor,  namely,  the  great  difficulty  of  the  cervix 
in  dilating. 

This  slowness  and  at  times  failure  of  the  cervix  to  dilate  is 
due  to  two  factors,  early  rupture  of  the  bag  of  waters,  and  mal- 
position of  the  head. 

In  occiput  anterior,  we  have  all  conditions  present  which 
favor  dilatation  of  the  cervix.  On  the  other  hand,  in  occiput 
posterior,  we  have  the  loss  of  the  hydrostatic  wedge  in  the  rup- 
ture of  the  membranes,  and  what  is  of  more  importance  the 
malposition  of  the  head  which  causes  the  force  of  the  uterine 
contraction,  transmitted  to  the  fetal  axis,  to  be  directed  away 
from  the  true  axis  of  the  cervical  canal. 

This  maldirection  of  force  causes  a  stretching  of  the  utero- 
sacral  ligaments.  The  maternal  suffering  in  these  cases,  referred 
mostly  to  the  back,  is  caused  by  the  undue  tension  on  these 
ligaments. 

The  relaxed  pelvic  floor  in  multiparse  is  a  frequent  cause  in 
prolonging  labor,  for  by  lessening  the  resistance  below  it  tends 
to  retard  rotation. 

In  251  cases  of  occiput  posterior  in  multiparae  this  was  a  cause 
of  delay  in  eighty  cases.  Most  of  these  were  in  tenements  and 
delivery  in  previous  labors  by  midwives  had  resulted  in  lacera- 
tions which  caused  this  relaxation. 

In  from  2  to  4  per  cent,  of  occiput  posterior  cases  we  have  the 
occiput  rotating  into  the  hollow  of  the  sacrum.  This  occurs 
when  failure  of  force  above  or  lack  of  resistance  below  allows 
the  flexion  of  the  head  to  unfold  and  the  sinciput  first  strikes  the 
pelvic  floor  and  is,  therefore,  rotated  beneath  the  symphysis 
causing  the  occiput  to  seek  the  hollow  of  the  sacrum.  This  is 
known  as  persistent  occiput  posterior.  Only  a  few  of  these 
cases  are  ever  delivered  from  this  position  spontaneously.  To 
accomplish  this  we  must  have  a  small  head  and  a  relaxed  peri- 
neum; then  powerful  pains,  the  head  being  flexed,  may  force 
the  child  through  the  vulva. 

Another  method  that  rarely  occurs  is  changing  to  a  face  pres- 
entation, and  a  birth  resulting  from  extension.  There  was 
one  case  of  this  type  of  delivery  in  6000  at  the  Manhattan  Ma- 
ternity Hospital. 

In  the  management  of  occiput  cases  if  we  keep  in  mind  the 
fact  that  adequate  flexion  of  the  head  is  of  utmost  importance 
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and  that  poor  flexion  is  very  apt  to  cause  prolonged  labor  we 
are  better  able  to  manage  the  case  and  bring  it  to  a  successful 
termination  with  the  least  possible  harm  to  mother  and  child. 

Diagnosis  of  this  position  before  labor  is  uncertain  and  not 
much  can  be  done  in  bringing  about  rotation  at  this  time. 

Where  the  abdominal  wall  is  thick  or  rigid,  or  if  there  be  an 
excess  of  liquor  amnii,  it  is  often  impossible  to  make  out  the 
fetal  parts  by  palpation.  The  fetal  heart  is  an  uncertain  and 
unsatisfactory  guide  to  the  location  of  the  fetal  back. 

In  primiparae  in  a  few  cases,  even  in  normal  pelves,  where  the 
occiput  is  to  the  rear  and  the  head  is  poorly  flexed,  we  find  the 
head  will  not  engage  in  labor. 

Posture  in  the  lateral  or  knee-chest  positions  has  frequently 
been  recommended,  on  the  principle  that  rotation  may  be 
brought  about  by  force  of  gravity.  Unfortunately  the  results 
are  not  often  satisfactory. 

As  soon  as  labor  begins  it  is  important  that  diagnosis  of  posi- 
tion be  made.  As  the  abdominal  examination  is  unsatisfactory 
we  must  rely  on  vaginal  palpation  to  help  us  in  forming  our 
diagnosis. 

If  we  can  make  out  positively  the  location  of  either  fontanelle 
and  the  direction  of  the  sagittal  suture,  this  is  all  that  is  necessary. 
But  in  these  cases  owing  to  early  rupture  of  the  membranes  the 
caput  succedaneum  forms  quickly  and  makes  palpation  more 
difficult.  Again,  the  head  in  the  later  stage  is  so  moulded  that 
only  the  most  experienced  can  make  out  the  position  without 
inserting  the  hand  and  feeling  an  ear. 

The  clinical  picture  offered  by  these  cases  especially  in  primi- 
parae where  we  have  the  membranes  rupturmg  at  the  onset  or  early 
in  the  first  stage,  the  slow  onset  of  the  labor  with  nagging,  weak 
and  ineffectual  pains  continuing  for  several  hours,  later  becom- 
ing stronger  and  characteristically  more  painful  than  in  any 
other  type  of  labor,  exhaustion  of  the  mother  from  long  labor 
and  constant  backache,  and  the  slow  dilatation  of  the  cervix, 
all  these  should  make  us  more  than  suspicious  of  the  type  of 
labor  with  which  we  have  to  deal. 

With  a  knowledge  of  this  position  present,  it  should  be  our 
endeavor  to  prevent  early  exhaustion  and  to  shorten  the  dura- 
tion of  the  labor  by  every  means  in  our  power. 

The  weak  and  infrequent  pains  at  the  early  stage  may  be 
stimulated  by  keeping  the  patient  walking  about,  or  even  in  a 
sitting  posture.     Strychnine,  1/30  grain,  and  quinine  5  grains,  are 
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often  efTectual  at  this  time.  They  may  be  repeated  every  three 
hours  until  pains  are  strong  and  frequent. 

If  membranes  have  ruptured  and  the  head  is  not  in  the  pel- 
vis far  enough  to  prevent  the  loss  of  fluid  the  patient  should  be 
kept  in  a  prone  position  until  the  head  is  well  engaged. 

The  introduction  of  a  modified  Champetier  de  Ribes  bag  at 
this  stage  is  of  advantage  in  preventing  undue  loss  of  liquor 
amnii,  in  stimulating  the  uterine  contractions,  and  in  dilating 
the  cervix. 

Therefore,  the  bag  is  of  advantage  where  the  head  is  high 
in  the  pelvis.  Here  the  cervix  is  much  slower  in  dilating  and  the 
escape  of  liquor  amnii  much  greater. 

By  preventing  the  escape  of  liquor  amnii  from  the  uterus 
we  protect  the  child  from  the  effects  of  prolonged  labor,  and  if 
version  becomes  necessary  it  may  be  performed  with  less  danger 
of  rupturing  the  uterus. 

The  patient  should  not  be  encouraged  by  the  nurse  to  bring  her 
voluntary  muscles  into  play  until  the  head  is  well  down  in  the 
pelvis  and  the  cervix  dilated,  at  which  time  the  contraction  of 
the  abdominal  muscles  increases  the  force  from  above  and  the  con- 
traction of  the  iliopsoas  muscles  when  the  thighs  are  flexed,  is 
of  advantage  in  aiding  rotation. 

The  early  use  of  the  voluntary  muscles  can  accomplish  little 
toward  dilatation  of  the  cervix  and  only  tends  to  exhaust  the 
patient. 

If  after  the  pains  have  continued  for  8  to  lo  hours  without 
any  apparent  change  in  the  cervix,  and  the  patient  is  tired  and 
anxious  at  the  delay,  good  results  usually  follow  the  administra- 
tion of  morphine  1/4  grain  and  the  injection  by  rectum  of  chloral 
hydrate  20  to  30  grains  in  4  ounces  of  hot  milk. 

This  usually  allows  the  patient  to  sleep  from  three  to  six 
hours  in  most  cases,  and  the  cervix  is  often  found  to  be  much 
softer  following  the  action  of  these  drugs. 

After  the  head  is  well  down  in  the  pelvis  and  the  pains  are 
strong  and  frequent,  progress  of  the  labor  may  be  helped  by 
increasing  flexion.  This  is  done  by  inserting  two  fingers  into 
the  vagina  and  pushing  up  on  the  frontal  portion  of  the  head  dur- 
ing a  contraction.  The  cervix  may  likewise  be  stretched  during 
a  contraction  without  much  discomfort  to  the  patient.  In  the 
majority  of  cases  this  is  all  that  will  be  necessary  to  enable  the 
patient  to  deliver  spontaneously. 

In  another  class  of  patients  where  the  head  is  well  down  in 
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the  pelvis,  and  in  spite  of  strong  pains  extending  over  several 
hours,  there  is  no  change  in  the  cervix,  small  quantities  of  chlo- 
roform during  the  height  of  the  pain  will  be  of  great  advantage 
in  lessening  the  exhaustion  of  the  patient  and  aiding  in  the  prog- 
ress of  the  labor. 

In  some  cases  rotation  can  be  brought  about  after  the  cer- 
vix is  partially  dilated  by  inserting  the  hand  into  the  vagina, 
grasping  the  head  in  such  a  way  as  to  increase  flexion  and  at  the 
same  time  pushing  upward  to  forcibly  rotate  the  occiput  to  the 
front.  During  this  procedure  with  the  other  hand  on  the  abdomen, 
the  anterior  shoulder  should  be  rotated  toward  the  median  line  of 
the  abdomen.  If  the  head  is  held  in  this  position  during  two 
or  three  pains  rotation  may  become  complete. 

Before  attempting  manual  rotation  it  is  advisable  to  make  sure 
of  the  diagnosis  by  feeling  an  ear. 

Where  manual  rotation  with  flexion  is  attempted  spontane- 
ous delivery  is  more  apt  to  follow  in  multiparae  cases.  In  eighty 
multipara  where  labor  was  delayed  and  manual  rotation  and 
flexion  was  used,  sixty-five  delivered  spontaneously,  while  in 
eighty- two  primiparae  with  the  same  treatment,  forceps  were  nec- 
essary in  forty- seven  cases. 

The  long  duration  of  the  labor  and  the  severity  of  the  ma- 
ternal suffering  is  very  apt*  to  lead  one  to  attempt  delivery  too 
early,  but  if  we  trv  to  terminate  labor  before  the  cervix  is  luUy 
dilated,  we  risk  producing  deep  lacerations  in  the  cervix,  and 
increasing  fetal  mortality,  but  where  there  are  definite  indica- 
tions of  serious  exhaustion  on  the  part  of  the  mother,  or  sec- 
ondary uterine  inertia,  or  changes  in  the  rate  of  the  fetal  heart, 
labor  must  be  terminated  without  regard  to  the  condition  of 
the  cervix. 

In  400  cases  of  occiput  posterior  at  the  Manhattan  Mater- 
nity Hospital,  162  cases  failed  to  rotate.  Of  these  spontaneous 
delivery  occurred  in  eighty-five  following  manual  rotation  with 
flexion,  forceps  were  necessary  in  seventy-one  and  version  in  six. 

The  method  of  delivery  in  these  cases  depends  mostly  on  the 
location  of  the  head  in  relation  to  the  pelvis,  and  in  consid- 
ering these  we  divide  the  cases  into  three  classes.  The  first 
class  of  cases  where  the  head  fails  to  engage,  "the  floating  head." 
The  second  class  where  the  head  is  engaged  at  the  brim,  and  the 
third  class,  which  includes  the  great  majority  of  these  cases, 
where  the  head  is  in  the  pelvis. 

In  the  first  class  of  cases,  where  the  head  is  free  above  the 
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brim,  we  have  the  most  difficult  problem  in  obstetrics  to 
encounter. 

We  have  two  methods  of  delivery  in  these  cases — high  forceps 
or  version.  High  forceps  where  the  head  is  free  above  the  brim 
is  not  only  a  difficult  operation  but  is  always  dangerous  for  both 
mother  and  child. 

Where  one  has  not  had  much  experience  in  the  use  of  high 
forceps,  version  is  much  less  dangerous  to  the  mother  but  the 
chances  for  the  child  are  much  better  when  forceps  are  used. 

In  complicating  flat  pelvis  or  where  there  is  marked  promi- 
nence of  the  lower  lumbar  vertebrae,  version  ofi"ers  best  chances 
for  both  mother  and  child.  In  such  cases  version  should  be 
elective. 

Where  high  forceps  were  used  in  five  cases  in  this  class  com- 
plicated by  flat  pelvis,  only  three  were  able  to  be  delivered  by 
this  means  and  resulted  in  two  stillbirths.  In  the  other  two 
cases  where  version  was  necessary,  forceps  failing,  one  of  these 
resulted  in  a  stillbirth. 

In  using  high  forceps  we  have  two  methods  of  application. 
In  the  first  method  the  head  is  manually  rotated  to  bring 
occiput  as  far  anterior  as  possible  and  at  same  time  flexion  is 
increased.  The  forceps  are  applied  to  the  sides  of  head,  making  a 
cephalic  application.  The  other  method  is  to  apply  forceps  'to  the 
head  without  regard  to  position,  pelvic  application. 

Before  deciding  on  a  method  r>f  deliverj.  in  these  cases,  we 
should  first  make  a  careful  examination  of  the  pelvis  and  condi- 
tion of  lower  uterine  segment  while  patient  is  under  deep  anes- 
thesia. It  is  only  under  such  conditions  that  we  are  able  to 
recognize  any  deformity  in  the  pelvis  or  lower  lumbar  vertebrae 
and  exact  condition  of  the  uterus. 

If  the  uterus  is  tonically  contracted  or  the  lower  uterine  seg- 
ment thinned  out  it  is  a  difficult  and  dangerous  procedure  to 
attempt  any  rotation  of  the  head  before  applying  forceps.  And 
under  these  conditions  version  would  also  be  contraindicated 
because  of  danger  of  rupturing  the  uterus. 

Even  in  most  experienced  hands  rotation  at  the  brim  is  often 
unsuccessful,  and  as  we  may  have  to  fall  back  on  version,  if 
forceps  fail,  it  makes  this  procedure  much  more  difficult  and 
dangerous  by  the  loss  of  liquor  amnii. 

Although  the  primary  rotation  of  the  head,  before  application 
of  forceps,  is  the  ideal  method  and  gives  best  results  in  the  hands 
of   those   who  most  frequently   use  forceps,   nevertheless,    the 
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pelvic  application  is  the  much  safer  method.  Here  the  forceps 
are  applied  to  the  head  in  posterior  position  and  by  traction 
head  is  brought  well  down  into  the  pelvis.  If  axis  traction 
forceps  are  used,  in  some  cases,  rotation  will  take  place  during 
the  descent  otherwise  the  forceps  are  removed  a,nd  the  head 
delivered  in  same  manner  as  the  third  class  cases. 

In  the  second  class,  where  the  head  is  engaged  at  brim,  we  have 
same  methods  of  delivery  as  in  floating  head.  But  in  this  class 
version  should  never  be  elective.  Where  we  have  a  flat  pelvis, 
forceps  should  be  applied  first  and  if  after  moderate  traction, 
using  axis  traction  forceps,  there  is  no  advance,  version  offers 
best  solution  of  the  problem. 

In  regard  to  the  method  of  application  of  forceps  in  this  class 
the  best  results  are  obtained  by  primary  rotation  of  head  to  allow 
cephalic  application.  This  is  done  by  inserting  one  hand  into 
vagina,  grasping  the  head  in  such  a  manner  so  that  it  is  flexed 
and  at  the  same  time  raised  out  of  pelvis  and  rotated  to  the 
front.  During  this  manipulation  with  the  other  hand  on  the 
abdomen,  the  anterior  shoulder  is  forced  toward  the  median 
line.  By  having  an  assistant  exert  downward  pressure  on  the 
fundus,  the  head  can  be  held  in  this  position  until  a  cephalic 
application  is  made. 

To  one  not  experienced  in  intrauterine  manipulation  there  is 
danger  of  rupture  of  uterus,  loss  of  liquor  amnii  and  prolapse  of 
the  cord. 

In  the  other  method  forceps  are  applied  to  the  head  without 
rotation  and  by  traction  it  is  brought  well  down  into  the  pelvis. 
The  forceps  are  removed  and  head  delivered  as  in  the  third  class 
of  cases,  double  application. 

Most  cases  come  under  the  third  class  where  the  head  is  well 
in  the  pelvis. 

There  are  three  methods  for  delivering  the  head  in  this  position. 

We  may  deliver  the  head  without  rotation  with  occiput  to 
the  rear.  This  method  usually  results  in  deep  lacerations  of 
the  perineum  and  should  not  be  used  unless  rotation  by  the 
other  methods  fail  or  where  there  is  a  moderate  size  head  and 
the  perineum  is  relaxed  from  previous  lacerations. 

The  most  successful  method  in  delivering  these  cases  is  to 
make  a  cephalic  application  after  the  head  has  been  flexed  anb 
partially  rotated  manuall3^  Rotations  then- is  completed  dy 
traction  and  gradual  rotation  with   forceps. 

The  third  method  is  rotation  by  forceps  alone.     Where  we  have 
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difficulty  in  keeping  head  partially  rotated  the  head  may  be  com- 
pletely rotated  by  use  of  the  forceps. 

In  this  method  the  head  must  be  well  down  in  the  pelvis,  well 
flexed,  and  the  cervix  dilated  or  dilatable. 

The  forceps,  preferably  solid  blades,  are  applied  to  the  sides 
of  the  head.  The  head  is  then  rotated  by  making  the  handles 
follow  the  direction  of  an  arc  of  a  circle  and  not  rotated  from  the 
median  line,  thus  preventing  ends  of  the  blades  from  tearing  the 
vaginal  wall.  This  movement  of  the  forceps  in  rotating  should 
be  slow  and  gradual.  By  keeping  two  fingers  on  the  sagittal 
suture  of  the  head  we  are  able  to  follow  the  rotation.  When  the 
head  has  been  rotated  the  forceps  are  removed  and  reapplied  to 
deliver  the  head  by  traction. 

In  the  400  cases  of  occiput  posterior  analyzed  there  was  one 
maternal  death  making  mortality  of  .25  per  cent. 

There  were  ten  fetal  deaths,  mortality  2.5  per  cent.  Of  these  six 
were  in  forceps  cases,  three  cases  were  complicated  by  flat  pelves 
and  one  by  a  generally  contracted  pelvis.  Of  the  four  cases 
delivered  spontaneously,  three  deaths  were  due  to  prolonged 
labor  under  charge  of  midwives  before  being  turned  over  to  the 
Hospital.  Delivery  in  these  cases  occurred  within  a  very  few 
minutes  after  the  head  had  been  flexed  and  rotated  manually. 
There  was  one  death  due  to  congenital  syphilis. 

SUMMARY. 

1.  The  prolonged  labor  in  occiput  posterior  positions  is  due 
to  early  rupture  of  membranes  and  maldirection  of  force. 

2.  Prolonged  labor  is  more  common  in  primiparge. 

3.  In  primiparae  with  vertex  presentation,  early  rupture  of 
membranes  is  a  very  suggestive  sign  of  occiput  posterior  positions. 

4.  In  occiput  posterior  with  poor  flexion  spontaneous  deliv- 
ery can  only  occur  after  a  long  labor  with  strong  pains. 

5.  In  multiparae  relaxed  pelvic  floor  is  often  a  frequent  cause 
of  delayed  rotation. 

6.  In  primiparge  early  rupture  of  membranes  is  the  principal 
cause  of  prolonged  labor. 

7.  Double  application  of  forceps  offers  the  best  methods  of 
delivery  where  the  head  is  high  in  the  pelvis. 

8.  With  floating  head,  if  not  contraindicated,  version  offers 
the  best  solution  in  a  flat  pelvis. 

9.  With  head  low  in  pelvis,  partial  rotation  by  the  blades  is  the 
best  method. 

129  East  Sixty-second  Street. 
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SOME  REFLECTIONS  AFTER  TWENTY-FIVE  YEARS  OF 
PRIVATE  PRACTICE  IN  OBSTETRICS.* 

BY 

HENRY  J.  KREUTZMANN,  M.D., 
San  Francisco,  California. 

The  following  discussion  is  not  intended  as  a  profound  exposi- 
tion of  any  subject  in  obstetrics;  I  wish  merely  to  touch  lightly 
on  some  matters,  basing  my  remarks  on  an  experience  of  twenty- 
five  years  in  the  private  practice  of  obstetrics  in  San  Francisco. 

I  was  initiated  into  the  noble  art  of  midwifery  years  ago  in 
Munich  by  Professor  Hecker.  First  impressions  are  lasting. 
I  shall  never  forget  my  first  examination  of  a  pregnant  woman. 
Hecker  had  strung  out  a  number  of  them  with  their  backs  to  a 
wall;  before  each  one  on  the  floor  was  a  pillow  and  the  student, 
in  fact  every  examiner,  had  tb  kneel  down  before  the  woman  and 
introduce  his  finger  into  the  vagina  in  this  position.  My 
real  training  in  obstetrics  I  received  in  Erlangen  under  Professor 
Zweifel,  first  as  student,  then  as  second,  and  finally  for  one  and 
a  half  years  as  first  assistant  to  the  chair  of  obstetrics  and 
gynecology  of  the  university. 

There  is  no  better  opportunity  anywhere  to  train  and  fit  one- 
self for  work,  not  only  in  obstetrics  but  in  all  branches  of  medi- 
cine, than  the  position  of  an  assistant,  especially  of  a  first  assist- 
ant, to  a  German  university  clinic;  every  case  is  worked  with 
scientific  thoroughness  and  all  work  is  done  under  exacting  condi- 
tions: correct  diagnosis,  strict  adherence  to  indications,  perfect 
technic  is  demanded,  besides,  some  teaching  is  done. 

After  a  short  stay  in  the  country  and  in  the  suburbs  of  Frank- 
furt-on-the-Main,  my  native  city,  where  I  attended  to  a  number 
of  difficult  labor  cases  in  the  practice  of  midwives,  I  came  to 
San  Francisco  in  1886. 

It  was  my  good  fortune  soon  to  be  engaged  in  an  active 
obstetric  practice  and  I  was  fortunate  to  have  my  clientele 
among  the  intelligent  and  well-to-do. 

♦After  an  address  delivered  before  the  San  Francisco  Med.  Soc,  March  2,  1912. 
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It  is  impossible  for  me  to  give  any  statistical  data  of  the  work 
done  in  the  twenty-five  years  since  all  records  of  my  cases  were 
destroyed  in  the  great  disaster  of  1906.  The  work  I  have  done 
as  a  physician  was  to  the  greatest  extent  either  directly  or 
indirectly  linked  with  the  gravid  condition  of  woman;  cases  of 
early  pregnancy,  miscarriages,  extrauterine  pregnancies;  com- 
plications of  pregnancy,  of  delivery,  of  the  h-ing-in  period;  the 
sequelae  of  miscarriages  and  delivery:  lacerations,  displacements, 
inflammatory  affections  of  the  pelvic  organs — those  cases  seen 
in  my  own  practice,  in  the  German  Hospital,  in  the  San  Francisco 
Polyclinic,  in  consultation,  number  many  thousands.  The  cases 
where  I  was  engaged  and  where  I  attended  at  delivery  either  at 
term  or  in  the  second  half  of  pregnancy,  the  ones  that  will  form 
the  basis  of  my  remarks  are  not  so  very  numerous,  as  I  have 
stated  it  was  "  quality"  and  not  "  quantity"  in  my  private  work; 
if  I  estimate  the  number  of  the  latter  cases,  at  term  and  in  the 
second  half  of  pregnancy  in  my  own  practice,  •  on  my  records 
since  the  fire  and  on  my  recollections,  I  think  that  they  will 
reach  between  fourteen  and  fifteen  hundred. 

When  an  intelligent  woman  has  missed  a  menstrual  period  or 
two  she  will  visit  a  physician  not  always  in  a  joyful  mood  and 
not  always  with  the  best  intentions;  but  when  she  has  decided 
to  have  a  baby,  this  early  visit  enables  the  accoucheur  to  carry 
out  an  excellent  hygiene  of  pregnancy,  so  very  important  for  a 
successful  deliverj^-. 

I  have  always  considered  pregnancy  a  physiologic  condition 
and  delivery  a  physiologic  ftmction  and  my  advice  to  gravid 
women  has  been  to  live  as  usual,  to  do  everything  in  moderation, 
no  excess  in  work  or  exercise. 

With  the 'nausea,  vomiting,  malaise,  a  change  in  nutrition 
usually  takes  place  and  the  consequence  is  that  the  woman 
becomes  constipated.  So  many  then  resort  to  strong  piu-gatives 
and  from  that  period  of  their  life  become  addicted  to  the  habit 
of  cathartics.  I  have  always  tried  to  combat  constipation,  an 
early  subjective  sign  of  the  gravid  condition,  through  diet  and 
with  mechanical  means,  but  at  times  have  to  resort  to  mild 
cathartics. 

When  I  have  found  a  pregnant  woman  sound  and  healthy; 
when  the  examination  of  her  urine  shows  a  normal  condition, 
then  in  my  opinion  all  that  is  required  to  do  is  to  make  a  routine 
examination  of  the  tuine  from  time  to  time.  I  have  always 
considered  of  greatest  importance  the  quantity  of  urine  passed. 
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I  have  seen  several  cases  with  6  per  cent,  of  albumen  (Esbach) ; 
with  casts  and  edema,  but  with  large  quantities  of  urine,  go 
through  pregnancy,  delivery  and  the  puerperium  without  any 
difficulty;  in  two  cases  the  newly-born  had  convulsions,  one 
of  whom  died  in  convulsions.  If  the  gravida  continues  to  be 
nauseated,  if  vomiting  persists,  if  headache  is  present  and  other 
symptoms  indicate  that  metabolism  is  disturbed,  then  certainly 
resort  should  be  had  to  other  examinations  than  the  routine 
test  of  m-ine. 

In  all  these  years  I  was  compelled  only  once  to  induce  labor  on 
account  of  insufficiency  of  the  kidneys  endangering  the  life  of 
the  gravida.  In  three  cases  eclampsia  occm-red  among  my 
clientele,  twdce  in  pregnancy. 

When  we  discuss  different  matters  with  the  gravida,  the 
question  of  nurse  comes  up.  When  I  first  practiced  in  San 
Francisco  there  were  very  few  trained  nurses  here ;  a  woman  who 
had  borne  children,  who  had  acquired  some  practical  experience, 
the  so-called  practical  nurse,  was  all  we  had;  they  are  still  in 
great  demand.  In  ordinary  cases  when  everything  runs  smoothly 
they  are  efficient,  but  if  real  ntusing  in  sickness  is  required, 
they  fail.  Fortunately  frained  ntu-ses  are  now  to  be  had. 
We  require  of  a  good  nurse:  training,  common  sense,  tact;  if 
this  is  essential  of  every  nurse,  these  qualities  are  indeed  needed 
to  make  a  good  obstetric  nurse  and  when  you  have  such  a  one, 
you  have  a  jewel.  "Many  are  called  but  few  are  chosen." 
This  is  my  personal  experience. 

Another  question  that  comes  up  in  these  later  years  is  the 
question  of  a  hospital,  or  sanitarium.  I  am  fully  aware  of  the 
many  advantages  of  a  hospital  delivery;  but  if  a  woman  has  a 
comfortable  home,  if  we  expect  a  normal  delivery, 'I  cannot  see 
any  reason  why  we  should  insist  upon  her  going  to  an  institution. 
I  have  attended  to  most  of  my  confinements  in  private  houses;  I 
have  managed  all  sorts  of  complicated  cases  in  the  home  and 
have  no  reason  to  regret  it.  I  deplore  the  tendency  to  deliver 
w^omen  in  hospitals;  in  my  opinion  this  tendency  is  another 
factor  to  destroy  the  family,  the  home-life;  it  is  in  keeping  with 
the  tendency  to  live  in  those  abominable  apartment  houses, 
W'here  thirty,  forty  and  more  so-called  families  are  herded  under 
one  roof;  it  is  in  keeping  wdth  the  present  lamentable  tendency 
of  women  to  rush  into  public  life,  as  manifested  by  the  suffragette 
movement. 

When  once  at  the  bedside  of  a  w^oman  in  labor,  I  have  always 
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liked  to  remain  until  the  baby  is  born.  I  do  not  consider  it 
tinder  my  dignity  to  assist  in  any  way  possible  the  poor  woman 
in  her  hours  of  anxiety  and  suffering.  It  is  a  great  assistance  to 
tell  them  how  to  bear  down  and  much  good  has  resulted  in  my 
practice  from  those  little  maneuvers. 

Chloroform  is  given  liberally  without  fear  or  prejudice. 
Gradually  the  anesthesia  is  pushed  so  when  the  head  is  delivered, 
the  parturient  is  either  fully  unconscious  or  in  a  state  where  she 
does  not  suffer  and  still  is  open  to  commands  to  bear  down  or  not 
to  bear  down.  In  this  way  I  am  able  to  shell  out  the  head  even 
of  large  babies  in  the  interval  of  labor  pains,  the  only  effective 
way  to  protect  the  perineum  that  I  know.  I  have  delivered 
large  babies,  of  lo  pounds,  without  a  tear;  certainly  in  others,  no 
matter  what  we  do  or  how  skilfully  we  manipulate,  the  perineum 
is  bound  to  tear.     In  no  case  have  I  had  a  complete  laceration. 

When  the  baby  is  born  and  handed  over  to  the  nurse,  I  like 
to  finish  the  case;  the  uterus  is  gently  rubbed  and  with  a  good 
contraction  gentle  pressure  is  made  upon  the  uterus;  at  the 
same  time  the  parturient  is  told  to  bear  down  and  in  this  way  in 
most  cases  the  placenta  is  delivered.  But  sometimes  it  will  not 
appear.  I  have  waited  one  hour,  two  hours  and  when  I  finally 
inserted  a  finger  in  the  vagina  to  examine  I  found  the  placenta 
wedged  in  the  cervix;  with  a  slight  pull  on  the  placenta  it  comes 
down  into  the  vagina  and  out.  For  many  years  I  have  now 
adopted  a  little  help  whenever  the  secundines  do  not  come  readily. 
If  there  is  delay,  I  twist  the  cord  around  my  finger,  and  while 
pressing  on  the  uterus,  a  slight  pull  on  the  cord  is  made.  Abso- 
lutely no  harm  can  or  does  result  if  the  traction  is  made  as 
described;  I  claim  two  advantages  for  this  method:  (i)  Speedy 
delivery  of  the  secundines;  (2)  In  the  cases  where  the  placenta 
is  wedged  in  the  cervix  and  where  we  finally  succeed  in  pressing 
it  out,  I  have  found  that  the  placenta  folds  itself  on  the  fetal 
side  and  that  the  membranes  tear  off  easily  and  are  left  behind ; 
if  a  slight  traction  is  made,  the  folding  of  the  placenta  takes  place 
upon  the  uterine  side  and  the  membranes  come  in  toto. 

In  all  my  cases  I  was  able  to  deliver  the  secundines  spon- 
taneously with  the  exception  of  one  case,  where  I  had  to  deal 
with  an  adherent  placenta,  that  had  to  be  peeled  off. 

A  careful  inspection  of  the  secundines  is  always  made;  in  no 
case  has  a  piece  of  the  placenta  been  left ;  but  in  several  instances 
pieces  of  the  membranes  or  the  whole  membranes  were  left; 
when  in  my  judgment  a  larger  piece  is  missing  (and  it  depends 
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entirely  iipon  our  judgment  what  is  a  larger  piece  of  membrane) 
I  always  look  for  it  and  remove  it. 

The  next  step  is  the  inspection  of  vulva  and  vagina.  I 
invariably  wash  the  freshly  delivered  woman  myself,  exposing 
everything  to  my  view  and  suturing  at  once  lacerations  of 
perineum  and  vagina. 

In  the  lying-in  period  I  have  managed  my  cases  without  falling 
in  with  any  of  the  transient  fads  so  frequently  recommended 
to  us.  I  have  neither  kept  a  woman  on  her  back  for  days  nor 
have  I  insisted  upon  her  getting  up  on  the  second  or  third  day 
postpartum. 

I  allow  freely  moving  about  in  all  positions;  if  a  woman  wishes 
to  leave  the  bed  after  a  week,  she  may  do  so;  if  she  wishes  to 
take  a  rest  of  a  month,  I  do  not  object.  My  aim  and  object  has 
always  been  to  give  the  lying-in  woman  a  rest  of  body  and  mind 
and  to  gradually  lead  her  back  to  her  usual  life,  adding  step  by 
step  a  little  every  day.  If  besides  this,  exercise  of  the  abdominal 
and  perineal  muscles  is  carried  out,  the  puerpera  will  never  feel 
looseness  or  weakness,  when  she  begins  to  be  on  her  feet. 

As  far  as  nursing  is  concerned,  I  insist  on  putting  the  baby  to 
the  breast  as  soon  as  the  mother  has  rested  and  the  baby  is 
hungry.  I  have  no  set  rule;  if  the  baby  is  hungry  fom*  hours 
after  his  arrival  and  the  mother  is  ready,  the  baby  is  put  to  the 
breast;  if  the  baby  sleeps  for  twenty-four  or  thirty  hours,  it  is 
not  disturbed.  If  you  put  a  sleepy  baby  without  hunger  to  the 
breast,  it  will  not  take  the  nipple  and  the  attempt  to  make  a 
sleepy  baby  take  the  breast  creates  nothing  but  nervousness 
for  all  concerned;  but  if  the  baby  is  hungry  I  have  never  as  yet 
seen  it  refuse  to  take  the  nipple. 

Some  women  have  not  a  drop  of  milk.  I  have  seen  women 
well  formed,  with  well-developed  breasts  and  nipples,  without 
any  milk  whatsoever,  notwithstanding  that  every  effort  was 
made  to  produce  milk.  In  other  instances  the  initial  free  supply 
of  milk  soon  vanishes  when  the  mother  begins  to  move  about. 
But  not  a  few  have  I  seen  who  were  able  and  delighted  to  nurse 
their  offspring  six  and  eight  months,  devoting  themselves  entirely 
to  its  care  and  welfare,  representing  the  finest  type  of  womanhood. 

I  do  not  wish  to  enumerate  all  the  different  complications  that 
I  have  met  in  my  practice ;  I  have  reported  before  you  and  else- 
where from  time  to  time  interesting  cases. 

In  looking  over  one's  practice  in  a  general  way  the  following 
points  are  of  greatest  interest: 
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1 .  Mortality  of  the  mother. 

2.  Morbidity  of  the  mother. 

3.  Mortality  of  the  fetus. 

4.  Morbidity  and  injury  of  the  fetus. 

No  matter  how  carefully  and  attentively  we  may  manage  our 
confinement  cases,  some  babies  will  be  lost;  some  of  them  die 
during  the  progress  of  labor  and  others  are  born  dead;  we  know 
tbey  are  dead  from  our  observations  but  we  are  unable,  even 
after  they  are  bom,  to  ascertain  the  cause  of  death. 

Others  are  bom  asphyxiated  from  one  reason  or  another  and 
we  do  not  succeed  in  starting  respiration;  I  have  had  my  share 
of  these  cases.  But  I  was  fortunate  not  to  injure  any  of  the 
babies  that  I  delivered  and  I  was  fortunate  not  to  see  any  gross 
malformation. 

As  far  as  mortality  of  the  mother  is  concerned,  the  most 
important  of  all  things  in  midwifery,  I  am  able  to  state,  that  up 
to  the  present  day,  the  second  of  March,  191 2,  I  have  not  lost  a 
single  mother  in  my  own  obstetric  practice  during  the  whole 
time  of  my  professional  work  here  in  San  Francisco. 

There  is  certainly  an  element  of  good  luck  in  this  fortunate 
record ;  if  you  meet  a  nasty  case  of  placenta  previa,  or  of  eclamp- 
sia, or  of  thrombosis,  no  matter  how  careful  you  are  and  how 
skilful  your  management  of  the  case,  you  are  apt  to  lose  a 
mother.  But  I  believe  that  some  credit  is  to  be  given  to  my 
efforts  and  there  are  two  things  to  which  I  ascribe  the  good 
results : 

1.  Strictest  antisepsis. 

2.  Strictest  observance  of  indications. 

These  two  principles  I  learned  at  the  University  clinic  in 
Erlangen  from  Professor  Zweifel.  This  gentleman  was  one  of 
the  very  first  to  apply  Lister's  ideas  to  obstetrics;  he  w^as  a 
fanath-  on  antiseptic  measures.  Besides  he  was  an  admirer  of 
Semmelweis  and  his  teaching  induced  me  to  acquire  a  copy  of 
Semmelweis'  work  "Begriff  der  Aetiologie  u.  Prophylaxis  des 
Kindbettfiebers "  one  of  the  most  wonderful,  fascinating  books 
ever  written  by  any  medical  man.  Its  reading  impressed  me  for 
life-time  with  the  great  responsibility  of  an  accoucheur. 

My  efforts  have  always  been  directed  toward  personal  dis- 
infection, that  is  to  understand  disinfection  of  myself  and  I 
certainly  have  not  infected  one  single  woman  of  my  clientele. 

I  have  not  escaped  infectious  affections  in  the  lying-in  period. 
When  labor  is  protracted  it  is  impossible  to  avoid  the  importation 
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of  the  ubiquitous  colon  bacilli,  or  of  the  staphylococci  from  the 
vulva  into  the  genital  tract,  the  change  of  the  vaginal  flora  from 
a  harmless  to  a  virulent  character  and  the  inoculation  of  these 
germs  into  tears,  lacerations,  erosions  of  the  vaginal  outlet. 

But  the  lesions  brought  about  in  this  way  are  amenable  to 
treatment  and  entirely  different  from  Semmelweis'  inoculation 
of  "decomposed  animal  matter,"  which  translated  in  modern 
parlance  is  "Infection  by  virulent  bacteria,  carried  through 
finger,  hand  or  instrument  of  accoucheiu*  from  outside  sources 
to  lesions  in  the  genital  canal." 

No  greater  calamity  is  to  me  conceivable  than  to  lose  a  mother 
from  outside  infection. 

The  other  great  lesson  of  Zweifel's  clinic  was:  No  interference 
in  the  progress  of  labor,  unless  distinctly  indicated;  no  forceps 
par  complaisance;  no  polypragmasia;  careful  observation  and 
prompt  action  when  indicated. 

I  have  religiously  conserved  in  my  mind  the  lessons  of  early 
training  and  have  not  been  lead  astray  by  glaring  reports  of 
"frenzied  obstetrics,"  so  often  published  in  these  later  years. 

I  conclude  my  remarks  with  the  expression  of  thankful 
remembrance  of  the  days  of  the  University  clinic  of  venerable 
Erlangen. 

1054  Sutter  St. 


MENSTRUATION,  NORMAL  AND  ABNORNAL.* 

BY 

J.  R.  BROMWELL  BRANCH,  A.  B.,  M.  D., 

Attending  Gynecologist  to  the  Macon  Hospital, 
Macon,  Georgia. 

It  will  not  be  possible  within  the  limits  of  this  short  paper  to 
enter  into  a  full  and  free  discussion  of  the  subject,  and  so  we 
shall  confine  ourselves  to  the  more  interesting  features  treated 
from  the  standpoint  of  scientific  diagnosis  and  therapeutics. 
It  is  more  or  less  difficult  for  a  gynecologist  to  present  to  the 
profession  a  paper  of  general  interest  which  has  not  been  already 
thoroughly  threshed  out  in  the  literature,  and  you  have,  doubt- 
less wondered  at  my  temerity  in  preparing  a  paper  on  a  subject 
as  old  as  Eve  herself. 

Since  menstruation  is  such  an  every  day  affair  and  since  its 
abnormalities  are  so  common  any  effort  to  throw  new  light  upon 
its  physiology  or  offer  new  weapons  to  fight  its  pathology*  should 
*Read  before  the  Medical  Association  of  Georgia,  Augusta,  April,  1912. 
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be  encouraged  No  claim  for  originality  is  made,  I  merely  have 
gathered  some,  not  widely  known  facts  from  the  literature  and 
some  few  from  personal  experience. 

In  the  first  place  we  must  look  upon  normal  menstruation  not 
as  a  local  phenomenon  but  as  a  more  or  less  local  manifestation 
of  a  general  metabolic  process.  The  older  views  as  to  the  physi- 
ology' of  menstruation  were  based  on  the  "local"  theories.  The 
ovtUation  theory  which  maintained  that  menstruation  was  a 
direct  result  of  the  ripening  and  rupture  of  a  Graafian  follicle  is 
now  quite  discredited,  as  is  the  "freshening  theory  which  held 
that  menstruation  was  a  process  of  freshening  or  preparation  of  the 
uterine  cavity  for  pregnancy.  The  monthly  abortion  idea  is 
also  untenable  since  we  know  menstruation  may  occur  without 
the  presence  of  a  ripe  ovum.  We  know  of  course  that  the  pres- 
ence of  ovarian  tissue  is  necessary  to  menstruation,  but  that  of 
itself  is  not  sufficient,  and  we  are  compelled  to  look  further  for  a 
solution  to  the  problem. 

Stevenson  in  1882  advanced  the  so-called  menstrual  wave 
theory  Vv'hich  contended  that  the  metabolic  processes  in  women 
presented  a  distinct  rhythm  gradually  increasing  in  intensity  up  to 
the  time  of  the  menstrual  flow,  when  they  suddenly  dropped  and 
reached  their  lowest  point.  After  this  they  gradually  rose  again 
and  attained  their  maximtmi  intensity  just  before  the  next 
menstrual  period,  thus  indicating  that  the  entire  process  was 
under  some  control  and  that  neither  menstruation  nor  ovulation 
was  directly  dependent  upon  one  another  but  upon  some  general 
and  as  yet  unknown  cause.  Johnston,  Webster,  Otto  and  others 
accepted  these  views.  Blair  Bell  of  Liverpool  has  recently 
interested  himself  in  the  subject  and  has  come  to  this  conclusion 
which  I  quote  from  his  text-book. 

"Every  thing — every  known  fact  and  all  the  recent  experi- 
mental work  lead  us  to  the  conclusion  that  we  must  seek  for 
some  general  metabolic  change  to  account  for  menstruation." 

Calcium  metabolism  is  concerned  in  this  function  which  does 
not  commence  until  the  child  has  gro^\Ti  to  puberty  and  has  laid 
down  her  bony  framework,  and  only  recurs  when  there  are  no 
other  claims  on  the  calcium  economy  of  the  subject.  Whether 
these  views  be  correct  or  not,  they  are  probably  not  the  whole 
truth  for  it  is  extremely  probably  that  the  ductless  glands  one  and 
all  play  an  important  part  in  the  genital  functions  and  in  con- 
trolling the  calcium  metabolism  itself.  There  is  direct  evidence 
that  this  is  so  in  the  case  of  the  pituitary  body,  the  thyroid 
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and  ovarian  glands,  and  strong  presumptive  evidence  in  regard 
to  the  adrenals,  for  the  extract  of  these  has  recently  been  shown 
to  influence  favorably  osteomalacia,  a  disease  which  was  formerly 
treated  by  oophorectomy."  Mr.  Bell  has  done  some  very  beauti- 
ful experimental  and  clinical  work  upon  which  he  bases  his  con- 
clusions, and  has  devised  an  instrument  called  the  calcimeter  to 
estimate  the  calcium  content  of  the  blood.  He  finds  that  men- 
struation is  a  periodic  function  only  in  so  far  as  the  calcium 
metabolism  is  in  harmony  with  this  periodicity  and  that  the 
function  is  dependent  upon  the  calcium  metabolism  in  all  its 
ramifications.  In  determining  the  calcium  content  or  rather 
index  of  a  patient's  blood,  a  measured  quantity  is  treated  with  a 
given  solution  of  oxalic  acid  and  after  a  dilution  with  glycerin, 
acetic  acid  and  distilled  water,  the  calcium  oxalate  crystals  are 
counted  on  an  ordinary  blood  counting  slide.  Whether  or  not 
the  method  is  quantitatively  accmrate  is  unimportant,  though  we 
believe  it  is,  for  all  we  want  is  a  relative  determination  for  com- 
parison and  this  is  furnished  without  doubt. 

One  can  with  this  apparatus  make  hourly  or  daily  determi- 
nation of  the  calcium  index. 

Dr.  Kelly  kindly  loaned  me  his  calcimeter  and  while  the 
method  sounds  simple,  I  have  found  practically  the  technic 
requires  considerable  practice  even  to  identifying  and  counting 
the  crystals  and  up  to  this  time  I  am  not  sufficient!}^  expert  to 
draw  valuable  conclusions  from  the  little  work  I  have  done  with  it. 

It  is  necessary  that  we  go  rather  thoroughly  into  the  physio- 
logy of  normal  menstruation  before  taking  up  its  various  ab- 
normalities, for  it  is  just  here  that  we  have  been  so  woefully 
lacking  in  the  past.  We  have  treated  the  various  menstrual 
disorders  symptomatically  and  empirically,  without  getting  at  the 
real  cause,  and  so  in  many  cases  our  treatment  has  been  unsatis- 
factory to  the  patient  and  to  ourselves.  Especially  has  this  been 
so  in  those  cases  with  apparently  normal  pelvic  organs,  and  as  a 
considerable  proportion,  75  per  cent,  according  to  Theilhaben, 
of  the  suffers  of  dysmenorrhea,  belong  to  this  class,  our  attention 
is  naturally  drawn  in  this  direction. 

What  then  is  menstruation?  and  upon  what  does  it  depend? 
Menstruation  is  a  phenomenon  occuring  during  the  reproductive 
life  in  woman  whose  most  obvious  sign  is  the  periodic  discharge  of 
blood  from  the  uterus. 

Until  recently  it  was  thought  to  be  a  phenomenon  peculiar  to 
the  human  race.     We  now  know  that  "rut"  or  "heat"  of  the 
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mammalian  females  is  comparable  to  human  menstruation,  and 
much  has  been  learned  in  regard  to  the  nature  of  this  function. 

Menstruation  begins  between  the  ages  of  twelve  and  fifteen 
years  at  the  period  known  as  puberty.  At  this  time  certain 
general  changes  take  place  in  the  girl  both  in  regard  to  her 
mental  and  physical  characters  which  are  quite  familiar  to  all 
of  us.  While  some  metabolic  processes  are  producing  these 
wonderful  changes  in  character  and  disposition  others  equally 
remarkable  are  producing  changes  in  the  bodily  structure. 

Exactly  what  metabolic  changes  are  producing  such  wonderful 
results  are  not  as  yet  known.  It  is  clear,  however,  that  the 
ductless  glands  are  all  more  or  less  involved.  The  thyroid  being 
the  only  one  capable  of  observation  has  long  attracted  our  atten- 
tion by  its  enlargement  before  and  during  menstruation.  From 
experimental  work  carried  out  by  Bell  and  others  it  is  quite 
probable  that  the  calcium  metabolism  under  direction  of  the 
ovaries  and  other  ductless  glands  is  also  concerned  in  the  phe- 
nomenon of  menstruation.  In  addition  to  the  activity  of 
these  ductless  glands  in  order  to  have  normal  menstruation  we 
must  have  a  good  state  of  bodily  health  and  sound  pelvic  organs. 
Any  derangement  of  these  necessary  factors,  if  severe  enough, 
will  produce  the  various  menstrual  disorders  which  we  are  now 
in  a  position  to  consider  intelligently.  A  careful  complete 
history  and  a  thorough  physical  examination  is  of  course 
required  in  every  case.  In  regard  to  the  examination  let  us 
protest  against  the  vaginal  examination  of  young  virgins  unless 
a  general  anesthetic  is  used. 

It  is  not  necessary  to  detail  the  various  forms  of  menstrual 
disorders  for  they  are  given  in  all  the  modem  text-books  on 
gynecology.  Suffice  to  say  that  a  considerable  percentage  of 
amenorrhea,  menorrhagia  and  dysmenorrhea  are  due  to  general 
rather  than  local  causes.  Consequently  in  order  to  institute 
rational  treatment  we  must  if  possible  make  an  accurate  diag- 
nosis. This  is  by  no  means  easy  and  will  call  into  play  our  most 
acute  diagnostic  powers.  In  many  cases  we  have  to  experiment 
to  see  whether  or  not  the  condition  is  due  to  hypo-  or  hyper- 
thyroidism, pituitary  or  adrenal  derangement  or  ovarian  defici- 
ency or  disturbance  in  calcium  or  iron  metabolism.  When  we 
begin  to  realize  that  dysmenorrhea,  amenorrhea,  etc.,  are 
symptoms  not  diseases  we  are  on  the  right  tract  and  shall 
cease  to  content  ourselves  with  using  the  usual  antispasmodic 
and  anodynes  except  as  a  last  resort. 
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Among  these  newer  therapeutic  agents  at  our  disposal  may 
be  mentioned  calcium  chloride  30  grains  daily,  or  lactate  in  the 
same  or  even  larger  doses.  Thyroid  extract,  grains  3  to  10  daily, 
and  infundibular  extract  are  also  recommended.  Just  how  these 
glandular  extracts  act  is  not  well  known,  though  probably  by 
their  effect  upon  the  vasomotor  system,  involuntary  muscle  and 
general  body  metabolism.  In  an  article  on  dysmemorrhea, 
published  in  The  Journal  of  the  Medical  Association  of  Georgia, 
December,  191 1,  I  reported  two  cases  of  dysmenorrhea,  one  with 
hyperthyroidism  treated  with  calcium  lactate  grains  10  t.  i.  d. 
with  completerelief  from  symptoms.  Owing  to  the  associated 
symptoms  of  hyperthyroidism  a  partial  thyroidectomywas  done. 
I  have  just  learned  that  since  her  operation  despite  the  con- 
tinued calcium  treatment  her  dysmenorrhea  has  returned.  It  is 
quite  probable  that  she  needs  thyroid  extract  in  addition  to  the 
calcium  until  her  metabolism  adjusts  itself,  and  at  her  next  period 
I  shall  try  it. 

Several  other  cases  since  the  reading  of  my  paper  have  been 
verbally  reported  to  me  where  complete  relief  followed  the  use 
of  calcium  after  other  drugs  had  failed.  Another  case  was  relieved 
by  one  grain  doses  of  thyroid  extract  given  thrice  daily.  She 
had  also  been  through  the  mill  of  suspension  operation  and  the 
usual  anodynes  without  help. 

Cases  depending  upon  pelivic  lesions  should  be  surgically 
treated  according  to  the  condition  found,  and  will  not  be  con- 
sidered here. 

To  summarize: 

1.  Menstruation  is  in  general  not  a  local  phenomenon. 

2.  It  is  dependent  upon  a  good  state  of  bodily  health,  activity 
of  the  ductless  glands,  and  normal  pelvic  organs. 

3.  Any  derangement  of  these  necessary  factors  if  sufficiently 
severe  may  give  rise  to  menstrual  abnormaUties. 

4.  In  a  large  majority  of  menstrual  disorders  no  demonstrable 
pelvic  lesion  can  be  found. 

5.  In  the  treatment  of  many  forms  we  may  give  relief  by  the 
use  of  calcium  salts  and  the  various  glandular  extracts  after 
securing  a  good  state  of  general  bodily  health. 
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PREGNANXY   IN   A    BICORNATE   UTERUS.* 

BY 

W.  J.  FRICK,  M.  J.,  AND  GEO.  C.  MOSHER,  M.  D., 

Kansas  City,  Mo. 

Case  report  by  Dr.  Frick.  The  patient  is  forty-two  years  old ; 
married,  and  has  three  children,  aged  twenty,  seventeen,  and 
fifteen.  No  abortion.  On  December  10  she  decided  that  preg- 
nancy had  again  occurred,  basing  her  belief  on  the  symptoms  being 
the  same  as  in  her  three  previous  pregancies.  Besides  she  had 
pain  and  tenderness  in  the  lower  left  inguinal  region.  In 
January  menstruation,  as  she  supposed,  reappeared,  at  least 
there  was  considerable  bleeding,  and  irregular  contractions, 
which  suggested  a  miscarriage. 

Dr.  N.  P.  Wood  of  Independence  was  called  on  account  of  the 
hemorrhage.  On  vaginal  examination  he  found  a  small  mem- 
brane loose  in  the  vagina;  he  did  a  curetment  and  supposed 
the  trouble  was  at  an  end,  but  the  symptoms  of  pregnancy 
continued.  I  saw  the  patient  with  Dr.  Wood,  on  two  different 
occasions.  On  vaginal  examination  we  found  a  mass  in  the  left 
side;  this  mass  was  rather  freely  movable,  exceedingly  sensitive 
to  pressure  and  the  patient  complained  very  much  of  pain  that 
was  increasing  daily. 

The  patient,  Dr.  Wood  and  myself,  all  diagnosed  pregnancy 
regardless  of  the  miscarriage.  On  account  of  the  pain,  we 
decided  to  open  the  abdomen,  and  found  pregnancy  in  a  rudi- 
mentary horn. 

The  treatment  consisted  in  the  removal  of  the  impregnated 
horn,  together  with  the  tube  and  ovary  on  that  side.  The  abdo- 
men was  closed  without  drainage.  The  patient  recovered  and 
left  the  hospital  on  the  twelfth  day. 

Malformations  of  the  uterus  form  an  interesting  group  of  genital 
anomalies.  Being  formed  by  a  fusion  of  the  Mullerian  ducts, 
the  uterus  is  subject  to  a  variety  of  anomalies  according  to  the 
degree  of  fusion  of  the  ducts  which  takes  place.  Conditions 
which  are  said  to  prevent  complete  fusion  are  distention  of  the 
allantois,  nonclosure  of  the  abdominal  wall  and  the  existence  of 
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adhesions  between  the  rectum  and  bladder.  Uterus  bicornis  is 
that  degree  in  which  the  two  halves  or  horns  are  entirely  separate, 
but  are  more  or  less  intimately  united  in  the  region  of  the  cervix. 
This  type  of  uterus  is  the  mean  between  the  uterus  didelphys  in 
which  there  is  no  union,  and  the  uterus  septus  in  which  there  is 
no  external  evidence  of  nonunion,  but  in  which  there  is  a  septum 
dividing  the  uterine  cavity  more  or  less  completely. 

One  horn  of  a  bicornate  uterus  may  be  rudimentary,  giving  rise 
to  the  uterus  unicornis.  The  separation  of  the  horns  may  be 
indicated  by  onl}^  a  slight  depression  at  the  fundus,  producing  the 
so-called  uterus  cordiformis. 

Uterus  bicornis  has  little  clinical  importance  aside  from  the 
reproductive  functions.  Irregular  menstruation  may  occur  every 
two,  four  or  eight  weeks.  In  the  first  instance  the  discharge 
comes  from  each  horn  once  a  month,  but  there  is  no  coincidence 
of  dates.  In  the  second  instance  the  discharge  comes  from  both 
horns  at  the  same  time  or  from  one  horn  one  month  and  from 
the  other  the  next.  In  the  last  instance  there  is  a  bimonthly 
discharge  from  one  horn  while  on  the  other  side  there  is  an  im- 
perforated condition  of  horn,  vagina  or  hymen,  which  prevents 
the  appearance  of  a  discharge. 

This  condition  of  the  uterus  sometimes  explains  the  continu- 
ance of  menstruation  during  pregnancy,  also  superfetation. 

Abortion,  or  labor  at  full  term  may  occur;  malpresentations,  low 
implantation  of  placenta  and  hemorrhage  are  common. 

Diagnosis  is  seldom  made  until  pregnancy  and  labor  have  taken 
place,  sometimes  not  then.  Menstruation  every  two  weeks,  or 
menstruation  persisting  during  uterine  pregnancy  should  suggest 
the  possibility  of  this  anomaly.  In  the  presence  of  double 
cervix  or  vagina  the  skillful  use  of  the  sound  should  lead  to  a 
diagnosis. 

(Discussion  by  Dr.  Mosher.)  A  double  uterus  is  a  rare  ano- 
maly. It  is  difficult  of  diagnosis,  and  the  mortality  following 
pregnancy  is  still  lamentable. 

My  own  experience,  in  this  malformation  is  limited  to  two  cases, 
one  of  them  uterus  unicollis  bicornis,  the  other  uterus  duplex 
separatus  cum  vagina  separata. 

The  first  case  was  that  of  an  unfortunate  young  woman,  who 
in  I S93  came  from  Ohio  to  Kansas  City  to  a  professional  female 
abortionist,  who,  after  several  vmsuccessful  attempts  to  use  a 
sound  on  the  girl,  finally  punctured  through  the  vaginal  vault 
into  the  peritoneal  cavity,  and  afterward  succeeded  in  passing  it 
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into  the  impregnated  horn,  causing  abortion.  The  case  came 
into  my  care  and  that  of  Dr.  J.  P.  Jackson,  uncle  of  Dr.  Jabez 
Jackson,  on  account  of  the  infection  resulting  in  septic  perit- 
onitis from  which  the  patient  finally  died.  The  coroner's  inquest 
revealed  the  two  distinct  corporae  uteri,  one  of  them  being 
lined  by  smooth  decidual  membrane  slightly  hypertrophied, 
the  other  showing  signs  of  the  recent  abortion.  Dr.  Griffith, 
who  was  at  the  postmortem,  was  the  only  person  present  who 
had  previously  seen  the  anomaly,  his  case  having  been  in  his 
student  days  at  Bellevue  Hospital. 

My  second  case  was  that  of  a  young  married  woman  in  whom 
I  encountered  a  septum  in  the  vagina,  in  making  a  digital 
examination  at  the  beginning  of  labor.  Her  labor  was  un- 
eventful, and  subsequently  the  two  complete  canals,  each  with 
vagina,  cervix,  and  uterine  body  were  made  out.  She  was  after- 
ward delivered  of  a  second  child  without  unusual  event. 

When  pregnancy  takes  place  in  one  horn  of  a  two  horned 
uterus,  or  one  side  of  a  double  uterus,  the  result  is  frequently 
disastrous.  If  the  horn  is  well  developed,  the  delivery  may  be 
normal.  If  rudimentary,  and  with  no  normal  communication 
with  the  lower  genital  tract,  the  condition  is  very  like  ectopic 
gestation.  Symptoms,  course,  and  treatment  are  practically 
as  in  an  ectopic  case.  ' 

Kehrcr  in  an  analysis  of  eighty-one  cases  recommends  inter- 
vention by  Cesarean  section  after  the  thirty-second  week — his 
cases  being  about  equally  divided  between  unicornis  bicollis  and 
bicomis  unicoUis. 

In  unicornate  uterus  there  is  nearly  always  malpresentation 
and  malposition  owing  to  inclination  of  long  axis  of  the  cornua  to 
the  pelvic  canal.  There  is  the  same  tendency  in  one  horn  of  a 
bicornate  uterus.  In  pregnancy  in  one-half  of  the  septate  uterus, 
the  unimpregnated  half  may  act  as  an  obstruction.  In  these 
cases  labor  pains  are  weak  and  inefficient.  Version  should  be 
avoided  if  possible,  because  of  its  danger  of  rupturing  the  uterus. 

Mauriceau,  the  contemporary  of  the  Chamberlens  of  forceps 
fame,  gave  the  first  description  of  pregnancy  in  a  rudimentary  horn. 
The  greatest  collection  from  the  literature  includes  eighty-four 
cases  by  Kehrer  in  1900,  of  which  in  seventy-nine  per  cent. 
there  was  no  proximal  end  communication  of  the  rudimentary 
horn  with  the  uterine  cavity.  Pregnancy  must  have  followed 
external  migration  of  the  ovum.  Normal  decidua  and  placental 
tissue  are  essential   in   the  rudimentary  horn,  and  in  the  non- 
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pregnant  horn  there  is  formation  of  decidua  as  well  as  hyper- 
trophy. Unless  there  is  free  communication  between  the  two 
horns,  which  is  rare,  normal  delivery  is  impossible.  Spontaneous 
rupture  may  occur  in  the  fourth  month  and  the  patient  die  of 
intraperitoneal  hemorrhage.  Sanger's  report  in  1884  showed  a 
mortality  of  87  per  cent.,  Kehrer's  in  1909,  47  per  cent.,  the 
improvement  in  results  being  due  to  greater  accuracy  in  diagnosis, 
the  development  of  asepsis,  and  more  frequent  interference.  If 
muscular  tissues  are  abundant  and  pregnancy  goes  on  to  term, 
the  fetus  may  be  eliminated  by  suppuration,  or  be  converted 
into  a  lithopedion. 

In  the  later  months  false  labor  and  finding  an  empty  uterus  is 
usually  the  first  indication.  If  the  child  dies,  the  uterus  is  found 
empty,  and  a  sac  beside  it  is  found  to  hold  the  child.  This  sac 
represents  either  a  pregnant  tube  or  rudimentary  horn  which  is 
diagnosed  by  the  location  of  the  round  ligament  or  by  a  sulcus 
between  the  mass  and  the  uterus.  When  the  two  horns  are 
well  developed  pregnancy  may  occur  in  either  horn.  If  a  twin 
pregnancy,  an  ovum  may  be  in  either  horn,  or  both  in  one.  In 
case  of  the  former  the  delivery  may  be  at  difi'erent  occasions. 
If  pregnancy  is  in  one  horn,  the  hypertrophy  of  the  other  may 
fill  the  pelvic  canal  and  obstruct  labor,  causing  ruptured 
uterus.  In  uterus  bicornis,  pregnancy  usually  ends  in  spon- 
taneous labor  at  term.  My  one  case  had  two  children;  one  of 
Williams  had  given  birth  to  eight  before  any  anomaly  was 
discovered. 

Usually  double  vagina  or  double  cervix  points  to  dpuble  or  at 
least  bicornate  uterus.  If  only  a  single  cervix,  as  in  uten.is 
bicornis  unicollis,  the  condition  escapes  observation,  unless  the 
patient  is  early  examined,  and  the  depression  at  the  fundus 
between  the  two  halves  calls  attention  to  the  true  state  of  affairs. 
The  treatment  of  pregnancy  in  a  rudimentary  horn  is  always 
abdominal  section,  and  removal  of  the  pregnant  comu.  Such 
gestation  is  accompanied  with  much  discomfort  and  actual  pain, 
and  is  apt  to  be  terminated  by  internal  rupture  if  there  is  no 
opening  of  the  proxinial  end. 

Sanger  first  operated  on  the  pregnant  horn  in  1884;  the 
reported  cases  operated  on  up  to  19 10,  are  forty-four  with  a 
mortality  of  13  per  cent.,  according  to  Kehrer  and  Wells. 

Diagnosis  of  pregnancy  in  double  uterus  is  seldom  made,  as  in 
a  majority  of  cases  spontaneous  labor  occurs  at  term.  Halbau 
gives  a  pathognomonic  sign  of  uterus   bicornis   pregnancy   by 
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palpation  of  the  vesicorectal  ligament,  finding  it  as  a  band 
extending  up  from  the  bladder  over  the  top  of  the  uterus,  and 
lying  between  the  two  round  ligaments. 

Acknowledgments    of    statistical    bibliography    is    made    to 
Edgar,  Hirst,  Williams  and  Borland. 
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Meeting  of  April  9,  1912. 
The  President  Wm.  E.  Studdiford,  M.  D.,  in  the  Chair. 
Dr.  Geo.  W.  Kosmak  reported  a 

CASE    OF    PUBIOTOM\^ 

The  case  herewith  presented  is  reported  for  the  purpose  of 
calling  attention  to  the  x-xory  findings  about  three  weeks  after 
delivery.  Although  the  immediate  results  of  the  operation  were 
favorable  as  regards  the  mother  and  child,  the  ultimate  improve- 
ment in  the  size  of  the  pelvic  inlet  was  evidently  not  obtained, 
a  claim  often  advanced  for  the  operation. 

Mrs.  Gutta  S.,  age  thirty-nine,  bom  in  Russia,  ii-para.  The 
previous  labor  in  December,  1910,  necessitated  forceps  extrac- 
tion, with  living  child.  The  patient  menstruated  last  during 
June,  i9ii»and  her  pregnancy  to  date  was  perfectly  normal.  The 
patient  went  into  labor  at  8  o'clock  on  the  evening  of  February  29, 
191 2,  and  stated  that  her  membranes  ruptured  about  this  time. 
She  was  admitted  to  the  X.  Y.  Lying-in  Hospital  on  March  2, 
after  having  had  continuous  labor  pains  during  the  interim. 
Examination  made  at  the  time  of  admission  showed  a  patient  of 
rather  short  stature  with  a  moderate  degree  of  lordosis  present. 
She  was  rather  poorl}^  nourished,  with  flabby  muscles  and  a 
general  anemic  appearance.  The  pelvic  measurements  were 
as  follows:  between  spines  24  cm.,  between  crests  27  cm.,  ex- 
ternal conjugate  18.5  cm.,  right  oblique  21  cm.,  left  oblique  22.5 
cm.,  diagonal  conjugate  10  cm.  (scant),  true  conjugate  estimated 
to  be  about  8  cm.  The  sacral  promontory^  was  very  marked 
and  the  internal  measurement  was  readily  made.  The  pubic 
arch  was  narrow  and  all  the  diameters  at  the  outlet  contracted. 
Vaginal  examination  also  showed  that  the  external  os  was  almost 
occluded  and  the  small  pin-point  opening  was  found  with  diffi- 
culty. After  the  finger  was  pushed  through  the  latter,  a  dilata- 
tion of  three  fingers  was  easily  secured.  The  membranes  were 
found  to  be  ruptured  and  although  the  pains  were  fairly  strong, 
no  advance  had  resulted.  The  fetus  was  in  the  L.  O.  A.  position 
with   the  head  free   above   the  brim.     The  uterus  was  firmly 
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contracted  around  the  child  and  the  liquor  amnii  almost  all 
drained  away.  The  fetal  heart  sounds  were  strong  and  varied 
from  1 20  to  140.  Palpation  of  the  head  showed  that  this  was 
only  of  medium  size  but  very  hard  and  the  failure  of  engagement 
had  naturally  prevented  any  tendency  to  molding. 

We  were  dealing  in  this  case  with  a  woman  in  labor  for  forty- 
eight  hours,  who  had  been  examined  before  admission  to  the 
Hospital,  whose  labor  pains  were  strong  but  ineffective  in  pro- 
ducing any  advance  of  the  presenting  part;  a  flat  obliquely 
contracted  pelvis  with  diminished  outlet,  a  living  child  and 
membranes  long  ruptured.  If  the  patient  had  been  seen 
earlier,  a  version  might  have  been  considered  but  was  contra- 
indicated  by  the  more  or  less  tonic  contraction  of  the  uterus  and 
the  complete  drainage  of  the  liquor  amnii.  Abdominal  Cesarean 
section  was  contraindicated  on  account  of  the  long  labor 
with  early  rupture  of  the  membranes  and  the  frequent  vaginal 
examinations.  As  the  child  seemed  in  good  condition,  a  pubi- 
otomy  seemed  to  offer  the  best  chances  to  the  mother  and  was 
accordingly  done. 

Operation. — The  bowels  were  thoroughly  emptied  with  a 
soap-suds  enema  and  the  bladder  catheterized.  The  field  of 
operation  was  scrubbed  up  with  soap  and  water,  followed  by 
irrigation  with  bichloride.  The  buttocks  were  drawn  to  the 
edge  of  the  table  and  the  legs  held  in  a  semi-flexed  position  by 
assistants  on  either  side.  An  incision  about  an  inch  long  was 
made  over  the  left  tuberculum  pubis  and  the  dissection  carried 
down  to  the  bone  with  the  knife.  The  finger  was  then  inserted 
and  pushed  downward  back  of  the  pubis  around  the  lower  ramus. 
The  bladder  did  not  come  into  contact  with  the  finger.  A  long 
curved  clamp  was  then  shoved  downiward  through  the  incision 
and  the  tip  brought  out  in  the  upper  portion  of  the  left  labium, 
a  small  incision  in  the  skin  allowing  of  its  delivery,  at  this  point. 
The  loop  of  a  Gigli  saw  was  then  seized  and  brought  up  through 
the  canal.  The  axis-traction  forceps  had  been  left  in  place  during 
these  maneuvers  and  as  soon  as  the  bone  was  cut  through  the 
head  was  readily  brought  do^vn  through  the  brim  with  a  few 
traction  efforts.  As  it  was  believed  that  the  oblique  application 
of  the  forceps  blades  was  unsatisfactory,  these  were  removed 
after  the  head  was  in  midpelvis  and  the  solid  blades  applied  with 
which  the  extraction  was  easily  completed.  The  cord  was  tightly 
drawn  around  the  neck  in  two  loops  and  interfered  somcAvhat 
with  the  descent  of  the  trunk  of  the  child.  The  marked  contrac- 
tion ring  which  was  present  and  interfered  with  the  application 
of  the  forceps  blades  seemed  to  give  way  as  soon  as  the  traction 
efforts  were  made.  The  child  was  considerably  asphyxiated, 
more  from  the  compression  of  the  cord  probably  than  from 
anything  else  as  the  fetal  heart  was  perfectly  good  before  ex- 
pression. It  was  resuscitated  however,  with  hot  and  cold  baths 
and  artificial  respiration  and  was  uninjured,  except  for  an 
abrasion  over  the  right  molar  bone,  due  to  the  forceps. 
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Examination  of  the  vagina  showed  an  absence  of  all  lacerations 
and  the  cut  ends  of  the  bones  gaped  about  an  inch.  There  was  a 
moderate  amount  of  bleeding  from  the  lower  wound  but  this  was 
controlled  by  pressure  during  the  delivery  and  there  was  no 
evidences  of  any  hematoma  present  when  the  delivery  was  com- 
pleted. A  narrow  strip  of  iodoform  gauze  was  packed  lightly 
into  the  upper  opening  and  a  silkworm-gut  suture  introduced. 
After  expressing  the  placenta  a  tight  bandage  was  drawn  around 
the  pelvis  and  pressure  also  made  over  the  vulva  with  the  aid 
of  a  T-binder.  The  patient  was  returned  to  bed  in  good  con- 
dition, the  operation  having  taken  about  fifteen  minutes  from 
the  time  the  incision  was  made  until  the  child  was  extracted. 

Posioperairje  Xoies. — The  patient  made  a  good  recovery  from 
her  anesthetic  and  did  not  have  very  much  pelvic  pain.  During 
the  first  twenty-four  hours  she  was  catheterized  at  intervals  of 
twelve  hours  and  from  15  to  16  ounces  of  urine  withdra^vn  each 
time.  There  was  considerable  distension  with  gas  present  which 
was  relieved,  however,  by  inserting  the  rectal  tube  and  leaving 
it  in  place  for  an  hour.  The  woman  was  put  on  a  diet  of  strained 
gruels,  broths,  eggs,  but  was  not  given  any  milk.  It  was  found 
necessary  to  catheterize  the  patient  as  the  retention  of  urine 
was  absolute.  This  was  done  as  carefully  as  possible  every 
twelve  hours  by  the  house  surgeon.  Examination  of  the  urine 
on  the  date  following  operation  showed  a  trace  of  albumin  with 
some  pus  cells  and  a  small  amount  of  mucus.  Subsequent 
examinations  showed  a  continuance  of  the  albumin  with  slight 
excess  of  indican  and  an  increasing  amount  of  pus,  so  that  by 
the  end  of  the  first  week  after  operation,  a  definite  cystitis  could 
be  admitted.  The  reaction  of  the  urine,  however,  remained  acid, 
except  in  one  specimen,  and  it  was  considered  that  the  urinary 
retention  had  probably  provoked  a  trigonitis,  rather  than  a 
general  infiammiation  of  the  bladder.  The  urinary  excretion 
was  rather  scanty  but  all  the  bladder  symptoms  cleared  up  very 
rapidly  with  the  administration  of  a  diuretic  and  uro tropin. 
After  the  end  of  the  first  week  the  patient  voided  without  much 
difficulty. 

The  gauze  was  removed  from  the  upper  wound  at  the  end  of 
twenty-four  hours  and  the  latter  healed  without  difficulty. 
The  patient  was  kept  in  bed  for  the  greater  part  of  three  weeks 
but  had  no  other  symptoms  referable  to  the  operative  site. 
Her  bowels,  however,  gave  a  great  deal  of  trouble  as  there  was 
more  or  less  intestinal  atony  with  distention  and  flatulence 
during  all  this  time.  The  patient's  general  condition  was  only 
fair  but  she  could  nurse  her  baby  during  this  period  quite 
readily.  The  lochial  discharges  were  normal  diuring  all  this 
time. 

The  patient  complained  at  various  times  of  indefinite  muscular 
pains  in  the  shoulders  and  arms  which  seemed  to  subside  however, 
with  the  administration  of  salicylates  and  phenacetine.  On  the 
twenty-third  day  after  operation,  the  temperature  again  went  up 
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and  the  patient  complained  of  severe  pains  in  the  lower  part  of 
the  chest  posteriorly  which  subsided  however,  a  few  days  after 
the  administration  of  a  few  doses  of  aspirin.  As  nothing  could 
be  found  in  the  chest,  it  was  believed  that  this  condition  was 
probably  neuralgic  in  character.  The  patient  was  discharged  on 
the  thirty-third  day,  able  to  walk  with  only  slight  difficulty, 
without  complaint  of  pain  qr  disabilit3^  The  baby  weighed  about 
2900  grams  at  the  time  of  discharge  and  was  in  good  condition, 
not  having  quite  regained  its  birth  weight  but  otherwise  normal. 

An  x-ray  picture  taken  on  the  twenty-eighth  day  after  de- 
livery, showed  that  the  separation  between  the  cut  ends  of  the 
pubic  bone  after  the  operation  had  diminished  considerably,  so 
that  the  interval  was  less  than  1/4  inch.  There  was  no  evidence 
of  callous  formation  present  and  the  symphyseal  separation  w^as 
wider  than  the  operative  wound  in  the  bone.  The  pelvic  measure- 
ments at  the  time  of  discharge  w^ere  practically  the  same  as  at 
the  time  of  admission. 

Dr.  O.  p.  Humpstone  said  that  he  had  nine  cases  of  pubiotomy, 
and  x-ray  examination  two  and  nine  months  after  operation 
respectively  failed  to  show  any  increased  dimensions  of  the 
pelvis,  such  as  was  claimed  by  some,  followed  the  operation. 
Cesarean  section  w^as  performed  subsequently  on  two  of  the  above 
cases  and  the  measurements  taken  at  that  time  failed  to  show 
any  increased  dimensions.  X-ray  examination  both  early  and 
late  revealed  the  fact  that  there  was  not  a  bony  union  but  a 
fibrous  union  with  an  early  disappearance  of  the  callus. 

Dr.  Wm.  E.  Studdiford  asked  if  the  patient  was  strapped. 

Dr.  Kosmak  replied  that  she  was  but  only  for  the  purpose  of 
keeping  on  the  dressings. 

Dr.  Hiram  N.  Vineberg  reported  a  case  of 

POSTABORTIVE  SEPTIC  FIBROID  TUMOR  OF  THE  UTERUS. 
HYSTERECTOMY,    RECOVERY. 

Mrs.  R.  K.,  age  twenty-three  years,  married  two  years.  Onset 
on  menses,  fourteenth  year,  regular,  average  duration  and  amount. 
Became  pregnant  for  the  first  time  three  and  a  half  months  ago. 
Dr.  Vineberg  was  called  into  consultation  November  11,  1911. 
The  prior  history  was  as  follows :  About  two  weeks  before  began 
to  suffer  with  pain  in  the  lower  part  of  the  abdomen,  and  con- 
sulted her  family  physician,  who  found  the  uterus  to  be  of  a  size 
corresponding  to  the  gravid  organ,  between  the  sixth  and  seventh 
month.  From  the  size  and  hardness  of  the  uterus,  he  readily 
made  the  diagnosis  of  pregnancy  complicated  by  a  fibroid  tumor. 
The  patient  was  sent  to  a  private  sanatorium.  On  the  evening 
of  November  i,  she  miscarried  of  a  fetus  of  about  three  and  a 
half  months,  the  placenta  being  retained.  Immediately  follo\nng 
this,  without  any  marked  loss  of  blood,  tlie  patient  went  into 
apparent  collapse,  the  pulse  was  thready  and  rapid,  and  the 
countenance  was  very  pale.     After  vigorous  hypodermic  stimu- 
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lation  the  patient  rallied  in  about  three  hours.  The  uterus  was 
packed  with  iodoform  gauze  to  prevent  hemorrhage.  Fourteen 
hours  after  the  expulsion  of  the  fetus,  a  well-known  gynecologist, 
removed  the  placenta  under  narcosis.  There  was  no  recvurence 
of  symptoms  of  collapse  following  this  intervention.  Two  days 
later  (November  3),  chilly  sensations  and  fever  (102-103)  set 
in.  From  this  time  until  the  date  of  my  visit  (seven  days),  the 
temperature  ranged  from  i02°-i05°,  and  pulse  100-120.  On 
the  morning  of  November  11,  temperature  reached  106.4,  pulse 
130.  At  the  time  of  my  visit  the  patient  looked  very  deeply 
septic.  She  was  somewhat  apathetic,  tongue  heavily  coated, 
pulse  150,  temperature  105,  respiration  60.  On  bimanual  ex- 
amination the  uterus  was  found  to  reach  to  the  umbilicus,  the 
cervix  open  and  the  finger  detected  a  soft  mushy  mass  in  the 
uterus,  giving  off  a  very  fetid  odor.  The  diagnosis  was  easily 
reached  of  a  submucous  fibroid  growth,  which  had  become  in- 
fected. In  view  of  the  incident  (symptom  of  apparent  collapse) 
following  the  abortion,  it  was  deemed  by  the  family  physician 
and  the  two  gynecologists,  who  had  seen  the  patient  in  consulta- 
tion from  time  to  time,  that  any  surgical  intervention  would  be 
too  dangerous  and  would  in  all  probability  be  attended  with 
death  on  the  operating  table,  although  it  was  freely  admitted 
by  all  three  that  the  patient  had  no  chance  to  recover  without 
operation.  I  did  not  concur  with  the  opinion  as  to  the  hopeless- 
ness and  as  to  the  certain  fatality  of  surgical  intervention,  and, 
was  willing  to  assume  the  responsibility  of  performing  a  hys- 
terectomy. The  patient  was  transformed  to  Mt.  Sinai  Hospital 
and  at  9  o'clock  the  same  evening,  a  panhysterectomy  was 
performed  by  me.  In  order  to  prevent  soiling  of  the  peritoneum 
and  abdominal  wound,  the  uterine  cavity  was  first  irrigated  with 
bichloride  solution  and  packed  with  iodoform  gauze,  the  cervical 
OS  was  then  sutured  tight.  The  operation  offered  no  technical 
difficulties,  the  right  spermatic  vein  was  dilated  and  tortuous 
and  was  ligated  higher  up  than  usual.  The  entire  operation  in- 
cluding suturing  of  the  edges  of  the  vaginal  wound,  suturing 
together  the  layers  of  the  broad  ligament,  and  the  closure  of  the 
abdominal  wound  by  three  tier  sutures,  took  about  forty  minutes. 
The  patient  withstood  the  operation  remarkably  well,  pulse 
prior  to  operation  160,  at  the  end  of  operation  120  and  of  good 
volume.  It  was  truly  striking  to  note  the  difference  in  the 
patient's  appearance  next  morning.  She  had  a  placid  smiling 
countenance,  mind  perfectly  clear,  pulse  no,  temperature  loi. 
Convalescence  was  complicated  with  a  breaking  down  of  the 
abdominal  wound  and  a  phlebitis  of  the  veins  of  the  left  leg. 

The  excised  uterus  corresponded  in  size  to  the  gravid  organ 
at  about  the  fourth  month  and  presented  a  submucous  fibroid, 
almost  black  in  color  and  of  a  very  soft  consistency.  There  was 
no  placental  residue  and  the  cavity  of  the  uterus  not  encrouched 
upon  by  the  tumor  was  perfectly  smooth. 

Apart  from  the  recovery  of  the  patient  after  so  serious  an 
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infection,  the  case  offers  some  other  points  of  interest,  (i)  the 
youthful  age  of  the  patient  with  so  large  a  fibroid  growth;  (2) 
the  absence  of  hemorrhage,  although  the  growth  was  principally 
submucous;  (3)  the  occurrence  of  pregnancy  in  the  presence 
of  a  fibroid  growth  in  that  location. 

The  case,  further  emphasized,  in  a  striking  manner,  the 
observation  the  reporter  has  frequently  made,  that  deeply 
septicized  patients  with  a  temperature  of  106  and  over  and  a 
pulse  from  130  to  160  will  withstand  a  hysterectomy,  providing  it 
be  expeditiously  done  and  without,  an  undue  loss  of  blood, 
apparently  with  less  shock,  than  the  nonseptic  woman. 

Touching  the  question  of  pregnancy  complicated  with  fibroid 
growths  of  the  uterus,  it  may  be  of  interest  to  refer  to  two  cases 
recently  operated  upon  by  Dr.  F.  Krug,  at  Mt.  Sinai  Hospital. 
In  the  one  case  the  patient  was  thirty-four  years  of  age,  a  primi- 
para,  who  eleven  days  before  admission  into  the  hospital,  was 
delivered  of  a  premature  still-born  fetus,  at  about  seven  and  a 
half  months.  The  uterus  reached  to  above  the  umbilicus. 
There  was  moderate  fever  (100-102),  pulse  80-90,  and  general 
condition  good.  Operation  disclosed  a  submucous  fibroid,  size 
of  a  cocoanut,  undergoing  sloughing.  The  patient  made  an  un- 
eventful recovery. 

In  the  other  case,  the  patient,  a  nullipara,  was  twenty-eight 
years  of  age,  married  eight  months,  and  was  admitted  into  the 
hospital  for  an  incomplete  abortion,  at  about  the  seventh  week 
of  pregnancy.  It  was  discovered  that  she  had  a  fibroid  growth, 
the  size  of  a  fetal  head.  She  was  first  cure  ted  and  some  days 
later,  hysterectomy  was  performed.  The  growth  was  also  of  the 
submucous  variety.  The  patient  made  a  very  satisfactory 
recovery. 

In  both  of  these  patients,  there  had  been  no  prior  menstrual 
disturbances. 

Dr.  George  Gray  Ward,  Jr.,  reported  a  case  of 

FIBROMA  UTERUS  COMPLICATING  PREGNANCY;  MYOMECTOMY. 

He  said  that  Mrs.  S.  was  referred  to  him  b)'-  Dr.  Ludwig  Kast 
on  February  13,  19 12.  She  was  forty-four  years  old  and  had 
been  married  two  years.  She  had  never  been  pregnant.  Her 
menstruation  had  always  been  irregular,  twenty-one  to  twenty- 
four  days  interval  and  of  from  five  to  six  days  duration,  and  scant 
in  amount.  Her  weight  was  about  170  pounds  and  she  was 
short  and  heavily  built  and  well  nourished. 

Her  history  was  that  her  menstruation  had  ceased  on  September 
30,  1911,  four  and  a  half  months  previously,  and  she  had 
noticed  that  the  irregular  enlargement  of  her  abdomen  that  she 
had  observed  for  some  years  seemed  to  be  increasing.  She  had 
considerable  pain  in  the  lower  abdomen  and  slight  nausea  at 
times.     She  had  been  told  by  a  physician  that  she  had  a  tumor. 

The  examination  revealed  a  growth  in  the  abdomen,  which 
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reached  2  or  3  inches  above  the  umbilicus,  which  was  nodular 
on  the  left  side,  apparently  occupying  the  iliac  fossa,  and  on  the 
right  side  which  extended  highest  the  mass  was  distinctly  cystic 
in  character.  The  breasts  gave  no  signs  of  value.  The  vagina 
was  bluish,  and  the  small  cervix  with  tightly  closed,  external  os 
was  somewhat  softened.  Vaginal  examination  revealed  a 
large  growth  apparently  completely  occupying  the  cavity  of  the 
true  pelvis,  the  size  and  shape  of  a  fetal  head,  which  displaced 
the  cervix  high  up  and  to  the  right.  This  pelvic  growth  seemed 
to  be  part  of  the  growth  felt  above  in  the  left  iliac  fossa.  A 
diagnosis  of  pregnancy  complicated  with  a  large  fibromyomata 
was  made,  a  condition  which  made  a  labor  per  vaginam  absolutely 
impossible. 

The  size  of  the  growth  made  him  feel  that  it  was  extremely 
likely  that  a  myomectomy  could  be  done  and  that  a  total  ablation 
of  the  uterus  with  the  fetus  would  be  necessary. 

Dr.  Ward  operated  upon  her  at  the  Post-Graduate  Hospital 
on  February  16,  191 2,  and  on  opening  the  abdomen  found  that 
the  growth  was  situated  in  the  left  lateral  wall  of  the  enlarged 
uterus  in  front  of  the  broad  ligament  above  and  extended  down 
below  the  brim  and  became  there  intraligamentous.  The  exa- 
mination of  the  pregnant  uterus  showed  no  other  evidence  of 
growth  except  a  small  subperitoneal  nodule  on  the  top  of  the 
fundus  about  the  size  of  a  hazel-nut.  While  doubting  his  ability 
to  enucleate  the  growth  so  situated  without  entering  the  uterus 
he,  however,  started  to  enucleate  the  fibroid  in  the  usual  way 
and  eventually  removed  the  entire  growth  which  had  a  dumib- 
bell  shape  as  shown.  The  barrier  between  the  large  cavity 
made  and  the  uterine  cavity  was  extremely  thin  and  great  care 
had  to  be  observed  to  prevent  a  rupture.  The  cavity  was 
closed  from  the  bottom  up  with  a  continuous  catgut  suture, 
and  it  was  interesting  to  note  the  marked  contraction  of  the 
uterine  muscle  fibers  which  reduced  the  size  of  the  hole  to  a  very 
considerable  degree.  The  uterine  wound  was  covered  over  with 
a  peritoneum  suture  and  the  abdomen  closed. 

The  patient  made  a  good  recovery  and  while  she  had  severe 
uterine  contractions  for  two  or  three  days  after,  she  did  not 
abort,  owing  to  the  liberal  employment  of  morphia. 

The  patient  left  the  hospital  about  the  first  week  in  March 
to  go  to  a  relative  in  Flatbush  and  the  case  thus  passed  out 
of  his  hands.  The  subsequent  history  was  that  on  March  21, 
nearly  three  weeks  after  she  had  returned  home,  and  thirty-four 
days  after  the  operation,  she  went  into  labor  and  delivered 
herself  the  next  day  of  a  child  a  few  days  short  of  six  months, 
which  lived  but  a  few  hours. 

The  case  was  reported  because  of  the  size  of  the  fibroid  and 
its  situation  being  such  that  it  was  unusual  to  be  able  to  remove 
such  a  growth  from  a  four  and  a  half  months  pregnant  uterus 
without  producing  an  immediate  abortion. 
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Dr.  Augustus  A.  Hussey  reported  the  case  of 

FIBROMA    UTERI    AND    PREGNANCY;    HYSTERECTOMY. 

A  woman,  thirty-six  years  of  age,  was  admitted  to  his  service 
at  the  Brooklyn  Hospital,  April  6.  Her  previous  history  was 
good.  Her  menses  began  at  the  age  of  fourteen,  regular  and 
of  the  four-day  type.  She  had  a  moderate  flow,  no  dysmen- 
orrhea, no  backache.  She  last  menstruated  July  5,  1911.  She 
had  been  married  eighteen  months  and  had  never  had  a  mis- 
carriage. Her  pregnancy  up  to  the  sixth  month  had  been 
normal.  During  the  past  three  months  she  suffered  with  pains 
in  her  lower  abdomen  and  back;  which  were  worse  after  exercise. 
She  had  been  incapacitated  for  one  month. 

The  physical  examination  showed  an  anemic  women,  thin, 
with  a  poor  color.  The  examination  of  the  chest  was  negative. 
The  fundus  of  the  uterus  was  under  the  ensiform  cartilage  and 
the  child's  head  was  under  the  left  ribs.  The  breech  was  in  the 
right  iliac  fossa  with  the  small  parts  of  the  child  in  front.  The 
fetal  heart  was  at  the  umbilicus,  strong  in  character  and  was 
beating  at  the  rate  of  140. 

Per  vaginam  the  cervix  was  found  to  be  high  and  pushed  to 
the  right.  An  irregular  mass  was  felt  behind  the  cervix  and  to 
the  left.  It  was  attached  to  the  pelvic  wall.  It  was  not  movable, 
not  tender,  and  was  solid.  It  encroached  upon  the  inlet  of  the 
true  pelvis. 

In  the  early  morning  of  April  7,  uterine  contractions  began 
and  at  7  A.  M.  the  membranes  ruptured.  The  cervix  was  dilated 
to  the  extent  of  three  fingers  and  the  canal  was  obliterated,  the 
left  foot  protruding.  The  position  of  the  fetus  was  the  same  as 
at  first  examination.  The  mass  blocking  the  inlet  was  distinctly 
felt.  Birth  through  the  natural  passages  seemed  impossible 
and  a  Cesarean  section  was  decided  upon.  This  was  done  at  11 .45 
o'clock.  A  living  child  was  removed.  The  uterus  was  palpated 
and  the  tumor  was  felt  in  the  lower  posterior  wall  of  the  uterus 
and  left  broad  ligament  extending  into  the  pelvic  wall  and  down 
into  the  true  pelvis.  The  uterus  and  tumor  were  removed. 
Both  ovaries  and  the  left  tube  were  left.  The  broad  ligament 
was  opened  posteriorly  and  the  tumor  was  dissected  from  the 
pelvic  wall.  The  patient  stood  the  operation  well.  The  tem- 
perature remained  below  100°  F.  and  her  pulse  has  ranged 
from  90  to  100.  Her  general  condition  after  the  operation  was 
good. 

The  specimen  showed  a  puerperal  uterus  with  a  longitudinal 
incision  in  the  upper  anterior  wall.  There  were  several  sub- 
peritoneal fibroids  and  a  large  lobulated,  soft  fibroid  extending 
outward  and  downward  from  the  left  posterior  wall.  There 
was  also  an  intramural  fibroid,  globular,  soft,. the  size  of  a  small 
orange  which  was  situated  in  the  center  of  the  posterior  wall 
above  the  internal  os. 
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Dr.  Johx  Van  Doren  Young  reported 

A    CASE    OF    MYOMECTOMY    DURING    PREGNANCY,    ABORTION, 
FOLLOWED    BY    A    NORMAL    PREGNANCY. 

Mrs.  L.  M.,  age  thirty- three  years.  Married  one  year,  no 
children,  no  miscarriages.  Has  been  in  good  health  all  her  life. 
Menstrual  history  normal.  First  seen  by  me  March  6,  1910. 
She  gave  a  history  of  cessation  of  menstrual  periods  for  four 
months,  with  all  the  accompanying  symptoms  of  pregnancy. 
For  three  days  she  had  been  suffering  with  severe  abdominal 
pains  and  pressure  on  bladder  and  rectum.  She  stated  that  she 
had  had  fever  and  some  considerable  depression,  although  she 
appeared  in  excellent  condition.  Examination  of  the  abodmen 
showed  the  outline  of  the  uterine  body  apparentl}^  at  the  fifth 
month  of  pregnancy.  Vaginal  examination  revealed  a  fibroid 
mass  completely  filling  the  true  pelvis.  The  uterine  body  with 
accompanying  pregnancy  was  apparently  above  and  in  front 
of  the  fibroid,  and  held  up  by  the  growth.  The  diagnosis  was 
fibroid  of  the  lower  segment  of  the  uterus  in  the  posterior  wall 
with  a  pregnancy  at  the  fourth  month. 

The  size  of  the  fibroid  and  its  location  precluded  the  possi- 
bility of  normal  delivery.  OAving  to  the  pressure  symptoms 
and  the  pain  and  the  immobility  of  the  growth,  I  considered  it  a 
safer  procedure  to  attempt  the  removal  of  the  fibroid  rather 
than  delivery  by  Cesarean  section.  March  8,  I  opened  the 
patient's  abdomen  and  found  a  pregnant  uterus  of  about  the 
fourth  month,  with  a  fibroid  situated  in  the  lower  segment  of  the 
posterior  uterine  wall.  I  was  able  to  remove  the  fibroid  without 
entering  the  uterine  cavity. 

The  necessary  manipulation  of  the  uterus  for  the  removal  of 
the  growth  was  limited  as  much  as  possible,  but  she  miscarried 
of  a  four  month's  fetus  JMarch  9.  Her  recovery  was  normal; 
highest  temperature  loi;  highest  pulse  rate  138,  just  prior  to 
miscarriage,  returning  to  normal  shortly  afterward. 

March  26,  on  account  of  continued  uterine  bleeding  I  ciueted, 
removing  placental  shreds.  She  left  the  hospital  ten  days  later. 
September,  19 10,  she  became  pregnant,  period  of  gestation  was 
normal  and  on  July  9,  1911,  I  delivered  her  of  a  male  child,  at 
term,  with  medium  forceps.  Her  puerperium  was  uneventful, 
and  examination  six  months  later  revealed  uterus  and  adnexa 
normal. 

Dr.  Herman  J.  Boldt  said  with  regard  to  myomata  causing 
abortion,  while  he,  too,  thought  so  formerly,  he  now  doubted  it. 
He  had  seen  a  large  number  of  myomatous  tumors  during  preg- 
nancy and  it  was  seldom  that  abortion  resulted  from  this  com- 
plication. Dr.  Boldt  said  he  was  particularly  interested  in 
hearing  the  history  of  the  patient  operated  upon  by  Dr.  Ward. 
He  removed  a  myomatous  tumor  some  years  prior  for  the  pur- 
pose of  preventing  abortion.  The  operation  at  that  time  was 
undertaken  solely  for  that  purpose;  abortion  pains  had  already 
been  present  several  hours,  and  the  plan  of  treatment  followed 
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was  the  same  as  the  one  followed  by  Dr.  Ward.  Morphine  was 
given  after  the  operation.  The  patient  went  to  term  and  she 
was  now  in  good  condition.     The  child  lived  for  some  time. 

With  regard  to  Dr.  Yineberg's  patient,  he  showed  good 
judgment  in  operating  upon  her.  Dr.  Boldt  believed,  as  he 
did,  in  dealing  with  myomatous  tumors  that  were  in  a  septic 
condition,  that  they  were  justified  in  doing  operation  upon  them, 
particularly  when  such  careful  attention  to  the  preparation  of 
the  patient  was  carried  out  as  in  the  case  reported. 

Dr.  McNaughton's  paper  interested  Dr.  Boldt.  He  believed 
it  was  Thorn  of  Germany,  who  called  attention  to  the  relationship 
between  anteflexion  and  the  development  of  myomatous  growths. 
Up  to  that  time  no  attention  had  been  paid  by  him  to  the  re- 
lationship between  anteflexion  and  myomata,  and  the  resulting 
changes  in  the  circulation.  Since  then  he  had  given  this  matter 
some  thought;  in  the  observation  of  his  patients  and,  in  most  of 
them  at  least,  so  far  as  his  observation  went,  he  considered  it 
merely  a  coincidence  and  that  there  was  no  real  causal  factor 
present.  Dr.  McNaughton  considered  this  relationship  as  did 
Thorn,  that  there  was  a  direct  causal  factor  of  myomata  in  the 
malposition  of  the  uterus.  Thorn  claimed  that  the  developmxcnt 
of  the  tumor  was  caused  by  the  disturbance  in  the  circulation 
which  was  caused  by  the  anteflexion. 

Dr.  Boldt  said  he  was  particularly  interested  in  Dr.  Watt's 
paper  and  he  recalled  one  instance  of  subserous  myomata  with  a 
pedicle  twisted  one  and  a  half  times;  peritoneal  symptoms 
appeared  necessitating  operation.  The  patient  went  to  term. 
He  could  recall  but  two  instances  in  his  experience  where  an 
operation  was  done  for  such  condition  and  followed  by  an  abor- 
tion. He  could  see  no  reason  whatever  why  a  woman  should 
abort  when  the  myoma  was  a  peritoneal,  if  great  care  was  exer- 
cised and  if  the  uterus  was  not  handled  any  more  than  was 
absolutely  necessary  in  removing  the  tumor.  That  was  the 
secret  of  success  in  these  operations;  in  former  years  the  operator 
handled  the  uterus  too  much  and  patients  failed  to  go  to  term. 
If  the  uterus  was  not  manipulated  too  much  they  would  likely 
go  to  term. 

Dr.  John  O.  Polak  said  there  were  three  points  he  would 
like  to  speak  about. 

First,  regarding  the  tolerance  of  the  pregnant  uterus  to 
operative  procedures  for  complicating  fibroids.  Among  the 
cases  that  he  had  seen  and  operated  upon  he  could  not  recall 
a  single  instance  where  abortion  followed  as  the  result  of  opera- 
tion, the  removal  of  a  myomatous  growth  complicating  preg- 
nancy. The  point  just  brought  out  by  Dr.  Boldt  was  one  he 
had  recognized  the  importance  of,  i.e.,  avoid  manipulation  of 
the  uterus  as  much  as  possible  in  removing  the  tumor.  In 
several  cases  the  tumors  were  so  deeply  interstitial  that  in  enu- 
cleating the  tumor,  the  uterine  cavity  was  entered:  these  in- 
juries had  to  be  repaired  as  we  close  a  Cesarean  section  wound. 
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Under  the  use  of  morphine  following  the  operation,  the  patient 
had  gone  to  term.  In  no  case  was  there  any  tendency  to 
rupture  shown. 

Second,  a  point  which  Dr.  Watt  brought  out,  i.e.,  that  fibroids 
complicating  pregnancy,  were  a  contraindication  to  the  induc- 
tion of  abortion  because  of  the  complications  that  may  be 
produced.  The  only  patient  with  a  fibroid  complicating  preg- 
nancy who  had  died  as  the  result  of  her  pregnancy,  was  one  on 
whom  abortion  was  performed.  She  promptly  became  septic. 
Sepsis  in  myomatous  uteri  was  a  serious  proposition  to  deal 
with  owing  to  the  tortuous  canal. 

Third,  in  reference  to  Dr.  McNaughton's  paper,  and  what 
was  said  regarding  the  relationship  of  anteflexion  with  dysmen- 
orrhea and  myomata.  Dr.  Polak  said  he  had  followed  the  cases 
and  could  endorse  what  he  had  stated.  Women  with  anteflexed 
uteri  drain  badly,  and  will  suffer  from  dysmenorrhea  unless 
they  were  treated  early  in  their  menstrual  life,  and  if  they  do 
not  become  pregnant  almost  invariably  develop  fibroids.  When 
these  women  are  properly  drained  by  a  Reynold  in  conjunction 
with  the  Dudley  operation — the  chances  for  the  development 
of  fibroids  will  be  minimized. 

The  papers  of  the  evening  were  read  by  Dr.  George 
McNaughton  on 

THE    STUDY    OF    UTERINE    FIBROIDS.* 

And  Dr.  James  Watt  on 

FIBROMATA    UTERI    ASSOCIATED   WITH   PREGNANCY.* 
DISCUS.SION. 

Dr.  Austin  Flint,  Jr.,  said  that  he  had  but  little  to  add  to 
the  discussion  but  was  very  much  interested  in  the  many  points 
that  were  brought  out  and  especially  in  the  subject  of  fibroids 
complicating  pregnancy,  or  pregnancy  complicating  fibroids. 
All  had  more  or  less  important  ideas  regarding  this  which  were 
based  on  personal  experience.  At  times  fibroids  complicating 
pregnancy  did  not  mean  anything  serious,  but  sometimes 
such  a  complication  was  serious  and  might  require  a  great  deal 
of  interference  such  as  enucleation  or  myomectomy. 

With  regard  to  the  early  diagnosis  of  fibroids,  this  was  very 
important.  Occasionally  he  had  removed  what  was  supposed 
to  be  a  simple  uncomplicated  fibroid;  upon  opening  the  specimen 
it  would  be  found  that  the  woman  was  pregnant  even  though 
she  had  been  bleeding  for  a  considerable  length  of  time.  Dr. 
Flint  recalled  one  case  of  fibroid  complicated  by  pregnancy, 
where  the  woman  bled  for  three  months.  Sudden  or  rapid 
growth  of  a  fibroid  without  other  symptoms  should  make  one 
suspicious  of  intercurrent  pregnancy,  and  any  operation  con- 

*To  be  published  later. 
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templated  should  be  postponed  until  an  exact  diagnosis  was 
possible  in  order  that  the  woman  might  go  to  term  and  be 
delivered  of  a  living  child. 

Another  point,  was  that  when  Cesarean  section  was  performed 
for  fibroid  complicating  pregnancy,  it  should  be  followed  up  by 
a  hysterectomy.  From  a  study  of  statistics,  the  results  were 
better  than  when  the  uterus  was  left.  When  he  was  connected 
with  the  staff  of  the  Lying-in  Hospital,  a  patient  had  a  fibroid 
in  the  posterior  part  of  the  cervix  and  an  ordinary  Cesarean 
section  was  performed,  trusting  that  the  fibroid  would  diminish 
in  size  and  that  swelling  was  due  to  pressure.  This  patient 
died  of  sepsis. 

Dr.  Flint  said  that  he  had  looked  up  the  results  of  Cesarean 
section  followed  by  hysterectomy  and  contrasted  them  with  the 
results  of  Cesarean  section  leaving  the  fibroids  in  place,  and  the 
former  gave  better  results  than  did  the  latter.  He  believed 
personally  that  the  increase  in  size  of  fibroid  growths  in  pregnant 
women  was  not  so  much  from  the  edematous  swelling  as  it 
was  from  the  increased  nutrition  and  increase  in  the  blood  supply. 

Dr.  Howard  C.  Taylor  said  that  he  had  performed  myo- 
mectomy on  pregnant  women  on  thiee  occasions.  In  all  the 
cases  the  fibroids  were  of  the  interstitial  variety,  the  smallest 
the  size  of  an  orange,  the  largest  the  size  of  a  grape  fruit,  and  the 
pregnancies  were  from  three  to  six  months.  In  no  case  did  the 
fibroid  extend  to  the  cavity  of  the  uterus  and  in  no  one  case  did 
an  abortion  occur  during  the  time  that  the  patient  remained  in 
the  hospital. 

He  also  said  that  he  was  very  much  interested  in  the  case 
reported  by  Dr.  Vineberg.  All  would  agree  under  ordinary 
circumstances  a  hysterectomy  was  indicated  in  a  case  of  ex- 
tensive fibroid  of  the  uterus.  He  doubted,  however,  that  it 
would  be  often  justifiable  in  a  patient  with  a  pulse  of  i6o  at  the 
beginning  of  the  operation.  It  is  rather  unusual  to  have  the 
pulse  so  much  lower  after  a  hysterectomy  than  it  was  before 
and  it  is  difficult  to  explain  this  entirely  by  the  removal  of  the 
septic  fibroid.  It  is  possible  that  the  rapid  pulse  was  due  in 
part  to  the  trip  to  the  hospital,  the  recent  consultation  and  the 
anxiety  about  the  operation,  and  not  entirely  to  the  condition 
in  the  uterus.  He  thought  the  case  an  interesting  one  and  he 
would  keep  it  in  mind  in  his  future  work. 

Dr.  Taylor  was  very  much  interested  in  Dr.  McNaughton's 
paper  showing  the  relationship  between  fibroids  of  the  uterus 
and  interference  with  the  blood  supply,  he  had  not  noticed  it 
himself  but  he  would  keep  it  in  mind  in  future  observations. 
He  had  noticed  that  women  who  had  severe  dysmenorrhea, 
later  in  life  also  had  fibroids  in  the  uterus.  He  had  supposed 
that  the  fibroids  were  the  cause  of  the  dysmenorrhea  at  a  time 
when  they  were  too  small  to  be  felt.  The  explanation  offered  by 
Dr.  McNaughton  was  a  very  interesting  one. 

Dr.  George  G.  Ward  said  that  he  had  listened  with  great 
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interest  to  Dr.  Watt's  and  Dr.  McNaughton's  papers  and  the 
points  that  the  latter  advanced  were  very  interesting.  There 
were  a  great  many  cases  where  subserous  growths  were  removed 
without  any  interference  with  pregnancy  in  any  way.  Some- 
times these  masses  were  deeply  imbedded  in  the  uterine  wall  and 
when  they  were  intraligamentous  as  well,  and  of  considerable  size, 
it  was  almost  not  possible  to  avoid  considerable  manipulation 
of  the  uterus,  and  when  abortion  did  not  occur  in  such  cases,  it 
was  of  interest.     For  this  reason  he  had  reported  the  case. 

Dr.  H.  N.  Vineberg  did  not  understand  Dr.  Taylor's  criticism 
as  to  what  should  have  been  done  other  than  hysterectomy. 

Dr.  Taylor  replied  that  he  had  no  criticism  to  make. 

Dr.  Vineberg  said  he  had  no  explanation  to  make  regarding 
the  pulse  in  this  case;  whether  the  giving  of  the  ether  had  some- 
thing to  do  with  the  reduction  in  its  frequency,  he  did  not  know. 
The  anesthetist  took  the  pulse  and  so  reported  its  frequency. 
He  referred  to  it  merely  to  emphasize  how  well  the  patient 
withstood  this  surgical  intervention. 

It  was  surprising  that  so  few  men  had  seen  miscarriages  occur 
in  cases  of  pregnancy  complicated  with  fibroids  for  he  could 
recall  four  cases  that  he  had  personally  seen  that  miscarried. 
One  of  these  women  was  four  and  a  half  months  pregnant  and 
with  a  fibroid  in  her  cervix  and  bleeding  had  occurred  for  eight 
or  ten  days.  She  had  a  temperature  of  ioi°  or  102°  F.  The 
fetus,  of  course,  was  not  viable  but  there  was  no  doubt  but  that 
this  was  a  beginning  miscarriage.  It  was  impossible  to  deliver 
her  in  the  natural  way  so  a  hysterectomy  was  performed.  She 
made  a  good  recovery.  The  case  Dr.  Vineberg  reported  to-night 
was  also  a  spontaneous  abortion.  Dr.  Krug  operated  and 
recently  removed  the  uterus  with  a  fibroid  as  large  as  the  one 
presented  by  Dr.  Vineberg  to-night  in  a  case  following  a  mis- 
carriage at  the  fourth  month.  There  were  two  other  cases  and 
one  was  of  particular  interest.  The  woman  was  in  her  first 
pregnancy  and  had  several  soft  fibrous  growths  in  the  anterior 
wall  of  the  uterus  and  the  right  lateral  wall  as  well.  It  brought 
up  the  question  as  to  whether  to  allow  her  to  go  on  with  her 
pregnane}^  or  not.  She  was  permitted  to  go  on  to  full  term 
when  she  was  delivered  and  she  made  a  good  recovery  and  had 
been  under  his  observation  ever  since.  The  gro\vths  seemed  to 
diminish  in  size.  She  returned  later  when  she  was  again  preg- 
nant, six  or  eight  weeks.  The  uterus  was  studded  with  fibroids 
of  various  sizes.  A  few  weeks  later  she  was  aborted  and  made  a 
good  recovery.  One  year  later  these  growths  seemed  to  dis- 
appear. She  then  became  pregnant  for  the  third  time  and 
went  through  her  pregnancy  successfully.  There  apparently 
was  no  return  of  these  growths  during  her  pregnancy  or  during 
the  puerperium.  She  was  delivered  one  and  a  half  years  ago 
and  there  had  been  as  yet  no  recurrences. 

Dr.  George  McNaughtox  said  that  all  cases  of  anteflexion 
of  the  uterus  did  not  suffer  from  dysmenorrhea.     He  said  he  had 
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recently  seen  a  case  and  examined  her;  she  had  been  examined 
by  Dr.  Jewett  two  years  ago.  She  consulted  him  because  of 
irregular  menstruation  but  she  had  no  pain.  He  told  her  that 
she  had  an  anteflexion  of  the  uterus  and  would  probably  be 
sterile.  When  Dr.  McNaughton  examined  her  he  found  a 
fibroid  as  large  as  the  closed  fist  situated  in  the  posterior  wall 
of  the  uterus. 

Another  interesting  point  was  the  condition  the  uterus  was 
found  in  during  the  early  pregnant  state;  this  point  was  brought 
out  by  Dr.  Dickinson  several  years  ago.  There  was  an  irregujar 
development  of  the  uterus  during  early  pregnancy  and  longi- 
tudinal and  transverse  furrows  were  to  be  distinguished.  He 
throught  that  such  a  finding  would,  mean  that  a  fibroid  would 
result  and  he  was  quite  correct. 


TRANSACTIONS  OF  THE  AMERICAN 
GYNECOLOGICAL  SOCIETY. 


(Ccmtiniied.) 
Dr.   Brooks  M.  Axspach  reported  a  case  of 

PYOSALPINX    WITH    TWISTED    PEDICLE* 

including  a  review  of  the  literature : 

DISCUSSION. 

Dr.  Franklin  H.  Martin,  Chicago,  within  the'past  two  years 
had  written  and  published  an  article  on  congenitallpelvic  defects, 
the  principal  one  being  the  perpendicular  pelvis  and  the  other 
the  loose  mesentery.  In  this  paper  he  dwelt  particularly  upon 
the  liability  to  displacement  of  the  appendages  and  of  the 
uterus  in  these  particular  cases.  In  the  perpendicular  pelvis, 
with  the  symphysis  above  the  tip  of  the  coccyx,  with  the  sacrum 
parallel  with  the  long  axis  of  the  patient's  body,  with  the  uterus 
and  the  appendages  in  the  center,  lying  in  the  same  relative 
position  in  the  pelvis,  the  appendages  must  of  necessity  go  back. 
In  the  normal  individual  the  pelvis  was  rotated  to  nearly  right 
angles  to  the  perpendicular  pelvis  and  besides  that  the  broad 
ligaments  were  blended  well  forward  so  that  the  uterus  and 
also  its  appendages  was  drawn  in  that  direction.  In  the  well- 
developed  woman  the  mesosalpinx  was  extremely  short,  and  no 
torsion  was  possible.  It  was  in  those  that  were  defective  where 
we  had  the  unblending  of  the  mesenteries,  in  which  the  ureter 
stood  out,  as  in  the  dog  and  in  lower  animals,  that  we  were 
liable  to  get  this  condition  of  displacement-  of  the  appendages 
with  subsequent  torsion. 
♦Paper  to  appear  later. 
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The  speaker  would  like  to  ask  the  essayist  if  anything  in  the 
case  reported  indicated  that  the  other  cases  had  the  long  mesosal- 
pinx, or  whether  any  notice  was  taken  of  the  position  of  the 
pelvis. 

Dr.  Henry  T.  Byford,  Chicago,  thought  there  was  one 
lesson  that  might  be  learned  from  the  paper,  that  there  were 
cases  of  pelvic  peritonitis  on  which  we  should  operate  immedi- 
ately, the  same  as  we  did  in  appendicitis.  Given  a  twisted 
pedicle  in  a  case  of  sactosalpinx,  if  peritoneal  adhesions  occurerd 
there  was  pain,  a  little  temperature  perhaps,  but  no  sepsis,  and 
intestinal  adhesions  would  occur  and  probably  colon  bacillus 
infection.  The  patient  would  develope  a  serious  condition  and 
we  did  not  know  how.  If  these  cases  were  taken  in  hand  early, 
when  there  was  but  little  infection,  or  if  one  could  make  an 
approximately  accurate  diagnosis  of  the  condition  existing,  he 
would  be  safe  in  operating  as  the  essayist  did,  without  expecting 
to  find  much  sepsis. 

In  regard  to  the  etiology,  it  could  occur  easily  after  a  case  of 
gonorrhea.  He  had  removed  adherent  ovaries  with  the  evidence  of 
past  infiammation  and  sepsis  of  a  decided  character,  in  \\hich  the 
tube  apparently  had  recovered  when  examined  macroscopically. 
There  were  no  adhesions  and  no  occlusion.  The  tube  looked 
quite  normial  to  those  who  had  operated.  There  were  cases, 
rather  recent  sometimes,  in  v.hich  no  adhesions  could  be  found 
except' around  the  end  of  the  tube,  and  it  v,  as  known  that  these 
adhesions  were  apt  to  be  absorbed  and  the  tube  get  free  and 
leave  a  sactosalpinx  around.  It  was  also  known  that  v.  hen  in- 
testinal adhesions  to  the  tube  occurred  they  would  usually  be- 
come absorbed  if  they  were  not  extensive.  The  peristaltic  action 
would  break  down  the  adhesions,  they  would  very  often  rupture, 
and  the  tube  would  be  free.  When  an  adherent  ovary  was 
found  which  gave  symptoms  the  ordinary  practitioner  was 
likely  to  make  a  diagnosis  of  pyosalpinx,  but  the  whole  trouble 
lay  in  adhesion  of  the  ovary. 

Dr.  John  A.  Sampson,  Albany,  New  York,  was  interested  in 
Dr.  Anspach's  paper  because  he  had  had  two  similar  cases.  The 
first  patient  he  operated  in  1904  for  an  acute  pelvic  inflammatory 
condition  and  found  the  right  tube  with  a  twisted  pedicle 
similar  to  the  one  described  except  that  it  was  tv/ice  as  large, 
and  also  an  enlarged  tube  on  the  opposite  side.  The  right  tube 
and  ovary  were  removed,  also  the  left  tube.  The  operation 
v/as  done  in  the  Johns  Hopkins  Hospital  in  the  service  of  Dr. 
Kelly.  He  did  not  know  the  nature  of  the  microscopic  findings 
in  the  case,  or  whether  it  was  tubercular.  The  patient's  age 
was  nineteen. 

The  second  case  he  operated  a  year  and  a  half  ago.  The 
patient  \\as  twenty-one  years  of  age.  She  gave  a  history  of  a 
sudden  attack  of  severe  abdominal  pain,  associated  with  nausea 
and  vomiting.  She  had  a  soft  uterine  tumor  and  a  diagnosis 
was  made  of  ovarian  cyst  with  twisted  pedicle.     At  the  operation 
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an  enlarged  tube  was  found  on  the  right  side,  which  was  hemor- 
rhagic, as  described  by  the  essayist,  with  distinct  twisting  of  the 
pedicle;  also  an  enlarged  tube  of  the  opposite  side,  elongated, 
and  to  all  appearances  a  pyosalpinx.  Supravaginal  hysterec- 
tomy was  done  together  wnth  the  removal  of  the  right  tube  and 
ovary  and  left  tube.  The  tube  was  examined  microscopically 
and  proved  to  be  tubercular. 

Dr.  John  O.  Polak,  Brooklyn,  New  York,  wanted  to  place  on 
record  the  report  of  a  case  of  twisted  pedicle  and  tube.  This 
occurred  in  a  patient,  nineteen  years  of  age,  apparently  of  the 
type  Dr.  Martin  had  described.  The  operation  was  done  three 
days  after  the  primary  attack  of  acute  abdominal  pain,  and  one 
interesting  point  in  connection  Avith  this  case  was  the  extreme 
size  of  the  tube,  which  measured  8  by  lo  cm.  in  its  distension,  and 
the  fact  that  the  ovary  was  not  involved  at  all  in  the  twist, 
the  twisting  being  in  the  free  and  the  isthmic  portion  of  the  tube, 
and  the  pelvis  being  free  from  any  adhesions.  This  was  a  case 
which  undoubtedly  was  primarily  a  hematosalpinx  which  had 
become  infected.  On  microscopic  examination,  there  was  no 
evidence  of  tuberculosis,  but  colon  bacilli  w^ere  found  in  the  con- 
tents of  the  tube. 

Dr.  E.  E.  Montgomery,  Philadelphia,  stated  that  some  years 
ago  a  young  lady,  twenty-two  years  of  age,  consulted  him.  She 
was  suffering  from  a  severe  attack  of  pain  in  the  pelvis  which 
came  on  so  suddenly  as  to  lead  to  the  suspicion  of  ectopic 
gestation.  On  opening  the  abdomen  both  tubes  were  found 
filled  with  pus,  with  a  twisting  of  the  pedicle  of  the  left  tube. 
There  was  quite  an  extensive  hemorrhage  into  the  peritoneal 
cavity  from  the  removal  of  the  sac  as  the  result  of  interference 
wath  the  circulation.  The  environment  of  the  patient  rather  led 
him  to  believe  it  was  a  case  secondary  to  a  gonorrheal  infection. 
No  microscopical  examination,  however,  was  made  of  the 
specimen. 

Dr.  Anspach,  in  closing  the  discussion,  and  in  reply  to  the 
question  of  Dr.  Martin  with  regard  to  the  predisposition  to 
torsion  by  the  shape  or  type  of  tube,  stated  that  in  his  case  there 
was  a  decided  abnormality  in  that  direction.  The  tube  was 
much  longer  on  this  side,  being  17  cm.  in  length.  There  would 
be  plenty  of  room  for  a  twist,  and  with  the  heavy  extremity  abso- 
lutely free,  it  could  occur.  The  reason  it  did  not  occur  on  the 
left  side  was  because  the  ovary  was  adherent;  whereas  he  be- 
lieved the  right  ovary  was  originally  unaffected  by  the  adhesions 
of  the  left  ovary. 

No  one  had  spoken  of  the  inclination  of  the  pelvis,  faulty  habit 
of  posture  or  anything  connected  with  the  mesentery  except 
what  he  had  ventured  to  say  about  the  mesosalpinx.  As 
Drs.  Sampson,  Polak  and  Montgomery  had  shown  by  the  citation 
of  their  cases,  the  typical  history  was  of  an  attack  of  pain  coming 
on  in  a  young  woman  in  whom  the  cause  of  pelvic  trouble  was 
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usually  not  easy  to  explain.  Possibly  this  was  why  in  many 
cases  the  operation  had  been  so  long  delayed.  He  was  interested 
in  hearing  Dr.  Sampson  say  that  he  had  found  tuberculosis  in 
his  specimen. 

Involvement  of  the  ovar}""  seemed  to  be  secondary,  as  in  only 
six  of  the  reported  cases  was  it  twisted  with  the  tube.  Many  of 
these  tubes  had  a  long  mesosalpinx. 

THE  INFLUENCE  OF  MYOMATA  ON  THE  BLOOD  SUPPLY  OF  THE 
UTERUS  WITH  SPECIAL  REFERENCE  TO  ABNORMAL  UTERINE 
BLEEDING,  BASED  ON  THE  STUDY  OF  I50  INJECTED  UTERI 
CONTAINING  THESE  TUMORS. 

Dr.  John  A.  Sampson,  Albany,  New  York,  stated  that  in 
fifty- two  specimens  colored  injection  masses  were  used,  and  in 
ninety-eight  either  the  arterial  or  venous  system  was  injected 
with  a  material  impervious  to  the  :t:-ray.  Stereoscopic  radio- 
graphs were  of  great  value  in  this  work.  All  specimens  were 
studied  with  a  knowledge  of  the  age  of  the  patient,  and,  if  before 
the  menopause,  the  exact  stage  of  the  menstrual  cycle.  The 
arterial  and  venous  supply  of  the  uterus  and  of  myomata  had 
been  described  in  a  previous  paper.  The  influence  of  these 
tumors  on  the  circulation  of  the  uterus  was  of  much  greater 
clinical  importance  than  the  blood-supply  of  the  tumors 
themselves. 

Mens^truation  was  found  to  be  due  to  a  venous  flow  and 
dependent  upon  changes  in  the  walls  of  the  venous  plexus  of  the 
endometrium,  permitting  the  blood  to  escape.  There  were  no 
valves  in  the  uterine  veins,  so  that  the  amount  of  blood  lost 
was  regulated  in  a  large  measure  by  the  efficiency  of  the  uterus  to 
hold  it  back,  and  especially  its  muscular  efficiency. 

Large  subserous  myomata  were  very  vascular  and  caused  an 
hypertrophy  of  the  uterine  artery  from  which  its  nutrient  vessels 
arose,  and  thus  more  blood  was  carried  to  the  uterus  and  tumor; 
the  excess  over  the  normal  was  diverted  to  the  tumor.  The  chief 
arterial  and  venous  changes  were  in  the  peripheral  zone  of  the 
uterus,  and  menstruation  was  usually  not  altered. 

Small  intramural  myomata  were  less  vascular  than  the  myo- 
metrium, and  usually  did  not  alter  menstruation  but  might 
possibly  cause  uterine  insufficiency  with  its  accompanying  meno- 
or  metrorrhagia.  Large  intramural  myomata  were  more 
vascular  than  the  myometrium.  They  caused  a  dilatation  of  the 
venous  plexus  of  the  myometrium,  especially  about  the  tumor, 
but  did  not  necessarily  disturb  menstruation.  Intramural 
myomata  which  encroached  upon  the  uterine  cavity  intercepted 
the  arterial  supply  of  the  endometrium  over  them,  and  this  with 
the  pressure  of  the  tumor  caused  atrophy  and  anemia  of  this 
portion  of  the  endometrium.  The  endometrium  not  directly  or 
indirectly  encroached  upon  was  always  thicker  and  often  actually 
hypertrophied.  The  menstrual  flow  occurred  for  the  most  part 
from  the  thickened  endometrium.     Disturbances  in  menstru- 
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ation  might  or  might  not  occur.  While  the  profuse  flow,  when 
it  occurred,  was  in  a  measure  dependent  upon  the  increased 
amount  of  blood  in  the  myometrium  and  endometrium,  and  the 
hypertrophy  of  portions  of  the  latter,  it  was  apparently  due  more 
to  the  failure  of  the  uterus  to  control  its  blood,  i.e.,  to  hold  it 
back.  Occasionally  veins  over  the  surface  of  the  tumor  might 
also  become  eroded  and  give  rise  to  abnormal  bleeding. 

Submucous  myomata  represented  a  later  stage  of  the  intra- 
mural variety,  and  the  veins  over  the  surface  of  these  were  more 
apt  to  be  affected  than  in  the  intramural  variety. 

Adenomyomata  did  not  necessarily  disturb  menstruation,  and 
the  endometrium  over  them  was  usually  atrophied. 

When  bleeding  arose  from  the  tumor  itself  due  to  sloughing  or 
sarcomatous  changes,  the  bleeding  was  arterial  in  contrast  to  the 
venous  hemorrhage  which  occurred  from  the  endometrium 
dependent  upon  disturbances  in  the  circulation  of  the  uterus  and 
the  inability  of  the  uterus  to  control  it. 

DISCUSSION. 

Dr.  William  S.  Stone,  New  York  City,  said  he  was  much 
interested  in  this  class  of  cases.  In  the  first  place,  he  had  now 
twenty-four  patients  whom  he  saw  at  a  period  when  they  had  no 
visible  tumor,  no  fibroid  that  he  could  appreciate.  He  had 
seen  these  patients  subsequently  when  they  had  fibroid  tumors 
and  other  kindred  conditions. 

In  connection  with  the  clinical  study  of  these  cases  a  few  of 
them  had  been  accompanied  by  careful  histological  examinations. 
It  had  led  him  to  the  suggestion  which  Dr.  Sampson  had  given 
and  had  referred  to,  as  explaining  a  great  many  cases  of  hemor- 
rhage at  the  time  of  the  menopause.  The  theory  was  also  satis- 
factory and  rational  as  applied  to  the  causes  of  hemorrhage  in 
girls  at  puberty.  Twenty-four  cases  had  been  observed  by 
Dr.  Stone  and  without  any  histologic  examinations,  almost  all 
of  these  cases  belonged  to  the  class  of  cases  which  might  be  called 
relatively  infantile.  The  uterus  might  be  of  the  same  size 
in  ioto,  but  it  retained  its  infantile  shape,  that  is,  the  cervix  and 
neck  of  the  uterus  were  still  notably  larger  than  the  body.  Those 
changes  had  not  occurred  that  ordinarily  do  occur  in  the  adult 
uterus.  With  muscular  insufficiency,  a  great  many  of  these 
cases  which  we  speak  of  clinically  as  infantile,  did  not  have 
enough  muscular  tissue  in  them  to  keep  proper  control  of  the 
blood-supply  which  Dr.  Sampson  had  so  beautifully  demon- 
strated to-day,  and  the  explanation  of  some  of  the  hemorrhages 
oftentimes  seen  in  young  girls  was  the  same  as  in  the  cases  of 
hemorrhage  at  the  menopause,  of  which  we  had  until  recently  no 
satisfactory  explanation. 

Dr.  Sampson,  in  closing  the  dicussion,  stated  that  he  had  also 
studied  the  effect  of  several  tumors  encroaching  on  the  uterine 
cavity,  the  influence  of  disturbances  in  circulation  caused  by  the 
submucous  variety  of  tumors,  by  adenomyoma,  by  myoma,  and 
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by  sarcomatous  changes,  and  also  those  associated  with  car- 
cinoma of  the  body  of  the  uterus.  This  would  come  out  in  the 
complete  report. 


A    FURTHER    REPORT    ON    THE    RELATION    OF    THYROIDISM    TO    THE 
TOXEMIA    OF    PREGNANCY. 

Dr.  George  Gray  Ward,  New  York  City,  reviewed  some  of 
the  work  of  laboratory  workers  and  clinicians  on  this  subject. 
Since  his  previous  paper  was  published  in  1909,  the  work  of 
MacCallum  and  Voegtlin,  Carlson  and  Jacobson,  Beebe  and 
others  added  further  proofs  of  the  importance  of  the  thyroid 
and  parathyroid  glands  to  some  of  the  physiological  processes 
in  the  liver.  The  liver  undoubtedly  had  an  ammonia-destroying 
or  converting  power,  and  when  this  power  was  inhibited  and  the 
liver  failed  in  this  function,  ammonia  appeared  in  the  urine  and 
also  in  the  blood.  Thyroidectomy  produced  a  marked  depres- 
sion in  this  ammonia-destroying  power  of  the  liver.  An  excess 
of  ammonia  output  in  the  blood  and  urine  meant  a  depressed 
functional  activity  of  the  liver  or  a  failure  in  the  metabolic 
processes.  In  the  light  of  these  observations  it  would  appear 
logical  that  when  there  was  a  high  ammonia  output,  shown  in 
the  nitrogen  partition,  as  in  a  disturbed  metabolism  of  the 
toxemia  of  pregnancy,   thyroid  administration  was  indicated. 

Dr.  Ward  reported  two  additional  cases  which  he  had  observed 
and  two  unpublished  cases  of  Beebe's,  which  were  markedly 
benefited  by  thyroid  administration. 

He  summarized  the  present  status  of  the  toxemias  of  pregnancy 
of  this  type  as  follows : 

1.  That  these  cases  may  be  classified  into  two  groups:  (a) 
cases  having  no  Graves'  disease,  but  without  sufficient  thyroid 
secretion  to  promote  the  increased  metabolism  in  the  liver  made 
necessary  by  the  pregnancy,  and  probably  due  to  the  failure 
of  the  thyroid  to  hypertrophy,  (b)  Cases  associated  with  Graves' 
disease,  which  condition  usually  caused  serious  disturbance  in 
the  metabolism. 

2.  Toxemias  of  the  first  group  were  frequently  much  benefited 
by  the  administration  of  thyroid  substance  in  the  form  of  either 
dry  extracts  or  a  serum. 

3.  In  toxemias  of  the  second  group,  it  was  essential  to  deter- 
mine whether  the  Graves'  disease  was  in  a  condition  of  hyper- 
thyroidism or  hypothyroidism.  If  the  former,  rest,  applica- 
tions of  ice,  milk  diet,  and  sedatives,  should  be  employed,  and  if 
these  measures  failed,  an  antiserum,  such  as  the  cytotoxic  serum  of 
Beebe  and  Rogers  should  be  administered.  If  the  latter,  thyroid 
substance  should  be  given  in  the  form  of  the  dr}^  extract,  or,  what 
was  more  efficient  if  possible  to  obtain,  a  saline  extract  prepared 
from  normal  human  glands  for  hypodermic  administration. 

4.  Reliance  should  be  placed  upon  the  nitrogen  partition  of 
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the  urine  as  a  guide  to  the  severity  of  the  toxemia  rather  than  on 
the  blood-pressure. 

5.  Induction  ol  labor  was  very  slow  and  uncertain  in  these 
cases,  and  where  the  history  of  former  labors  was  that  of  dystocia, 
elective  Cesarean  section  was  probably  the  safest  method  of 
delivery  for  both  mother  and  child. 

THE  TREATMENT  OF  ACUTE  AND  FULMINANT  TOXEMIA. 

Dr.  Edward  P.  Davis,  Philadelphia,  said  that  our  knowledge 
of  the  complex  condition  known  as  toxemia  in  parturient  women 
had  reached  the  stage  where  we  might  distinguish  between  the 
natural  history  of  the  disease  and  abortive  or  unusual  cases. 
In  the  former  the  patient  accumulated  toxins  in  her  blood  until 
the  nerve  centers  became  so  irritated  that  convulsions,  eclamptic 
in  character,  developed.  The  mechanism  of  these  convulsions 
was  such  as  to  produce  excessive  muscular  contraction,  in  the 
majority  of  cases  extending  to  the  uterus  and  causing  expulsion 
of  its  contents.  This  was  followed  by  a  gradual  diminution 
in  blood-pressure,  by  the  reestablishment  of  the  circulation  in 
the  kidneys  and  abdominal  viscera,  and  in  a  considerable  number 
of  cases  by  the  gradual  recovery  of  the  mother.  In  other  cases 
labor  failed;  the  convulsions  brought  about  relaxation  of  arte- 
rioles, the  secretion  and  excretion  were  reestablished ;  the  patient 
might  recover  and  subsequently  give  birth  to  a  living  and 
viable  child. 

Such  in  the  light  of  our  present  knowledge  was  the  natural 
history  of  the  toxemia  of  pregnancy,  culminating  in  the  conserva- 
tive process  known  as  eclampsia. 

Of  late  much  attention  had  been  drawn  to  fulminant  toxemia, 
styled  by  some  eclampsia  without  convulsions.  The  extensive 
literature  of  the  subject  furnished  abundant  evidence  that  the 
liver  was  primarily  at  fault  in  these  cases,  that  the  ductless 
glands  shared  in  the  loss  of  perversion  of  function,  and  that  the 
involvement  of  the  kidneys  was  secondary.  When  toxemia 
became  overwhelming  the  patient's  nervous  system  was  over- 
come by  the  poisons  and  the  stage  of  convulsions  was  not  reached. 
There  was  intense  cerebral  disturbance,  profound  involvement 
of  the  sympathetic  nervous  system,  shown  by  deadly  nausea 
or  violent  vomiting;  pulse  tension  abnormally  high  or  exces- 
sively low;  with  failure  of  secretion  and  excretion.  Where  the 
liver  was  most  dangerously  involved  hemorrhage  was  the  most 
significant  and  alarming  symptom.  This  might  be  from  any 
glandular  organ  of  the  body;  from  the  kidneys  as  shown  in 
bloody  urine,  from  the  mucous  membrane  of  the  stomach, 
illustrated  by  vomiting  of  blood,  from  the  bowel  as  demon- 
strated by  bloody  stools,  and  from  epithelial  surfaces  illustrated 
by  petechial  eruption  and  multiple  hemorrhage  into  the  epithe- 
lial organs.  So  intense  was  the  poison  that  the  fetus  rarely, 
if  ever,   survived,   the  placenta  sharing  as  a  secretory  organ 
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with  the  hepatic  derangement  present,  and  the  fetus  perishing 
from  overwhelming  toxemia. 

In  attempting  to  interpret  correctly  the  gravity  of  the  con- 
dition present  in  a  given  case,  one  was  at  once  disma^'ed  by  the 
fact  that  upon  no  one  symptom  could  one  lay  predominant 
weight.  The  effort  to  establish  a  given  rate  of  pulse  tension 
was  dangerous  and  had  not  been  successful,  in  view  of  the 
observations  of  Bailey  and  others,  who  had  found  great  varia- 
tion in  blood-pressure  in  these  cases.  The  examination  of  the 
urine  failed  to  give  a  true  picture  of  the  gravity  of  the  situation, 
as  the  urine  might  be  comparatively  normal  to  average  methods 
of  examination,  containing  toxins  which  it  was  exceedingly 
difficult  to  isolate.  The  temperature  of  the  patient  might 
vary  considerably. 

One  was  forced  to  the  conclusion,  borne  out  by  experience, 
that  each  case  of  toxemia  of  pregnancy  must  be  studied  by  a 
thorough  physical  examination,  and  that  undue  importance 
could  not  be  assigned  to  any  one  symptom. 

One  fact  stood  out  preeminently  in  all  fatal  cases  of  toxemia 
of  pregnancy,  and  that  was  the  disorganized  state  of  the  blood, 
the  minute  hemorrhages  in  the  liver  and  other  organs,  and  in 
those  patients  in  whom  fulminant  toxemia  lasted  for  some  time, 
the  occurrence  of  pulmonary  edema  and  of  gangrenous  pneu- 
monia. Whatever  we  could  do  in  the  way  of  treatment  must 
be  addressed  to  avoiding  these  conditions. 

In  view  of  these  negative  statements,  what  did  the  present 
state  of  our  knowledge  offer  as  a  more  hopeful  view?  There 
could  be  no  doubt  of  the  value  of  prophylaxis.  Each  pregnant 
woman  must  receive  skilled  attention  during  her  entire  pregnancy. 
By  this  and  by  this  only  could  fulminant  toxemia  be  avoided. 
No  problem  in  medicine  v.as  more  difficult,  but  none  more 
important  in  the  saving  of  life. 

The  value  of  milk  as  a  prophylactic  diet  must  be  insisted  upon, 
and  the  advances  made  in  the  modem  production  of  milk  and 
the  fact  that  good  milk  was  now  available  almost  universally, 
should  aid  greatly  in  this  important  method  of  treatment.  The 
prevalent  taste  for  fresh  air  should  also  be  encouraged.  A 
thorough  physical  examination  should  give  warning  of  the 
approach  of  fulminant  toxemia.  Great  variations  in  pulse 
tension,  disturbance  of  the  nervous  system,  inability  to  retain 
nourishment,  disordered  secretion  and  excretion,  and  variation 
in  the  nitrogenous  output  of  the  body,  as  demonstrated  by  the 
nitrogen  partition  in  the  urine,  were  all  of  paramount  importance. 

In  the  presence  of  fulminant  toxemia,  it  was  the  belief  of  the 
writer  that  conserv^atism  was  the  wisest  course.  This  belief 
followed  his  trial  of  all  forms  of  treatment  which  had  so  far  been 
suggested  by  competent  observers.  He  felt  confident  that  his 
mistakes  had  been  in  the  too  radical  employment  of  methods 
which  in  themselves  seemed  logical  and  w4se. 

To  bring  this  matter  to  a  concrete  statement,   the  patient 


278  TRANSACTIONS    OF   THE 

should  at  once,  if  possible,  be  transferred  to  a  hospital.  She 
should  be  placed  in  bed,  between  blankets,  the  skin  thoroughly 
but  gently  cleansed,  and  gentle  but  continuous  perspiration 
encouraged  by  a  heat  in  the  form  of  hot  water  bottles  placed 
about  the  blankets.  If  the  case  was  not  threatening,  the 
electric  cabinet  might  be  found  most  useful.  Wet  heat  was  less 
desirable  than  dry,  as  it  was  less  stimulating,  more  depressing, 
and  could  not  be  continued  for  so  long  a  time.  However,  if 
dry  heat  be  applied,  it  should  never  be  carried  to  the  point  of 
depression,  but  should  be  used  as  continuously  as  possible. 

The  stomach  and  bowels  should  be  as  promptly  and  thoroughly 
emptied  as  possible,  by  irrigation  with  warm  salt  solution.  The 
conclusion  of  gastric  lavage  might  be  marked  by  a  moderate  dose 
of  calomel  and  soda  left  within  the  stomach.  Following  the 
copious  irrigation  of  the  bowel,  salt  solution  might  be  continuously 
administered  by  the  Murphy  method  during  periods  of  from 
four  to  six  hours.  The  bladder  should  be  emptied  by  catheter. 
The  anesthetic  effects  of  oxygen  should  be  obtained  if  possible. 
If  it  could  not  be  given  by  apparatus,  the  patient's  room  should 
be  aired  as  thoroughly  as  possible.  To  sustain  the  circulation, 
moderate  doses  of  digitalis  combined  with  a  cerebral  sedative 
had  proved  of  value. 

Dr.  Davis's  experience  had  been  that  one  should  wait  for 
nature  to  declare  herself  before  interfering.  It  was  a  point  of 
great  importance  that  the  obstetrician  should  ascertain  as 
promptly  as  possible  whether  the  mechanical  conditions  were 
such  that  the  disease  might  take  its  natural  course,  terminating 
in  muscular  contractions  and  the  expulsion  of  the  uterine  con- 
tents. If  the  woman  had  a  highly  contracted  pelvis  or  preg- 
nancy was  complicated  by  a  tumor,  or  if  great  disproportion 
was  present,  it  was  useless  to  wait  for  spontaneous  delivery. 
The  natural  course  of  the  disease  could  not  be  expected  to 
develop.  If,  on  the  other  hand,  the  conditions  were  favorable 
for  the  expulsion  of  the  fetus,  in  his  experience  no  interference 
should  be  practised  until  the  uterus  showed  signs  of  discharging 
its  contents.  When  the  cervix  was  softened,  and  the  presenting 
part  engaged,  the  rupture  of  the  membranes  often  served  a 
useful  purpose.  Labor  and  spontaneous  expulsion  usually 
followed,  and  if  the  patient's  circulation  be  sustained  during  this 
period  and  she  be  given  moderate  doses  of  sedatives  at  regular 
intervals,  the  results  in  his  experience  had  been  the  best  which 
he  had  seen.  If  labor  is  prolonged  after  beginning  spontaneously, 
it  should  be  terminated  in  a  manner  requiring  the  least  anesthesia 
and  with  the  least  violence  to  the  mother.  Should  anesthesia  be 
undertaken,  the  smallest  quantity  of  ether,  with  the  greatest 
amount  of  oxygen  should  be  selected.  Moderate  bleeding  should 
be  encouraged  after  the  delivery.  Prolonged  anesthesia  was  to  be 
carefully  avoided. 

On  the  other  hand,  should  the  conditions  be  unfavorable  for 
spontaneous  delivery,  and  the  uterus  make  an  effort  to  expel  its 
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contents,  he  believed  that  rapid  delivery  by  abdominal  section 
was  the  operation  of  choice.  He  preferred  this  to  vaginal  section 
because  it  was  free  from  mechanical  difficulty,  and  did  not  open 
the  veins  above  the  pelvis  and  lower  portion  of  the  birth  canal. 
Isolated  cases  furnished  examples  of  prolonged  success  by  various 
surgical  procedures  applied  to  these  cases.  Thus  prolonged 
anuria  has  yielded  to  decapsulation.  The  balance  of  toxemia  had 
been  successfully  thrown  in  favor  of  the  patient  by  the  am- 
putation of  the  breasts.  Vaginal  Cesarean  section  had  its 
distinguished  and  able  advocates.  If  statistics  might  be  relied 
upon,  one  could  not  neglect  Stroganoff' s  maternal  mortality  of 
between  6  and  7  per  cent,  under  conservative  treatment. 
It  was  the  statement  of  his  house  staff  at  St.  Petersburg  that 
with  him  conservatism  was  carried  to  the  furthest  extent,  and 
that  they  rarely  witnessed  a  surgical  procedure  in  the  treat- 
ment of  fulminant  toxemia. 

The  most  recent  collection  of  statistics  in  the  operative  treat- 
ment of  this  condition  was  made  by  Peterson  whose  mortality 
rate  was  considerably  higher  than  that  of  Stroganoff. 


THE  TREATMENT  OF  ECLAMPSIA. 

Dr.  Franklin  S.  Newell,  Boston,  stated  that  since  the 
etiology  of  eclampsia  was  unknown  the  treatment  must  be 
symptomatic  and  empirical.  Until  the  physiological  chemist 
finds  the  causative  agent,  treatment  must  be  directed  toward 
(i)  limiting  the  amount  of  the  toxin  which  was  absorbea;  (2) 
the  prevention  of  damage  by  the  toxin  already  absorbed;  (3) 
elimination  of  the  toxin;   (4)  treatment  of  the  patiint. 

1.  Limitation  of  absorption  of  toxins  was  only  to  be  ac- 
complished by  ending  the  pregnancy.  The  method  of  dilatation 
of  the  cervix  and  operative  delivery  must  be  chosen  to  suit  the 
needs  of  the  individual  patient  and  operative  skill  of  the  ob- 
stetrician.    Slow  methods  of  dilatation  were  not  to  be  advised. 

2.  Prevention  of  damage  by  toxins  already  absorbed.  Con- 
trol of  convulsions  by  the  free  use  of  morphia  to  the  point  of 
slowing  respiration  to  twelve  per  minute.  Lowering  of  blood- 
pressure  to  approximately  normal  point  by  venesection  in  order 
to  reduce  the  strain  on  the  heart. 

3.  Elimination  of  toxins.  Free  catharsis  induced  by  the  use 
of  croton  oil  and  salines  in  repeated  doses  until  several  watery 
movements  have  resulted.  Washing  out  of  the  lower  bowel  by 
flushing.  Probably  most  of  the  toxin  was  excreted  by  the  in- 
testinal tract,  and  if  not  removed  might  be  reabsorbed  and 
cause  a  recurrence  of  symptoms. 

4.  The  patient  must  be  treated  in  certain  cases  and  the 
disease  allowed  to  care  for  itself,  since  it  was  evident  in  some 
cases  that  any  active  interference  would  cause  the  death  of  the 
patient,  and  the  only  hope  lay  in  palliative  measures.     In  these 
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and  in  patients  who  had  reacted  badly  to  operative  procedures, 
direct  transfusion  of  blood  should  be  considered  as  a  possible 
life-saving  procedure. 

{To  be  concluded.) 


CORRESPONDENCE. 


SUTURE  OF  THE  SPHINCTER  ANI  IN  OPERATION  FOR 
COMPLETE  LACERATION  OF  THE  PERINEUM. 

To  THE  Editor  of  the  American  Journal  of  Obstetrics. 
Dear  Sir: 

In  the  June  number  of  your  Journal,  I  am  reported  as 
laying  claim  in  a  discussion  to  being  one  of  the  first  if  not  the 
first,  to  describe  the  separate  suture  of  the  sphincter  ani  in 
operating  for  complete  laceration  of  the  perineum.  My  case  is 
referred  to  in  the  Medical  News  for  Sept.  22,  1894.  (Case  6.) 
Priority  in  such  a  matter  is  at  best  a  minor  thing,  but  I  gladly 
refer  to  the  following,  since  discovered,  which  completely  ante- 
dates the  usual  references  of  writers,  and  is  the  earliest  descrip- 
tion which  I  have  seen  of  a  buried  suture  including  nothing  less 
than  the  muscle  ends,  and  that  is  the  pith  of  the  whole  method 

Dr.  Albert  H.  Smith  of  Philadelphia  (Trans.  Am.  G>ti.  Soc 
1883,  p.  90)  writing  on  the  "Use  of  Hot  Water  in  controlling 
severe  Hemorrhage"  incidentally  describes  his  sphincter  opera- 
tion as  follows: 

"With  some  trouble  I  found  the  extremities  of  the  torn 
sphincter  and  laid  them  bare  to  a  sufficient  extent  as  to  bring 
together  good  surfaces  of  muscular  fiber,  which  I  fastened 
together  with  a  special  stitch,  simply  penetrating  the  substance 
of  the  muscle.  The  other  stitches  I  inserted  as  usual,  beginning 
with  the  deep  encircling  perineal  stitch  of  Dr.  Emmett." 

Doubtless  the  reason  why  the  buried  separate  stitch  was  not 
earlier  developed,  was  the  unreliability  of  catgut  at  that  time. 
Under  the  use  of  the  suture  of  Dr.  Emmett,  w^hich  penetrated 
the  connective  tissue  and  skin  or  mucous  membrane  before 
entering  the  sphincter,  there  were  many  failures.  We  all  succeed 
now  because  we  bury  the  separate  stitch,  closing  other  tissues  over 
it,  whether  we  splint  the  sphincter  with  Emmett's  stitch  or  not. 

Trusting  that  you  will  allow  of  this  correction,  I  remain. 

Very  truly  yours, 

Geo.  Erety  Shoemaker. 
JXJLY  2,  1012. 
183 1  Chestnut  St., 
Philadelphia  Pa. 
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AX  OBSTETRIC  ACCIDENT. 

To  THE  Editor  of  the  American  Journal  of  Obstetrics. 
Dear  Sir: 

An  unusual  case  presenting  some  interesting  features  of 
importance  to  obstetricians  has  lately  passed  through  my 
hands,  and  may  be  of  value  to  others,  as  it  has  been  to  me. 

Eeing  called  to  attend  a  ii-para,  I  was  unable  to  make  a 
correct  diagnosis  of  the  fetal  position.  Being  uncertain  I  chose, 
rather  to  wait  and  watch.  After  the  head  was  born,  external 
restitution  was  very  much  delayed,  and  I  became  anxious  lest 
I  should  lose  the  child.  I  therefore  went  on  the  assumption  it 
was  a  L.  O.  A.  position,  this  being  the  most  common  position, 
and  produced  external  restitution  myself.  Imagine  my  shock 
on  finding  it  was  in  reality  a  R.  0.  A.  position,  and  that  I  had 
virtually  twisted  the  child's  neck. 

Delivery  was  completed  uneventftdly,  but  the  child  cried 
steadily  for  thirty-six  hours  after  it  had  been  resuscitated. 
Then  symptoms  of  ultracranial  pressiure  came  on,  including 
nystagmus,  trismus,  persistent  vomiting,  and  a  mild  degree  of 
opisthotonus. 

Temperature  was  subnormal  for  the  first  two  days,  but  gradu- 
ally rose  and  with  all  the  pressiue  symptoms  becoming  more 
marked,   there   were   symptoms   of  a   meningitis  appearing. 

On  account  of  persistent  vomiting,  the  child  was  given  hexame- 
thylenearaine  gr.  i.  in  suppository  form  and  under  this  the 
temperature  slowly  subsided.  But  the  pressure  symptoms  con- 
tinuing, the  parents  took  the  child,  imknown  to  me,  to  another 
physician,  who  promptly  claimed  it  was  merely  a  case  of  mal- 
nutrition and  suggested  a  diet  of  modified  cow's  milk.  This 
the  child  could  not  retain,  as  was  to  be  expected,  and  upon  my 
suggestion,  they  consulted  with  another  physician  who  was 
appraised  by  me  of  the  conditions  existing  up  to  this  time. 

He  concurred  in  my  diagnosis  of  a  hematoma  of  the  base  of 
the  brain. 

Treatment  during  this  time  was  entirely  symptomatic,  consist- 
ing of  bromides  to  quiet  the  intense  restlessness,  and  hexame 
thyleneamine  ward  off  meningitis,  and  a  diet  of  peptonized 
milk  per  rectum. 

To-day,  after  eighteen  months,  this  child  is  stout  and  strong, 
and  apparently  none  the  worse  for  the  error  made. 

This  case  shows  at  least  two  things :  first,  the  great  importance 
of  a  correct  diagnosis  of  the  child's  intrauterine  position,  and 
second,  the  folly  of  attempting  to  treat  such  a  case  without  a 
thorough  knowledge  of  all  the  events  leading  up  to  the  present 
condition. 

B.  Kaufman. 

MONEYSAILLE,    CALIFORNIA. 
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"Der  Gynakologischer  Operationskursus."  With  Especial 
Reference  to  Operative  Anatomy,  Pathology  and  Bacteriology. 
In  1 6  Lectures.  By  Dr.  Wilhelm  Liepmann,  Berlin. 
Second  revised  and  enlarged  edition,  with  409  illustrations. 
Many  in  Color.  Price  24  Marks.  Berlin,  1912.  August 
Hirschwald. 

The  fact  that  a  second  edition  of  Dr.  Liepmann's  book  has 
been  called  for  within  a  period  of  less  than  two  years,  affords  the 
best  kind  of  evidence  of  the  reception  which  the  book  has  met 
with  and  all  the  favorable  comments  attending  the  appearance 
of  the  first  edition  may  be  repeated  in  connection  wdth  the 
second.  Liepmann's  manner  of  presenting  the  subject  makes  it 
of  general  interest  to  the  reader,  whether  he  be  student  or 
practitioner,  and  the  various  difficulties  and  technical  details  of 
gynecological  operations  are  simply  and  clearly  elucidated,  both 
by  the  text  and  the  illustrations.  The  new  matter  consists  of  a 
chapter  on  the  relations  of  the  female  sexual  organs  to  the  intes- 
tinal tract  hrough  reduplications  of  the  peritoneum  and  likewise 
a  more  complete  description  of  the  "inter  tubercular  incision." 
A  number  of  new  illustrations  have  also  been  added.  The 
work  presents  in  a  very  graphic  form,  modem  German  gyneco- 
logical endeavor  and  as  such  the  book  is  certainly  worthy  of 
the  attention  of  American  gynecologists. 

System   of   Internal   Medicine.     Edited   by  Prof.    Dr.    L. 
MoHR,    Direktor   der   medizin.    Poliklmik   zu    Halle    (Saale), 
und    Prof.     Dr.     R.     Staehelin,     Direktor    der    medizin. 
Klinik  zu  Basle.     Erster  Band.     Infektionskrankheiten.     Mitt 
288    zum   Teil   farbigen   Textabbildungen   und    3    Tafeln   in 
Farbendruck.     Julius  Springer,  Berlin,  19 11. 
This,  the  first  volume  of  the  new  system  of  medicine  edited 
by  Prof.  Mohr  and  Prof.  Staehelin,  treats  of  the  infectious  dis- 
eases, the  other  volumes  which  are  to  be  issued  shortly  covering 
the    following    subjects:.     2.    diseases    of    the    respiratory    and 
circulatory  systems  and  of  the  mediastinum;  3.  diseases  of  the 
organs  of  digestion  and  of  the  kidneys;  4.  diseases  of  the  genito- 
urinary system  and  of  the  glands  of  internal  secretion;  metabolic 
and  constitutional  disturbances;  diseases  of  the  blood-forming 
organs;  neuromuscular  diseases;  intoxications;  diseases  due  to 
physical  influences;  5.  diseases  of  the  nervous  system;  6.  border- 
land of  internal  medicine  and  surgery,  with  chapters  on  gyne- 
cology, ophthalmology,  and  otology.     In  its  point  of  view  the 
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book  differs  quite  markedly  from  former  systems,  the  purpose 
of  the  work  being  to  correlate  the  numerous  facts  which  have 
been  brought  out  in  recent  3'ears  by  bacteriological,  serological, 
physiological,  and  metabolic  studies  on  internal  diseases,  or,  as 
stated  in  the  preface,  "while  not  neglecting  pathological  anatomy 
to  base  the  presentation  especially  on  pathological  physiology"; 
and  in  this  first  volume  on  the  infectious  diseases  the  emphasis 
is  laid  throughout  on  bacteriological  studies  of  the  various 
infections.  One  feels  perhaps  that  too  much  space  is  at  times 
devoted  to  matters  of  bacteriological  technic  and  methods  of 
differentiating  various  organisms,  but  there  is  certainly  no  other 
single  volume  in  which  the  results  of  blood  culture  are  so  well 
presented  as  in  this.  The  most  typical  articles  are  those  by 
Prof.  Jochmann  of  Berlin  on  the  septicemias,  and  by  Prof. 
Schottmiiller  of  Hamburg  on  typhoid  fever.  The  chapters  on 
the  exanthemata  by  Prof.  Roily  of  Leipzig  are  less  distinctive 
as  in  these  diseases  but  little  of  bacteriological  interest  has  thus 
far  been  brought  out.  On  the  other  hand,  the  chapter  on 
infantile  paralysis  by  Prof.  Miiller  of  Marburg  gives  a  most 
interesting  review  of  the  recent  experimental  work  on  this 
disease  as  well  as  numerous  statistics  as  to  it  epidemiolog^^  All 
of  the  authors  have  made  free  use  of  condensed  case  histories 
by  way  of  illustration,  and  numerous  curves  have  been  inserted 
to  show  the  various  types  of  fever  and  leucocytosis.  The  sections 
devoted  to  therapy  while  satisfactory  as  far  as  they  go  are  rather 
lacking  in  detail.  The  book  is  on  the  whole  an  excellent  pres- 
entation of  the  more  recent  type  of  studies  on  the  infectious 
diseases;  and  the  subsequent  volumes,  especially  those  relating 
to  the  diseases  of  the  circulation  and  metabolism,  will  be  awaited 
with  interest. 
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OBSTETRICS. 


Outdoor  Treatment  of  Puerperal  Infection. — For  the  past  five 
years  outdoor  treatment  of  puerperal  infection  has  been  the 
routine  in  the  Boston  City  Hospital.  This  E.  B.  Young  and 
J.  T.  Williams  (Boston  Med.  Surg.  Jour.,  191 2,  clxvi,  405) 
report  as  having  reduced  the  mortality  from  44.6  per  cent,  to 
24  per  cent.  They  say  that  this  treatment  probably  exerts  its 
action  chiefly  by  increasing  the  amount  of  hemoglobin  in  the 
blood.  Sunlight  is  probably  quite  as  important  as  fresh  air. 
Curetage  is  contraindicated  in  puerperal  infection,  because  it 
increases  the  mortality  nearly  10  per  cent.     A  single  intrauterine 
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douche  of  sterile  salt  solution  should  be  the  only  local  treatment, 
and  some  writers  deny  the  value  of  even  this.  Antistreptococcic 
serum  and  vaccines  have  not  proven  of  much  value.  The  out- 
door treatment  is  the  most  effective  known  at  present  for  puer- 
peral infections. 

Viability  of  the  New-born. — L.  Tissier  {Jour,  des  sages-femmes, 
June  I,  1912)  discusses  the  legal  aspect  of  viability,  in  its  relations 
to  inheritance  and  other  matters.  It  is  necessary  to  have  some 
sure  criterion  as  to  whether  the  child  is  viable.  The  author 
considers  especially  abortions,  and  the  period  of  pregnancy 
when  a  child  becomes  viable.  Vitality  should  not  be  confused 
with  viability.  The  nonviable  should  be  classified  as  follows; 
Monsters,  such  as  anencephalus,  and  fetuses  otherwise  congeni- 
tally  unfitted  for  life;  infants  infected  with  a  death-dealing  germ 
before  birth,  as  syphilis;  abortion  products.  The  law  has 
appointed  the  end  of  the  sixth  month  as  the  period  at  which 
the  child  becomes  legally  viable.  The  author  cites  a  case  in  which 
the  infant  is  alive  as  a  result  of  the  use  of  the  incubator  and 
gavage,  and  who  was  undoubtedly  conceived  less  that  six  months 
before  abortion  took  place.  He  considered  it  necessary  to  revise 
the  standard  of  legal  viability  to  suit  such  cases. 

Blood  Platelets  in  Normal  Women,  Obstetrical  Patients  and 
the  New-born. — Platelet  counts  by  M.  E.  Morse  (Boston  Med. 
Surg.  Jour.,  191 2,  clxvi,  448)  show  that  in  some  normal  women, 
but  not  in  all,  there  is  an  increase  in  the  platelets  accompany- 
ing menstruation.  During  the  latter  half  of  pregnancy  most 
primiparas  have  a  high  normal  or  an  increased  platelet  count, 
while  multipara  usually  show  no  rise.  There  are  no  special 
changes  in  the  platelets  during  labor  or  the  early  days  of  the 
puerperium.  At  the  end  of  the  first  week  there  is  an  increase 
which  does  not  seem  to  be  dependent  upon  lactation.  In 
eclampsia  and  preeclamptic  toxemia  the  platelets  may  be  high, 
low  or  normal,  and  they  may  be  greatly  increased  during  recovery. 
After  postpartum  hemorrhages  of  considerable  size,  the  platelets 
show  a  moderate  rise,  with  a  maximum  occurring  late  in  the 
puerperium.  The  platelets  may  be  low  after  prolonged  labors 
terminated  by  operation.  In  case  of  short  uncomplicated 
obstetrical  operations  done  when  the  patient  is  in  good  condition, 
the  platelets  follow  the  same  curve  as  in  a  normal  labor  and 
puerperium.  In  uncomplicated  abdominal  and  vaginal  opera- 
tions there  is  in  some  cases  a  transitory  rise  of  the  platelets 
following  operation.  vScopolamine-morphine,  used  during  labor, 
causes  no  changes  in  the  j)latelets.  The  number  of  platelets  at 
birth  varies  greatly,  being  sometimes  high  and  sometimes  low. 
After  the  end  of  the  first  week,  however,  these  differences  dis- 
appear and.  in  early  infanc}^  the  platelets  are  numerous  (350,000 
to  450,000).  The  platelets  show  a  marked  increase  in  icterus 
neonatorum.  In  hemorrhagic  disease  of  the  new-born  there  is 
no  diminution  of  the  platelets  at  the  onset,  but  a  posthemorrhagic 
rise  with  a  late  maxinmm.     In  skin  lesions  of  early  infancy  the 
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platelets  may  be  high  or  rather  low,  depending  on  the  condition 
of  the  child. 

Combined  Pregnancy. — Combined,  or  simultaneous  extra-  and 
intrauterine,  pregnancy  is  comparatively  rare.  R.  H.  Lucy 
(Jour.  Ohst.  Gyn.  Brit.  Emp.,  191 2,  xxi,  144)  records  a  case  in 
which,  apparently,  leakage  of  the  gravid  tube  was  followed  seven 
hours  later  by  its  rupture  and  a  massive  hemorrhage — causing 
extreme  collapse  and  the  onset  of  uterine  contractions — resulting 
in  the  birth  of  one  four  months'  fetus  per  vias  naturales  eight 
hours  later.  Operation  was  not  undertaken  until  twenty-three 
hours  afterward,  or  sixty-two  hours  after  the  first  signs  of 
intraabdominal  hemorrhage,  and  death  occurred  on  the  table. 

Prolapse  of  the  Uterus  and  Pregnancy. — B.  Solomons  (Jour. 
Ohst.  Gyn.  Brit.  Emp.,  1912,  xxi,  155)  says  that  it  is  difficult  to 
lay  doA^^l  any  definite  rules  for  the  treatment  of  prolapse  and 
pregnancy,  but  the  following  seem  to  be  rational:  i.  In  an 
ordinary  case  pessary  treatment.  2.  In  a  case  where  the  pessary 
does  not  correct  the  displacement,  having  regard  to  the  danger  of 
abortion  and  septic  infection  of  the  prolapsed  uterus,  either 
perineorrhaphy  or  a  thorough  curative  operation  for  the  prolapse. 
3.  In  a  case  where  infection  has  occurred,  after  a  thorough 
cleansing  of  the  cervix  the  uterus  should  be  emptied.  If  the 
uterus  is  septic,  hysterectomy  with  drainage  should  be  practised. 
Vaginal  suspension  is  strongly  recommended  for  the  cure  of 
mobile  uterine  displacements,  especially  for  patients  who  require 
other  vaginal  plastic  work.  The  operation  has  a  large  per- 
centage of  cures,  and  tends  to  no  untoward  symptoms  in  preg- 
nancy, labor  or  the  puerperium.  These  statements  are  borne 
out  by  the  replies  received  by  the  writer  from  twenty-six  former 
patients  of  the  Rotunda  Hospital.  Of  these,  nineteen  were 
well  since  the  operation,  one  was  relieved  for  some  months,  three 
were  fairly  well  and  three  were  not  relieved.  All  but  five  con- 
sidered themselves  cured;  one  had  had  two  babies  since  the 
operation ;  seven  had  had  one  baby;  one  had  had  six  miscarriages, 
one  had  had  two  miscarriages,  four  had  had  one  miscarriage. 
There  was  no  dystocia  in  any  of  the  cases. 

Treatment  of  Acute  Puerperal  Inversion  of  the  Uterus. — 
Almost  all  text-book  writers  urge  immediate  replacement  of  the 
inverted  uterus  in  these  cases.  M.  H.  Phillips  (Jour.  Obst. 
Gyn.  Brit.  Emp.,  1912,  xxi,  159)  maintains  that  the  mere  dis- 
placement should  be  ignored  until  shock  has  been  satisfactorily 
treated.  He  records  three  cases  treated  upon  this  principle  and 
analyzes  184  collected  chiefly  from  the  English  literature.  Of 
forty-three  deaths  among  these,  forty-one  took  place  within  a 
few  hours.  The  figures  also  show  that  immediate  replacement 
of  the  uterus  is  followed  by  fatal  results  in  21  per  cent,  of  cases. 
On  the  other  hand,  in  the  cases  which  were  allowed  to  become 
chronic  only  two  out  of  forty-seven  died;  less  than  5  per  cent. 
The  writer  advocates  an  intermediate  course.  The  shock  should 
be  energetically  treated   by  saline  infusions  and  injections  of 
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pituitary  extract  and  morphia.  In  a  few  hours'  time,  when  the 
patient  has  rallied,  she  should  be  anesthetized  and  the  uterus 
replaced.  At  the  same  time  it  is  wise  to  repeat  the  saline  in- 
fusion, and  any  other  stimulating  measures  which  may  be  con- 
sidered necessary. 

Pregnancy  after  Bilateral  Pyosalpingitis. — H.  Gradl  iZent.  f. 
Gyn.,  April  27,  191 2), referring  to  the  rarity  of  pregnancy  after 
double  seated  pyosalpinx  reports  a  case  in  which  within  four 
months  after  double  pus  tubes  were  diagnosed  during  a  lapar- 
otomy, the  patient  became  pregnant  and  subsequently  went 
through  a  fairly  normal  labor  and  uneventful  puerperium.  A 
rupture  of  the  pus  sa.c  had  taken  place  into  the  rectum  during 
the  acute  stages  of  the  salpingitis  and  this  discharge  of  pus 
continued  into  the  middle  of  pregnancy.  The  author  believes 
that  the  impregnated  ovum  must  have  found  its  way  either 
through  one  of  the  tubes  which  healed  spontaneously  or  that 
the  rectal  sinus  permitted  a  communication  between  the  ovary 
and  the  closely  adherent  tube,  so  that  a  portion  of  the  ovary 
projected  into  the  lumen  of  the  tube. 

Contracture  of  the  Uterus  During  Labor  Necessitating  Hyster- 
ectomy.— M.  Sauvage  (Btdl.  de  la  Soc.  d'  obst.  et  de  gyn.,  April, 
191 2)  details  a  case  in  which  after  the  removal  of  a  fibroid  which 
obstructed  the  parturient  canal  during  labor,  delivery  could  not 
be  accomplished  on  account  of  a  firm  contracture  of  the  uterine 
wall,  due  to  retraction  of  the  fibers.  Examination  was  made  of 
the  removed  uterus,  and  there  was  found  a  generalized  con- 
tracture of  the  fibers,  with  formation  of  a  thick,  resisting  ring 
which  necessitated  a  Cesarean  section.  The  author  believes  that 
in  such  cases  there  is  a  transformation  of  the  muscle  consisting 
of  hyperfibrillation,  comparable  to  physiological  tetanus. 

Urodiagnosis  and  Uroprognosis  by  means  of  Perchloride  of  Iron 
in  Severe  Vomiting  of  Pregnancy. — V.  Le  Lorier  {Bull,  de  la  Soc. 
d'obsi.  et  de  gyn.,  de  Paris,  ]May,  191 2)  finds  that  in  cases  of  severe 
vomiting  of  pregnancy  one  may,  by  certain  tests  of  the  urine, 
predict  whether  the  attack  will  be  fatal  or  so  severe  as  to  necessi- 
tate the  induction  of  premature  labor.  By  the  test  of  perchloride 
of  iron  applied  to  the  urine  we  get  a  reaction  with  acetyl-acetic 
acid  in  distilled  water.  The  gravity  of  the  vomiting  is  in  relation 
with  the  intensity  of  the  color  reaction.  When  intense  acidosis 
appears  in  the  course  of  pregnancy  it  is  not  illogical  to  suppose 
that  intravenous  injections  of  alkaline  water  containing  carbonate 
of  soda  may  be  employed  and  give  good  results  in  the  neutrali- 
zation of  the  circulating  acid. 

Elaboration  of  the  Albumins  of  the  Foods  in  Pregnancy. — J. 
Lemeland  {Arch,  mens  d'obsf.  et  de  gyn.,  INIay,  1912)  has  examined 
the  method  of  elaboration  of  the  albuminous  materials  of  the 
food  during  the  pregnant  state  with  reference  to  the  value  of 
the  milk  diet,  studying  the  elimination  of  nitrogen  and  its  reten- 
tion. During  the  use  of  a  milk  diet,  as  well  as  a  mixed  diet, 
the  woman  retains  nitrogen  in  the  last  months  of  pregnancy. 
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This  nitrogen  is  not  retained  under  the  form  of  urea  in  the 
blood  on  a  milk  diet,  but  urea  is  somewhat  reduced.  It  is 
retained  in  a  form  utilizable  by  the  different  organs  and  for 
the  development  of  the  fetus  during  its  last  days  of  intrauterine 
life.  Milk  causes  an  increased  elimination  of  urea  and  lessens 
the  amount  of  urea  in  the  blood. 

Presence  of  Choriovillous  Antibodies  in  the  Early  Months  of 
Pregnancy. — Fieux  and  Pierre  Mauriac  (Ann.  de  gyn.  ct  d'obst., 
May,  1 91 2),  has  studied  the  presence  in  the  blood  of  the  pregnant 
woma.n  of  choriovillous  antibodies  during  the  early  months  of 
pregnancy,  in  thirty-three  cases.  He  finds  that  in  many  women 
the  hemolyzing  power  of  the  blood  is  diminished  in  such  cases 
is  found  in  early  pregnancy.  Perhaps  the  blood  also  possesses 
antihemolytic  properties.  The  sero-reaction  and  sero-diagnosis 
are  found  possible  in  all  these  cases,  and  may  become  a  practical 
manner  of  determining  the  presence  of  pregnancy  in  obscure 
cases. 

Vaginal  Puncture  of  Obstructing  Ovarian  Cysts  in  Labor. — M. 
Lepage  (Ann.  de  gyn.  et  d'obst.,  May,  191 2)  thinks  that  in  the 
treatment  of  ovarian  cysts  obstructing  delivery  their  puncture 
has  a  definite  place.  Although  he  would  not  advocate  its  use 
in  all  cases,  preferring  removal  of  the  cysts  whenever  possible, 
there  are  occasions  in  which  the  presence  of  the  cysts  is  not 
discovered  until  labor  has  begun,  and  when  delivery  must  be 
attained  if  at  all  by  the  immediate  removal  of  the  contained 
fluid.  The  author  carried  out  successfully  this  operation  in  a 
primipara,  the  large  cyst  occupying  the  excavation  of  the  pelvis 
and  entirely  preventing  engagement  of  the  fetal  head.  The  cyst 
was  unilocular.  Puncture  allowed  delivery  and  the  cyst  never 
refilled. 

Tentorium  Lacerations  in  the  New-bom. — Bauereisen  (Munch, 
med.  Wochenschr.,  May  7,  1912)  has  studied  this  subject  from 
the  autopsy  findings  of  a  series  of  eleven  cases  of  fetal  death 
from  this  condition,  which  was  present  in  forty-seven  still- 
births out  of  667  labors.  In  calling  attention  to  the  frequency 
of  the  occurrence,  the  writer  shows  the  necessity  of  exerting 
extreme  care  in  doing  any  forceps  or  version  operations  and 
likewise  that  in  the  treatment  of  the  fetal  asphyxia  after  opera- 
tive or  difficult  labors,  conservative  methods  should  be  employed. 
This  includes  the  freeing  of  the  air-passages  from  all  obstructive 
blood  and  mucus  and  keeping  the  child  in  warm  water  rather 
than  a  resort  to  spanking  or  Schultze's  swinging  as  these  measures 
will  tend  to  increase  any  slight  lacerations  which  may  be  present. 

Cholesterinogenic  Function  of  the  Corpus  Luteum. — A.  Chauf- 
fard,  Guy  Laroche,  and  A.  Grigaut  (Arch.  mens,  d'obst.  et  de  gyn., 
May,  1 91 2)  have  made  careful  chemical  and  histological  re- 
searches with  reference  to  the  function  of  the  corpus  luteum, 
making  use  for  that  purpose  of  animals  which  were  known  to 
be  pregnant.  He  considers  this  a  gland  of  internal  secretion, 
its  evolution  being  temporary  and  periodic.     There  is  an  evident 
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relation  between  the  evolution  of  the  corpus  luteum  and  the 
chemical  modifications  which  take  place  in  the  blood  of  the 
pregnant  woman  as  to  their  content  in  lipoids,  and  in  the 
course  of  the  different  phases  of  genital  life.  During  the  first 
seven  months  of  pregnancy  most  women  have  more  than  2 
grams  of  cholesterin  in  the  blood.  During  the  two  months 
preceding  labor  there  is  a  constant  hypercholesterinemia,  which 
after  labor  gradually  diminishes  to  normal.  In  the  corpus  in  a 
state  of  evolution  and  of  regression  the  cholesterin  becomes 
deposited.  The  author  finds  that  the  corpus  luteum  is  a  tempo- 
rary gland,  an  adenomatous  focus  of  cholesteringenesis.  This  is 
but  one  of  the  centers  for  the  production  of  cholesterin.  Choles- 
terin is  not  a  lipoid  indifferent  to  the  organism;  it  has  antitoxic 
and  antihemolytic  properties  of  considerable  importance.  The 
presence  of  cholesterin  in  the  pregnant  woman  has  a  relation  to 
the  frequency  of  cholelithiasis  in  women  after  the  menopause. 
The  suprarenals  and  corpora  are  the  principal  producers  of 
cholesterin  and  supplement  each  other.  The  suprarenal  is  a 
permanent  gland,  the  corpus  luteum  is  its  temporary  assistant. 

GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Relation  of  Pelvic  Disease  in  Women  to  Osteoarthritic  Joints. — 

W.  A.  N.  Dorland  {Med.  Rec,  Mar.  16,  191 2)  says  that  a  pro- 
longed maintenance  of  one  position,  as  stooping,  standing,  lying, 
or  sitting,  will  often  result  in  a  strain  of  the  sacroiliac  joints.  It 
can  hardly  be  doubted  that  many  lumbosacral  backaches  may 
be  explained  in  this  way.  Thus,  prolonged  dorsal  decubitus 
after  childbirth,  in  protracted  illness,  or  after  abdominal  section, 
produces  a  strain  of  the  sacroiliac  ligaments  with  resultant 
chronic  aches  and  pains.  Grave  changes  in  the  pelvic  bones 
themselves,  as  the  softening  due  to  rachitis  and  osteomalacia — 
the  latter  generally  developing  subsequent  to  a  gestation — are 
responsible  for  strains  and  distortions  of  their  synchondroses  with 
consequent  backaches  and  referred  pains  that  become  almost 
intolerable.  Relaxation  of  the  pelvic  joints  occurs  in  pregnancy 
and  to  a  slight  degree  during  menstruation.  In  both  cases  this 
is  the  result  of  increased  vascularity  of  the  pelvis.  The  symp- 
toms of  joint-congestion  at  these  periods  are  intermittent, 
appearing  with  the  flow,  the  pain  being  slight  in  most  instances 
and  located  in  the  abdomen  and  small  of  the  back,  but  at  other 
times  amounting  to  a  severe  sciatica.  It  is  probable  that  in 
any  disease  of  the  pelvic  organs  with  marked  circulatory  dis- 
turbance the  joints  may  become  relaxed.  The  greater  the  pelvic 
congestion  the  greater  the  vascularity  of  the  joints.  Therefore, 
pelvic  tumors,  uterine  myomata  and  fibromata,  and  ovarian 
cysts  are  very  prone  to  be  complicated,  to  a  greater  or 
lesser  degree,  by  this  articular  change.  Some  of  the  severer 
cases  of  pelvic  relaxation  originate  at  the  time  of  the  delivery 
of  a  child,  especially  if  the  labor  has  been  a  difficult  forceps 
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extraction.  The  s^^mptoms  produced  by  relaxation  of  the  pelvic 
joints  include  restriction  in  locomotion  as  well  as  in  the  various 
movements  of  the  spine,  and  the  development  of  persistent  pains 
in  the  small  of  the  back,  lumbago,  sciatica,  and  pain  in  the  course 
of  the  genitocrural  nerve.  Infection  of  the  pelvic  joints  may 
be  caused  by  the  gonococcus,  pneumococcus,  streptococcus,  and 
staphylococcus,  and  pyogenic  infection  may  occur  from  uncleanly 
tears  of  the  cervix  and  perineum.  The  symptoms  may  be  those 
of  a  simple  synovitis  or  of  severe  suppuration.  Injury  of  the 
symphysis,  relaxation  or  anyklosis,  may  follow  symph3-seotomy. 
If  the  symphysis  be  ankylosed  the  movement  of  the  sacroiliac 
joint  is  lost,  and  the  jar  in  walking  is  directly  transferred  to 
the  spine;  while  an  unduly  lessened  symphysis  permits  too  free 
movement  at  the  sacroiliac  synchondroses  and  destroys  the  sta- 
bility of  the  pelvic  girdle.  Finally,  malignant  disease  may  invade 
these  articulations. 

Operation  for  Prolapsus  Uteri. — B.  C.  Hirst  (/owr. /I .  M.A.,  191 2, 
Iviii,  846)  says  that  success  in  the  treatment  of  prolapse  of  the 
uterus  with  partial  or  complete  inversion  of  the  vagina  is  due  to 
certain  details  of  operative  technic.  The  problem  presented  is 
to  shorten  the  elongated  lower  uterine  segment,  to  shorten  the 
elongated  cardinal  ligaments  of  the  uterus,  to  insure  an  anterior 
position  of  the  latter,  to  restore  the  anterior  and  posterior  vaginal 
walls  and  their  subjacent  structures  ad  integram.  This  can  be 
done  by  the  following  operative  technic:  The  cervix  is  seized 
with  double  tenacula  in  each  lip;  the  uterus  is  pulled  as  far  out 
of  the  body  as  it  will  come.  A  longitudinal  incision  is  made 
in  the  anterior  vaginal  wall  its  whole  length.  A  circular  incision 
is  made  around  the  cervix.  The  anterior  wall  is  dissected  free 
from  the  bladder  and  the  uterovesical  ligament  is  cut.  The 
cervix  is  amputated  above  the  internal  os;  the  cervical  canal  is 
then  dilated  and  the  uterus  curet^d.  The  lateral  and  posterior 
sutures  for  an  amputated  cervix  are  inserted  but  not  tied.  A 
curved  needle  threaded  with  No.  3  chromicized  catgut  (40-day) 
is  passed  with  the  point  turned  downward  through  the  laase  of 
the  left  broad  ligament,  then  transversely  through  the  anterior 
wall  of  the  corpus  uteri  as  high  as  possible  without  opening  the 
peritoneum;  then  through  the  base  of  the  right  broad  ligament, 
again  with  the  needle  point  do\%Ti.  By  making  this  ligature 
tense  and  pushing  the  detached  bladder  up,  the  laterally  dislo- 
cated edges  of  the  fascia  are  plainly  marked;  they  are  brought 
together  in  the  middle  line  by  ligure-of-eight  sutures  of  catgut 
No.  3  (40-day),  the  needle  always  being  inserted  from  above 
do\\Tiward  to  avoid  the  ureters.  These  sutures  are  usuall}^  three 
or  four  in  number.  W^hen  they  are  tied,  the  orifice  through 
which  the  bladder  prolapsed  is  firmly  closed.  The  redundant 
vaginal  wall  is  cut  off.  The  anterior  sutures  for  an  amputated 
cervix  are  inserted.  The  cervical  sutures  are  tied.  A  few  trans- 
verse sutures  unite  the  anterior  vaginal  wall  over  the  sutures 
joining    the  pelvic  fascia.     The  posterior  vaginal  wall  and  the 
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pelvic  floor  are  strengthened  by  an  extensive  Hegar  operation 
as  follows:  A  fold  of  mucous  membrane  in  the  middle  line  just 
below  the  cervix  is  seized  by  a  hemostat.  Two  Allis  intestinal 
forceps  are  fastened  to  the  labia  majora  a  trifle  above  the  original 
level  of  the  posterior  commissure  of  the  vulva.  By  pulling  the 
center  of  the  posterior  vaginal  wall  to  one  side  with  tissue  forceps, 
it  is  possible  to  draw  a  straight  line  with  a  knife  from  the  hemo- 
stat to  one  Allis  forceps.  The  same  is  done  on  the  other  side. 
The  triangle  thus  marked  is  partly  stripped,  partly  dissected  off". 
The  upper  part  of  the  triangle  is  closed  by  a  double-tier  catgut 
suture,  the  middle  portion  by  transverse  deeply  inserted  vaginal 
sutures  of  silkworm-gut,  shotted  to  facilitate  their  removal.  The 
perineal  body  and  the  lower  third  of  the  triangle  are  united  by 
transverse  silkworm-gut  perineal  sutures,  knotted  on  the  external 
skin  surface  of  the  perineum. 

Specific  Treatment  of  Pyosalpinx. — H.  J.  Farbach  (Med.  Rec, 
Apr.  6,  191 2)  reports  very  unfavorable  results  from  the  specific 
treatment  of  twenty-five  acute  and  chronic  pyosalpinx.  All  the 
ordinary  means  of  treatment  were  employed  in  addition  to  serum 
and  vaccine,  including  in  acute  cases  preliminary  saline  catharsis 
followed  by  an  opiate,  elevation  of  the  head  of  the  bed,  hot 
applications  to  the  lower  part  of  the  abdomen,  and  later,  hot 
iodine  vaginal  douches  twice  a  day,  urotropin  in  large  doses,  and 
restriction  of  food  and  water  until  pain  and  tenderness  are 
reduced  or  absent.  The  gonococcic  serum  contains  specific 
antibodies,  and  when  used  should  be  used  for  effect.  Give  2 
or  4  c.c.  at  the  initial  injection;  if  no  benefit  has  been  derived  in 
three  or  four  hours  double  the  dose,  and  double  again  three  or 
four  hours  later  if  satisfactory  results  have  not  been  obtained. 
The  benefit  to  be  derived  from  the  serum  must  come  in  the  first 
twelve  or  thirty-six  hours  after  its  injection.  Long,  drawn-out, 
small  injections  of  serum  are  a  waste  of  time  and  money.  As  a 
rule,  give  with  the  initial  injections  of  serum  a  moderate  dose 
of  mixed  gonococcic  vaccine.  As  soon  as  it  is  possible  make  an 
autogenous  vaccine  for  use  at  subsequent  treatments.  Under 
this  treatment,  within  twenty-six  or  forty-eight  hours,  the  patient 
is  comfortable,  temperature  and  pulse  are  within  proper  limits, 
local  tenderness  and  rigidity  are  reduced  to  the  minimum;  but 
the  patient  must  be  kept  in  bed  and  as  quiet  as  possible  for  ten 
days.  The  vaccine  should  be  repeated  every  seventh  day  for 
at  least  five  doses.  This  is  an  outline  of  the  treatment  I  use  in 
the  acute  conditions.-  For  cases  seen  in  the  interval  between 
attacks,  iodine  douches,  urotropin  internally,  and  quiet  are 
recommended.  Here  in  nearly  every  instance  an  autogenous 
vaccine  is  prepared  for  the  initial  injection.  Following  this 
injection  from  six  to  twenty-four  hours  the  reaction  begins.  In 
some  instances  the  first  reaction  is  severe.  Pain,  almost  of  the 
intensity  of  past  attacks,  is  present,  the  temperature  and  pulse 
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go  up  and  the  patient  is  very  uncomfortable.  In  cases  where 
there  is  uterine  or  cervical  involvement  also,  it  is  common  to 
have  a  profuse  bloody  discharge  during  this  reaction.  The 
reaction  should  not  extend  over  twenty-four  to  thirty-six  hours 
unless  the  vaccine  dosage  has  been  too  large.  If  a  continued 
reaction  is  produced  either  break  it  with  a  small  dose  of  vaccine 
or  lengthen  the  interval  before  the  next  injection  and  reduce 
the  dose.  As  the  reaction  passes  off  the  subjective  symptoms 
disappear  and  the  patient  experiences  less  inconvenience  than 
before  the  injection.  As  a  rule  these  cases  should  be  kept  quiet 
two  days  after  the  reaction  has  passed.  Subsequent  reactions 
as  a  rule  are  not  severe,  but  patient  should  be  kept  quiet  for 
twenty-four  or  thirty-six  hours.  The  size  of  the  dose  depends 
on  the  extent  and  virulence  of  the  infection  and  the  weight  and 
physical  condition  of  the  patient.  Continue  the  injections  every 
seven  days  until  objective  and  subjective  symptoms  have  dis- 
appeared, and  then  as  a  rule  give  two  more  injections. 

Relation  of  Gonorrhea  to  Pelvic  Disease. — G.  W.  Kaan  {Boston 
Med.  Surg.  Jour.,  191 2,  clxvi,  556)  says  that  statements  which 
claim  that  gonoccoccus  infection  in  woman  is  responsible  for 
60  per  cent,  or  more  of  the  operations  for  pelvic  inflammation 
are  decided  exaggerations  and  should  be  modified  in  the  interest 
of  truth  and  proper  teaching.  The  statement  that  45  per  cent, 
of  the  cases  of  sterility  are  due  to  gonorrhea  is  also  discredited  by 
the  reports  of  Bumm  and  Erb.  The  hospital  practice  of  the 
best  gynecologists  of  Boston  indicate  that  the  ratio  of  all  opera- 
tions upon  the  Fallopian  tubes  are  only  about  5  per  cent,  to 
16  per  cent,  of  all  gynecological  operations;  and  a  deduction 
must  be  made  from  this  to  arrive  at  the  proportion  which  is 
due  to  the  gonococcus  only.  The  proportion  of  all  operations 
upon  the  tubes  to  all  abdominal  operations  (excluding  appendec- 
tomies and  those  not  upon  the  sexual  organs)  varies  from  19  per 
cent,  to  37  per  cent,  and  up  to  50  per  cent,  in  the  case  of  the 
Boston  City  Hospital.  The  proportion  of  gonorrheal  to  other 
pelvic  inflammatory  disease  it  is  not  possible  to  estimate  from 
the  hospital  reports;  but  Gebhard's  figures  of  bacterial  exami- 
nations shows  about  22  per  cent,  of  proven  gonorrheal  infection. 

Vicarious  Menstruation. — D.  M.  Greig  and  J.  A.  Kynoch  (Jour. 
Obst.  Gyn.  Brit.  Emp.,  1912,  xxi,  166)  report  cureting  a  suppu- 
rating lymph-node  which  was  discharging  through  a  sinus  of 
the  cheek  in  a  girl  of  eight  years.  A  small  sinus  persisted  and 
broke  down  at  intervals  after  closing.  The  patient,  when  four- 
teen years  of  age,  was  stated  to  have  developed  periodic  bleed- 
ings, which  had  recurred  during  the  preceding  five  or  six  months, 
from  the  small  pin  point  opening  in  the  upper  part  of  the  scar 
of  the  old  operation.  During  this  time  the  periodicity  of  the 
bleeding  had  not  been  a  feature,  at  least  no  note  was  taken  of 
how  often  it  occurred,  but  it  seems  to  have  been  oftenerthan  once 
every  month.  Fifteen  months  later  the  sinus  had  soundly  healed, 
and  there  had  been  no  bleeding  from  the  cheek  for  four  months, 
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but  there  had  been  at  equal  intervals  on  four  occasions  a  dis- 
charge of  blood  from  the  inner  canthus  of  the  left  eye,  where 
there  was  never  an  appearance  of  any  solution  of  continuity. 
Bleeding  from  the  inner  canthus  continued  every  month  for  six 
months  with  peculiar  regularit)'  until  the  normal  menstrual  flow 
had  become  established.  Since  then  there  had  been  no  bleeding 
from  the  face  nor  had  the  gland  given  any  further  trouble. 

Virginal  Metrorrhagias. — Paul  Dalche  {Rev.  mens,  de  gyn. 
d'  obst.  et  de  ped.,  May,  191 2)  gives  us  a  study  of  the  causes  of 
metrorrhagia  and  menorrhagia  in  young  girls.  In  many  of 
these  cases  there  is  no  pain  at  all,  yet  considerable  hemorrhage 
that  is  abnormal  either  in  quantity  or  in  time  of  occurrence. 
There  seems  to  be  no  anatomical  basis  to  be  found  in  the  uterus 
or  pelvic  organs,  outside  of  the  ovary  itself.  The  author  believes 
that  here  there  is  a  result  of  ovarian  ataxia ;  a  phase  of  insufficiency 
succeeds  one  of  hyperfunction,  and  vice  versa.  Some  of  these 
cases  seem  to  be  due  to  a  too  rapid  and  sudden  growth  of  the 
bod)^  and  maturation  of  the  ovar3^  In  other  cases  there  is  a 
true  hereditary  influence,  the  mother  having  undergone  similar 
troubles.  This  condition  may  be  a  symptom  of  a  family  degener- 
ation; it  may  result  from  a  latent  tuberculous  condition,  from 
hereditary  syphilis,  or  from  a  disturbance  of  the  glands  of  internal 
secretion.  There  may  be  a  hypothyroidism  disturbance  of  the 
functions  of  the  hypophysis,  or  of  the  suprarenals.  When 
metrorrhagia  is  accompanied  by  dysmenorrhea  there  may  be 
hyperemia  of  the  ovaries,  or  a  true  menstrual  ovaritis  even 
going  on  to  ovarian  apoplexy  or  hematocele.  Here  there  is 
severe  pain  in  the  ovary  at  the  menstrual  period  and  in  defecation 
or  urination.  A  menorrhagic  form  of  chlorosis  and  a  true 
chlorosis  are  found  in  young  girls.  Metrorrhagia  not  due  to 
genital  disease  may  be  found  in  the  subjects  of  neuroarthritism, 
struma,  chronic  constipation,  mitral  stenosis,  and  hemophilia. 
The  condition  may  also  be  found  in  connection  with  true  metritis, 
displacements,  and  adenoma  of  the  mucous  membrane  of  the 
uterus.  As  to  the  treatment  of  these  various  forms  of  hemorrhage, 
each  case  must  be  studied  by  itself  and  treated  according  to 
the  causation  found.  In  man}^  cases  ovarian,  thjToid,  or  mam- 
mary extract  carefully  used  and  guarded  with  observation  of  its 
effects  may  be  of  great  value.  For  the  immediate  attacks  com- 
plete rest  in  bed,  hot  douches,  ergot  and  the  usual  measures 
must  be  used. 


CORRECTION. 


In  the  Journal  for  July,  page  33,  Dr.  Ross  McPherson  is 
designated  as  "Consulting  Surgeon  to  the'  Lying-in  Hospital" 
instead  of  "Attending  Surgeon." 
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THE  TREATMENT  OF  SUMMER  DIARRHEAS.* 

BY 

HENRY  HEIMAN,  M.  D., 

New  York  City. 

Rational  therapy  demands  a  clear  conception  of  the  nature 
of  the  morbid  process  requiring  correction.  Before  entering  into 
the  treatment  of  the  diarrheas  of  -hildren,  it  might  not  be 
amiss  to  say  a  few  words  regarding  the  classification  of  this 
group  of  diseases.  The  basis  for  such  classification  has  been  in 
succession  the  pathology  of  the  disease,  its  assumed  etiology, 
the  character  of  the  stools,  and  the  clinical  symptomatology. 
One  of  the  oldest  and  best  known  of  these  is  that  of  Widerhofer 
and  Kundrat,  proposed  at  the  time  when  pathology  promised  to 
solve  the  problems  of  disease.  They  divided  the  acute  intestinal 
disturbances  into  dyspepsia,  catarrhal  enteritis,  follicular  enteri- 
tis, and  cholera  infantum.  It  has  become  clear,  however,  that  dif- 
ferentiation of  the  various  affections  named  can  only  be  made 
with  certainty  after  a  postmortem  examination  of  the  gastro- 
intestinal tract.  A  pathologic  classification  is  untenable,  because 
during  life  we  have  no  means' of  knowing  the  extent  and  severity 
of  the  pathologic  changes  that  are  taking  place  in  the  gastro- 
enteric tract.  Perceiving  the  inadequacy  of  pathology  as  a  basis 
for  nomenclature  in  this  class  of  cases  Escherich  in  the  e£~'y  days 
of  the  bacteriologic  era,  proposed  a  classification  founded  on  a 
bacteriologic  basis.  He  divided  the  diarrheas  into  infectious 
and  noninfectious.  His  studies  of  the  bacteriology  of  the  feces 
pointed  to  the  occurrence  of  important  changes  in  the  intestinal 
tract  in  the  infectious  diarrheas.  Since  then  and  up  to  very 
recent  date,  the  conception  that  summer  diarrhea  is  due  almost 
exclusively  to  bacterial  infections  has  held  undisputed  sway,  yet 
with  very  few  exceptions,  the  attempt  to  isolate  specific  organisms 
from  the  stools  has  not  been  successful.  In  view  of  this  fact, 
it  is  evident  that  an  etiologic  classification  at  the  present 
state  of  our  knowledge  must  necessarily  be  unsatisfactory. 
Recently  Escherich's  view  of  the  predominant  role  played  by 
bacteria  in  the  production  of  diarrhea  has  lost  ground,  more 

*  Read  before  the  Medical  Society  of  the  Borough  of  the  Bronx,  June  12,  1912. 
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especially  in  Germany.  The  work  of  Finkelstein,  Czerny  and 
Keller,  and  Pfaundler  has  led  to  more  and  more  attention  being 
paid  to  the  chemical  aspect  of  the  subject.  Study  has  been  con- 
centrated on  the  relation  between  food  and  the  processes  of  its 
assimilation.  At  first  casein  was  accused  by  Biedert  of  being 
concerned  in  the  etiology  of  diarrhea.  Somewhat  later  Czerny 
and  Keller's  work  pointed  to  the  fats  as  being  the  important 
etiologic  factor.  Still  later  Finkelstein  found  that  the  carbohy- 
drates by  the  fermentative  changes  they  undergo  produced 
diarrheal  stools  and  symptoms  of  intoxication.  More  recently 
he  has  modified  his  views  somewhat,  his  present  opinion  being 
that  these  disturbances  are  due  to  the  sugars  and  salts.  As  a 
result  of  his  researches,  he  has  proposed  a  new  classification 
which  has  been  quite  generally  adopted  in  Germany.  It  is 
partly  based  upon  clinical  symptomatology  and  partly  upon 
functional  changes  in  the  process  of  food  assimilation.  Un- 
der this  conception  we  no  longer  speak  of  gastrointestinajl  dis- 
eases, but  of  nutritional  disturbances  accompanied  by  gastroin- 
testinal symptoms.  In  these  cases  there  is  present  what  Finkel- 
stein aptly  calls  the  paradoxic  reaction.  The  food  instead  of 
acting  (as  it  normally  does)  favorably  upon  nutrition,  seems  to 
become  a  toxic  agent,  at  times  producing  serious  disturbances  of 
the  important  functions  of  food  assimilation.  Finkelstein  divides 
these  disturbances  into  four  stages: 

1.  Disturbance  of  balance, 

2.  Dyspepsia, 

3.  Decomposition, 

4.  Intoxication. 

By  disturbance  of  balance  is  understood  that  condition 
in  which  proper  and  regular  gain  in  weight  does  not  take  place 
despite  the  ingestion  of  sufficient  quantities  of  food.  In  the 
stage  of  dyspepsia  gastrointestinal  disturbances  of  moderate  de- 
gree are  present.  Decomposition  is  that  condition  of  severe  mal- 
nutrition in  which  the  functions  of  food  assimilation  are  so  mark- 
edly disturbed  that  the  food  is  no  longer  taken  care  of  and  se- 
vere marasmus  results.  In  alimentary  intoxication  the  products 
more  particularly  the  carbohydrates  act  as  a  poison  producing 
marked  gastrointestinal  symptoms  and  severe  constitutional  dis- 
turbances. This  would  correspond  to  the  cholera  infantum  type 
of  the  older  classification.  According  to  Finkelstein's  concep- 
tion bacterial  infections  play  only  a  secondary  r61e  in  the  pro- 
duction of  the  above  type  of  the  disease,  the  chief  etiologic  factor 
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being  food.  These  forms  are  to  be  carefully  differentiated  from 
those  in  which  microorganisms  play  the  determining  role.  To 
the  latter  class  belong  the  cases  of  dysentery  due  to  the  Shiga 
bacillus,  ameba  coli,  and  streptococcus. 

Treatment. — The  milder  cases  of  diarrhea  which  belong  to  the 
noninflammatory  type  of  the  stage  of  dyspepsia  (Finkelstein) ,  re- 
quire little  else  but  initial  catharsis  consisting  of  castor  oil  or  milk 
of  magnesia  and  abstention  from  milk  for  a  period  of  twenty-four 
or  forty-eight  hours.  After  cessation  of  the  diarrhea  diluted 
skim  milk,  barley  water  and  sugar  may  be  given  in  gradually  in- 
creasing quantities.  In  most  of  the  cases  astringents  are  unnec- 
essary. If,  however,  the  diarrhea  persists  after  the  thorough  re- 
moval of  the  decomposed  food  product  from  the  intestinal  tract, 
5  to  lo  grains  of  bismuth  in  mucilage  of  acacia  at  intervals 
of  one  to  two  hours  is  indicated.  If  abdominal  pain,  cramps, 
restlessness  or  watery  diarrhea  is  present,  five  or  ten  drops  of 
paregoric  may  be  added.  While  these  mild  cases  of  dyspepsia 
(Finkelstein)  in  the  early  stages  offer  a  grateful  field  for  thera- 
peutic activity,  it  is  far  otherwise  with  the  severer  forms  of  decom- 
position and  intoxication.  These  not  infrequently  present  difiS- 
cult  problems  to  the  clinician,  as  with  the  rather  prolonged 
starvation  which  is  indicated  the  general  condition  becomes  so  en- 
feebled that  the  danger  of  collapse  is  imminent. 

The  urgent  need  of  a  mode  of  treatment  which,  while  it 
ameliorates  the  gastrointestinal  symptoms,  at  the  same  time  con- 
serves the  strength  of  the  patient,  led  the  profession  to  greet 
with  renewed  hopes  the  announcement  by  Finkelstein  and  ]\Ieyer 
of  the  successful  use  of  such  a  method.  Their  previous  studies  on 
the  alimentary  factors  concerned  in  the  production  of  intestinal 
fermentation  showed  the  predominant  role  played  by  the  carbohy- 
drates and  the  salts.  Decrease  or  removal  of  one  or  both  of  these 
important  food  elements  invariably  resulted  in  diminution  of  in- 
testinal fermentation. 

Further  studies  yielded  the  somew^hat  unexpected  fact  that 
casein  had  a  pronounced  antagonistic  action  upon  carbohydrate 
fermentation  in  the  intestines.  It  was  shown  that  in  the  pres- 
ence of  casein,  larger  quantities  of  carbohydrates  could  be  given 
without  producing  fermentation. 

These  observations  led  Finkelstein  and  Meyer  to  prepare 
a  mixture  which  they  call  "  Eiweiss  ]\Iilk,"  consisting  of  casein 
and   buttermilk.     The    chemical    analysis    of    this   food   shows. 
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Eivveiss  milk  Cow's  milk 

Proteids 3  •  oo  3 .  oo 

Fats 2.50  3.50 

Carbohydrates i  -50  4 -50 

Ash o .  50  o.  70 

A  liter  of  Eiweiss  milk  contains  370  calories.  Finkelstein 
and  Meyer's  first  full  report  in  the  Jahrbuch  fiir  Kinderheil- 
kunde,  May  and  June,  1910,  was  based  on  the  successful  use  of 
this  preparation  in  150  cases  of  dyspepsia,  decomposition,  intoxi- 
cation, and  various  parenteric  infectif^ns.  Their  results  were 
so  encom-aging  that  many  of  the  German  clinics  soon  began  to  use 
albumin  milk  in  the  treatment  of  gastrointestinal  diseases.  The 
early  reports  of  Birk,  Rollet,  v.  Reuss,  and  others,  pointed  to 
the  fact  that  an  important  advance  in  the  therapy  of  these  dis- 
eases had  been  achieved.  Practically  the  only  discordant  note 
was  that  of  Braumuller,  who  on  the  basis  of  the  meager  number  of 
five  hospital  and  nine  dispensary  cases,  came  to  the  conclusion 
that  albumin  milk  created  a  diminished  tolerance  for  the  sugars. 
This  was  shown  by  the  development  after  the  addition  of  sugar  to 
the  albumin  milk  of  a  state  of  chronic  intoxication,  ultimately 
producing  death. 

The  writer  first  used  albumin  milk  in  the  second  half  of 
the  summer  of  1910.  The  shortness  of  the  time  permitted  only  a 
tentative  trial  of  this  preparation  during  that  period.  The  re- 
sults then  obtained  nevertheless  made  a  further  more  extended 
trial  desirable. 

This  opportunity  came  with  the  onset  of  the  diarrhea  season 
of  the  summer  of  191 1.  All  patients  admitted  to  the  Chil- 
dren's Service  of  Dr.  Koplik  at  the  Mount  Sinai  Hospital,  suflFering 
from  diarrhea  were  given  albumin  milk  for  a  period  varying  from 
three  to  fourteen  days.  From  this  statement  it  becomes  evident 
that  the  data  obtained  in  the  present  study  were  derived  from  an 
unselected  series  of  cases. 

Mode  of  Preparation. — The  original  directions  of  Finkelstein 
and  Meyer  for  the  preparation  of  this  food  were  as  follows:  A 
tablespoonful  of  essence  of  rennet  (or  two  tablets  of  rennet) 
is  added  to  one  liter  of  milk,  which  is  then  placed  in  a  water- 
bath  at  42°  C.  for  one-half  hour.  It  is  then  filtered  slow^ly  by 
gravity  without  any  pressiu-e  for  about  an  hour,  through  cheese 
cloth.  The  coagulum  is  then  washed  tmce  in  half  a  liter  of 
water,  through  a  very  fine  sieve  and  forced  through  by  means  of 
a  wooden  club.     Then  half  a  liter  of  buttermilk  is  added. 
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The  writer's  method  of  preparation  is  essentially  the  same 
as  that  above  described.  By  placing  cheesecloth  in  the  sieve 
it  was  found  that  the  casein  particles  were  more  readily  and  uni- 
formly forced  through.  To  make  a  more  palatable  mixture,  one 
one-grain  tablet  of  saccharin  is  added  to  the  liter  of  albumin 
milk.  At  first  some  difficulty  was  encountered  in  obtaining  finely 
divided  casein  particles.  This  obstacle  was  soon  overcome  with 
a  little  experience.  At  present  we  have  no  difficulty  in  teaching 
nurses  to  prepare  this  food. 

Tolerance. — With  the  use  of  saccharin,  little  difficulty  is  encoun- 
tered in  administering  this  food  to  children  of  any  age.  In 
only  five  cases  of  the  series  of  forty-two  was  vomiting  after  in- 
gestion of  the  food  a  noticeable  symptom.  Even  in  these  it  rarely 
persisted  for  more  than  a  day  or  two. 

Quantity  Administered. — In  general  the  quantity  of  albumin 
milk  given,  corresponded  to  that  of  the  usual  feeding  mixtures 
prescribed  for  the  respective  age.  The  caloric  value  of  albumin 
milk  being  about  one-half  that  of  undiluted  whole  milk  it  may 
be  readily  seen  that  the  caloric  needs  of  the  child  can  be  covered 
almost  as  well  by  albumin  milk,  as  by  the  customary  diluted 
milk  mixtures. 

Addition  of  Carbohydrates. — In  their  original  paper,  Finkelstein 
and  Meyer  cautioned  against  the  too  early  use  of  carbohydrates. 
They  advised  that  carbohydrates  should  not  be  added  before 
the  stools  have  assumed  their  normal  appearance.  In  their 
recent  paper  in  the  Muenchner  medizinische  Wochenschrift,  191 1, 
page  340,  the>  attribute  some  of  the  unfavorable  results  obtained 
by  themselves  and  other  observers  to  unnecessary  timidity  in 
this  regard.  Now  they  advise  the  addition  of  carbohydrates  in 
the  form  of  malt  soup  or  Liebig's  Extract  of  Malt,  as  soon  as 
the  quantity  of  milk  represents  one-tenth  of  the  body  weight, 
even  when  the  stools  have  not  become  entirely  normal.  In  oiu* 
series,  maltose  was  added  to  the  albumin  milk  from  the  second 
to  the  eleventh  day,  when  proper  gain  in  weight  did  not  appear. 

Duration  of  Albumin  Milk  Feeding. — This  varied  from  two 
to  fourteen  days.  In  seven  cases  it  was  given  from  two  to  three 
days  only.  In  three  of  these  the  diarrhea  had  disappeared  by 
that  time.  In  the  other  four  it  was  continued  up  to  the  time 
of  death.  Most  of  the  German  observers  have  administered 
the  albumin  milk  for  a  considerable  period  (four  to  six  weeks). 
The  service  at  the  hospital  being  an  acute  one,  it  was  found 
impossible  to  continue  it  for  such  a  length  of  time.     Moreover, 
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it  was  considered  advisable  to  observe  the  patients  in  the  hospital 
during  the  transition  period  from  albumin  milk  to  ordinary  milk 
mixtures.  In  no  single  instance  did  a  relapse  occur  after  the 
cessation  of  albumin  milk  feeding,  though  the  patients  were  not 
infrequently  kept  in  the  hospital  for  a  week  or  more  on  varioas 
milk  mixtures. 

The  usual  procedure  was  to  administer  in  the  severe  cases 
weak  tea  for  a  period  of  two  to  six  hours  before  the  albumin 
milk  feeding  was  begun.  No  castor  oil  or  other  laxatives  were 
at  any  time  given.  In  the  less  severe  cases,  albumin  milk  was 
used  from  the  first.  It  was  stopped  as  soon  as  the  stools  became 
normal. 

Medication. — Intestinal  astringents  or  opium  preparations 
were  almost  never  employed.  When  indicated,  stimulants, 
such  as  camphor,  caffein,  and  subcutaneous  infusions,  were 
given. 

Effect  on  the  Stools. — In  most  of  the  cases  a  change  in  the 
character  of  the  stools  occurred  within  three  to  five  days.  The 
offensive  odor  of  the  stools  disappeared  first,  the  number  dimin- 
ished, and  they  assumed  a  grayish  pasty  appearance.  In  nine 
cases,  most  of  them  of  the  severe  type,  the  improvement  in  the 
character  of  the  stools  did  not  occur  within  the  first  five  days, 
though  ultimate  improvement  did  take  place.  In  four  severe 
cases  no  effect  upon  the  stools  was  noticeable  at  any  time. 

Effect  on  the  General  Condition. — In  over  one-half  of  the  severe 
cases,  improvement  in  the  general  condition  was  seen  within 
two  to  five  days  of  the  initiation  of  albumin-milk  feeding.  In 
some  the  change  was  striking.  The  extreme  prostration, 
apathy,  glassy  sunken  eyes,  and  pinched  features  disappeared 
with  remarkable  rapidity,  at  times  within  twenty-four  hours. 

Effect  on  Weight. — Albumin  milk,  unless  carbohydrate  is 
added,  does  not  ordinarily  produce  a  gain  in  weight.  In  most 
cases,  however,  it  checks  the  marked  losses  previously  sustained 
by  the  patient  while  under  the  customary  treatment.  In  the 
present  series  quite  a  number  of  patients  showed  a  gain  of  4  to  6 
ounces  during  the  period  of  albumin-milk  feeding.  Loss  of 
weight  was,  however,  also  seen,  but  in  only  two  cases  was  the 
loss  more  than  1/2  pound.  The  gain  in  w^eight  would  probably 
have  been  greater,  had  maltose-dextrose  been  more  frequently 
added. 

Mortality. — There  were  nine  deaths  in  this  series  of  forty-two 
cases,  twenty  of  which  belong  to  a  very  severe  type  of  the  disease, 
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a  mortality  of  21  per  cent.  Excluding  four  of  the  cases  in  which 
the  albumin  milk  was  given  for  three  days  or  less,  owing  to  the 
fact  that  the  children  were  admitted  to  the  hospital  practically 
moribund,  we  have  left  five  deaths  which  represents  a  mortality 
of  13  per  cent. 

Of  the  forty- two  cases,  there  were  sixteen  patients  below  six 
months  of  age,  eleven  of  which  were  bottle  and  five  breast-fed. 
Seven  of  these  belonged  to  the  severe  type  of  the  disease,  and  of 
these  three  died.  I  wish  to  call  special  attention  to  those  very 
young  infants  among  whom  the  largest  proportion  of  deaths  are 
usually  seen .  Under  albumin  feeding  these  young  infants  seemed 
to  do  as  well  as  the  older  children.  I  will  not  burden  you  at  this 
time  with  more  detailed  statistics  nor  with  citation  of  cases. 
Statistics,  unless  covering  a  very  large  series  of  cases,  are  not 
nearly  as  valuable  as  bedside  observation  and  impression. 

From  the  generally  favorable  results  obtained  in  this  series, 
and  more  especially  from  the  bedside  impressions  received  of  the 
action  of  this  food,  the  writer  feels  justified  in  concluding  that  a 
distinct  advance  has  been  made  in  the  therapy  of  the  diarrheas 
of  children. 

Its  special  indication  is  found  in  those  cases  in  which  marked 
emaciation  has  taken  place,  as  a  result  of  prolonged  withdrawal 
of  food.  By  the  administration  of  albumin  milk  in  these  cases  a 
food  of  considerable  caloric  value  is  supplied,  and  further 
marked  loss  in  weight  is  checked  during  the  period  of  recovery 
from  the  gastrointestinal  disturbance.  When  available  its  use 
is  also  recommended  in  the  ordinary  mild  cases  of  diarrhea. 

For  the  present  at  least,  its  use  in  private  practice  will  remain 
limited  on  account  of  the  time  and  skill  required  in  the  prepara- 
tion of  the  mixture.  Moreover,  the  prejudice  against  the  use  of 
a  sour  and  curdled  milk  will  have  to  be  overcome.  In  this  city  it 
has  recently  become  possible  to  obtain  the  food  already  prepared, 
thus  removing  the  greatest  obstacle  to  its  employment  in  private 
practice. 

Mothers  and  nurses  should  be  instructed  to  shake  the  bottle 
thoroughly  before  using  to  prevent  the  plugging  of  the  nipple 
with  casein  curds.  When  we  consider  that  the  term  "diarrheal 
diseases  of  children"  covers  a  variety  of  morbid  conditions, 
having  nothing  in  common  but  the  presence  of  abnormal  stools, 
it  becomes  evident  that  a  remedy  for  which  such  beneficial 
results  are  claimed,  requires  more  than  two  years  of  application 
before  a  final  decision  as  to  its  value  is  reached.     All  that  we  are 
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at  present  justified  in  saying  is  that  its  use  thus  far  has  yielded 
gratifying  results  in  the  hands  of  a  considerable  number  of 
observers. 

I  wish  to  take  this  opportunity  of  thanking  Dr.  Daniel  Poll, 
interne  at  the  Mt.  Sinai  Hospital,  for  his  assistance  in  this  study, 
30  West  8Sth  Street. 


TREATMENT  OF  THE  ACUTE  STAGE  OF  POLIOMYELITIS 
BEFORE  THE  APPEARANCE  OF  PARALYSIS. 

BY 

JACOLYN  VAN  VLIET  MANNING,  M.  D., 
Brooklyn,  New  York. 

Treatment  of  the  early  stage  of  poliomyelitis  is  of  great  impor- 
tance and  should  not  be  delayed  during  the  stage  of  invasion 
while  the  diagnosis  is  yet  doubtful,  for  the  diagnosis  of  this 
disease  in  many  instances  is  not  made,  or  made  but  tentatively, 
until  the  oncoming  of  paralysis. 

The  brief  hours  which  intervene  between  the  onset  of  polio- 
myelitis and  the  appearance  of  paralysis  constitute  the  physi- 
cian's only  opportunity  for  preventing  disability  or  death.  When 
the  symptoms  of  acute  illness  may  indicate  and  do  not  negative 
the  stage  of  onset  of  epidemic  poliomyelitis,  the  treatment  to  be 
promptly  instituted  consists  of:  confinement  to  bed,  forced 
feeding  of  water  and  colonic  flushings  continued  until  free 
elimination  is  established,  evacuation  of  bladder,  application  of 
ice  to  head  and  spinal  column,  and  the  use  of  calomel  followed 
by  carbonated  citrate  of  magnesia. 

To  secure  intelligent  co-operation  from  parents  the  orders 
should  be  explained,  and  the  need  of  securing  immediate  elimi- 
nation of  all  toxins  from  the  system  made  apparent  to  them. 
Leave  written  orders. 

General  Treatment. 

Early  Treatment. — Forced  feeding  of  water  is  first  aid  in  these 
cases.  An  ounce  or  more  of  ice  water  should  be  given  every 
fifteen  minutes.  The  object  of  water  given  during  the  acute 
stage  of  poliomyelitis  is :  (a)  To  dilute  the  toxins  in  the  blood 
and  spinal  fluid.  (6)  To  decrease  plus  pressvne  of  spinal  fluid, 
by  lowering  specific  gravity  of  the  blood  and  so  checking 
hyperosmosis.  (c)  To  wash  out  the  stomach  by  assisting  the 
vomiting,  {d)  To  flush  the  kidneys  and  to  stimulate  the  renal 
function. 
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This  flushing  of  the  system  can  be  aided  with  repeated  co- 
lonic lavage,  using  pure  water  at  body  temperature  with  the 
addition  of  dissolved  soap  if  it  becomes  apparent  that  the  digestive 
tube  is  paretic.  If  no  evacuation  from  the  bowels  is  secured 
from  these  measures,  a  mixture  of  equal  parts  of  glycerine  and 
magnesium  sulphate,  added  to  the  enema,  will  empty  the  lower 
bowel;  to    cleanse   the   entire    tract    calomel    should    be   used. 

The  bladder  should  be  examined;  if  there  is  distention,  with 
inability  to  micturate,  catheterize,  unless  other  methods  of 
relief  have  succeeded. 

Place  an  ice-bag  to  the  spine,  and  one  well  against  the  nape  of 
the  neck.  Children  with  the  burning  fever  of  the  onset  of 
poliomyelitis  find  some  relief  from  the  ice  applications,  and  will 
ask  for  the  ice  when  it  has  been  removed.  Many  of  these 
children  present  the  appearance  of  heat  stroke,  and  some  of 
them  have  taken  violent  means  to  secure  relief  from  the  fever  in 
their  veins,  notably  the  twelve- year  old  boy  reported  by  Dr. 
Marquardt  of  La  Crosse,  who  crawled  under  a  garden  sprinkler, 
and  was  found  there  in  the  acute  stage  of  poliomyelitis.  Pul- 
monary symptoms,  beyond  the  increased  respiration  which  is 
central,  contraindicate  any  but  the  most  intelligent  use  of  the  ice- 
bag  in  children. 

Isolation. — When  poliomyelitis  is  suspected  the  patient  should 
be  promptly  isolated  and  this  isolation  should  be  maintained. 
The  reasons  for  this  isolation  apply  with  equal  force  to  the 
benefit  of  the  individual  hi;mself,  the  family,  and  the  community. 
It  conduces  to  the  quiet  of  the  sick  room  to  permit  no  coming 
and  going,  and  quiet  is  most  desirable  for  the  convulsive  sufferer. 
Rigid  exclusion  will  protect  the  patient  from  contact  with  any 
influenzal  or  respiratory  infection,  a  dangerous  and  fatal  com- 
plication with  paralysis  of  the  chest  muscles.  Evidence  ac- 
cumulates that  this  disease  is  transmitted  by  an  insect  host,  and 
should  that  host  prove  to  be  the  bedbug,  any  visitor  to  the  sickroom 
might  harbor  and  carry  away  the  agent  of  transmission.  It  is 
believed  by  many  physicians  who  have  dealt  with  this  disease 
in  its  epidemic  form,  that  isolation  and  fumigation  will  check 
its  spread. 

The  patient's  room  should  be  screened  from  flying  insects,  and 
bare  and  clean  as  a  hospital  ward;  if  climate  and  season  permit, 
the  isolation  is  best  carried  out  in  a  tent  with  a  wooden  floor. 
A  screened-in  sleeping  porch  shares  with  a  tent  the  great  advan- 
tage of  a  constant  supply  of  fresh  air  to  lungs  which  may  have 
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lost,  more  or  less,  their  power  of  expansion  from  paresis  of  the 
respiratory  muscles.  The  sudden  advent  of  respiratory  paraly- 
sis may  occur  in  any  case,  and  preparations  for  removal  to  fresh 
air  should  be  adequate. 

Rest.  — Absolute  rest  in  bed  from  the  onset  of  the  disease  is  an 
important  measure  in  the  treatment  of  poliomyelitis.  The 
mildest  case  may  suffer  a  reinvasion  of  the  attack,  and  the  mor- 
tality rate  is  known  to  increase,  with  exertion  after  onset.  In 
many  cases  the  prostration  is  so  marked  before  appearance  of 
paralysis  that  this  measure  is  self  enforced.  When  otherwise, 
the  infraction  of  the  rule  may  be  prevented  by  ascertaining  that 
a  bedpan,  and  not  a  commode,  is  provided,  that  drinking  water 
is  conveniently  placed  on  a  chair  or  low  table  beside  the  patient, 
etc.  The  mere  looking  after  such  details  by  the  physician, 
impresses  on  the  mind  of  the  attendant  that  the  orders  are  more 
than  routine.  When  extreme  restlessness  is  manifest,  sedative 
measures  of  value  are  the  employment  of  the  ice-bag,  cool 
sponging,  immersion  bath,  (given,  not  taken),  and  codeine. 

Position. — A  child  will  show  gratitude  for  gentle  changes  in 
position,  and  it  is  questionable  whether  they  should  be  allowed 
to  rest  continuously  on  the  back,  although  many  patients  with 
the  preceding  pain  in,  and  paralysis  of,  both  legs  prefer  that 
position.  Every  case  must  be  studied,  and  its  needs  consulted 
in  this  matter  of  position. 

It  has  been  advocated  to  "immobilize  the  spine  during  the 
period  of  muscular  excitability,  as  we  would  any  acutely  infiammed 
joint  with  muscular  spasm."  The  disadvantages  of  permitting 
a  continuous  dorsal  decubitus  are:  a  possible  hypostatic  conges- 
tion augmenting  the  spinal  congestion  of  the  lesion ;  the  initiation 
of  bedsores,  which  have  given  serious  trouble  when  trophic 
disturbance  accompanied  the  motor  and  sensory  changes;  and 
the  very  real  danger  of  hypostatic  congestion  of  the  lungs,  should 
respiratory  paralysis  present. 

It  will  be  found  of  advantage  to  shift  the  position  of  the  patient 
occasionally,  giving  support  to  the  aching  extremities  while  avoid- 
ing the  use  of  heat-retaining  feather  pillows.  It  is  important  to 
ascertain  that  only  sufficient  bed  covers  are  employed,  and  a 
sheet  is  sufficient  on  a  warm  day.  The  bed  coverings  should  be 
suspended  over  a  large  cradle  in  case  the  weight  is  in  the  least 
irksome  to  the  patient,  and  the  bed  so  arranged  that  the  eyes  are 
never  subjected  to  direct  rays  of  light.  The  majority  of 
patients    suffer    from     photophobia,     which    is    easily   under- 
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stood  when  we  recall  the  relative  size  of  the  optic  nerve,  its 
great  peripheral  terminations,  and  the  fact  that  autopsies 
have  shown  that  a  majority  of  cases  even  of  the  spinal  type, 
present  lesions  of  the  cerebral  cortex.  Direct  rays  of  light, 
whether  natural  or  artificial,  should  not  fall  in  the  direction  of 
the  patient's  vision.  Movable  screens  and  shades  may  be 
utilized  so  that  the  patient  will  have  sufficient  fresh  air. 

LOCAL    treatment. 

Counter  irritation. — Any  method  of  counterirritation  is  con- 
traindicated  in  poliomyelitis.  Cauterization  of  the  spine,  or  the 
application  of  mustard  plasters,  or  fly-blisters,  are  methods 
especially  pernicious  diuing  the  acute  stage,  when  they  augment 
the  pain,  and  render  possible  the  formation  of  bedsores. 

Application  of  the  d'Arsonval  high-frequency  current  to  the 
spine  during  the  acute  stage  of  poliomyelitis  is  used  and  recom- 
mended by  Dr.  Henry  Frauenthal  at  the  New  York  Hospital  for 
Deformities.  Observing  that  the  primary  effect  of  the  applica- 
tion of  the  high-frequency  current  in  obliterating  endarteritis 
was  a  blanching  of  the  skin  which  continued  for  several  moments, 
the  current  was  applied  to  the  spine  in  the  treatment  of  the  early 
stage  of  poliomyelitis,  with,  in  one  case,  inhibition  of  further 
advance  of  a  progressive  paralysis  and  rapid  and  complete 
regression.  The  d'Arsonval  current  in  the  hands  of  Arrhenius 
of  Stockholm  has  recently  been  shown  to  exert  an  extraordinary 
stimulus  to  the  metabolism  of  the  living  cell. 

MEDICAL    treatment. 

The  use  of  ergot  and  gelsemium  is  advocated  in  poliomyelitis 
to  lessen  the  supply  of  blood  to  the  congested  area  of  the  cord. 
Ergot,  which  was  formerly  said  to  have  a  selective  action  on 
congested  pulmonary  vessels  and  was  used  to  abort  pneumonia,  is 
now  called  on  to  exert  a  similar  selective  action  on  the  vascular 
supply  of  cord  and  brain.  If  such  local  action  could  be  obtained 
it  would  be  undesirable.  It  is  not  a  lessening  of  the  blood  supply 
that  is  needed,  but  more  blood,  fresh,  pure,  and  regenerating. 
The  study  of  a  section  from  the  lumbar  level  of  the  cord  of  an 
acute  case  of  poliomyelitis  is  convincing  in  this  respect.  The 
cut  ends  of  the  vessels  are  not  distended;  they  are  choked  with  a 
collar  of  round  cells. 

Antipyretics. — The  temperature  of  poliomyelitis  is  a  measure 
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of  the  struggle  of  the  organism  against  the  toxin.  It  is  best 
aided  with  hydrotherapy,  external  and  internal.  The  forced 
feeding  of  water,  colonic  flushings,  sponge  baths,  immer>^ion 
baths  when  possible,  and  the  ice-bag  are  all  efficient  aids.  The 
temperature  will  not  fall  when  the  bowels  are  finally  moved  dur- 
ing the  onset  of  the  case,  unless  paralysis  is  impending,  or  the  case 
is  happily  merging  into  the  arrested  type.  Hydrotherapy  will 
lower  the  temperature  only  temporarily  until  the  fall  by  crises 
which  precedes  the  paralysis.  Nevertheless,  the  measures 
relieve  and  benefit. 

Sedatives  and  Analgesics. — The  foregoing  remarks  about 
antipyretic  drugs  during  the  acute  stage  of  poliomyelitis,  apply 
equally  well  to  the  administration  of  salicylates;  they  are  equally 
depressing  in  effect,  and  their  exhibition  in  these  cases  I  consider 
dangerous.  Bromides,  in  addition  to  their  depressant  action, 
are  irritant  to  the  stomach  which  should  retain  as  much  nour- 
ishment as  possible.  With  extreme  restlessness,  or  pain,  or 
both,  codeine  is  the  most  soothing  and  least  harmful  drug  which 
we  have  for  these  cases.  Morphine  or  other  preparations  of 
opium,  may  be  used  with  great  caution  as  rectal  suppositories, 
remembering  that  their  use  may  undo  all  you  have  striven  to 
attain,  by  again  checking  elimination. 

Internal  Antiseptics. — The  internal  administration  of  some 
preparation  of  formalin  has  been  advocated  during  the  acute 
stage  of  poliomyelitis,  and  its  usefulness  would  seem  to  be 
demonstrated  by  the  fact  that  the  presence  of  hexamethylenamin 
has  been  demonstrated  in  the  spinal  fluid  of  monkeys,  one-half 
hour  after  administration. 

Before  summarizing  the  advantages  and  disadvantages 
attending  the  use  of  the  many  mercantile  preparations  of  this 
drug,  we  may  consider  the  statements  of  physicians  who  have 
used  it. 

Hexamethylenamin  (urotropin)  may  have  some  effect  in 
disinfecting  the  spinal  fluid,  but  if  long  continued  there  is  a 
possibility  that  the  formalin  set  free  may  have  a  hardening 
effect  upon  the  spinal  cord.  Two  grains  may  be  given  every 
two  hours  during  the  first  two  or  three  days.  (Spiller :  Diagnosis 
and  Medical  Treatment  of  Poliomyelitis,  Penn.  Medical  Jour., 
Dec,  1911.) 

Urotropin  was  sometimes  given  and  with  uncertain  results. 
(Anderson:  Nebraska  Epidemic  of  279  Cases  of  Poliomyelitis, 
Pediatrics,  August,  1910.) 
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Urotropin  should  be  given  in  full  doses  well  diluted  and  kept 
up  for  quite  a  while,  but  w^atch  out  for  irritation  in  the  urinary 
tract.  (Marvin:  Discussion  of  paper,  Infantile  Paralysis, 
Thompson.     Kentucky,  Louisville  Monthly  Journal,  April,  191 2.) 

It  therefore  seems  a  logical  remedy  (hexamethylenamin)  in 
acute  poliomyelitis,  the  dose  to  be  from  5  to  15  grains  every 
three  hours  according  to  the  age  of  the  patient,  the  medication 
to  be  instituted  at  the  earliest  possible  moment.  (Bierring: 
Acute  Polio,   in  low^a.   Interstate   Medical  Journal,  Jan.    191 2.) 

W^ile  there  is  no  proof  as  yet  that  this  drug  has  any  effect  in 
modifying  the  course  of  the  disease,  its  use  is  free  from  any 
valid  objection,  and  it  is  quite  generally  recommended.  (Frost. 
U.  S.  P.  H.  and  M.  H.  S.  Public  Health  Bui.  No.  44.) 

Fullerton  reports  a  case  of  medicinal  cystitis  following 
its  use,  with  painful,  burning,  frequent  urination,  hematuria, 
and  the  passing  uf  many  small  blood  clots  as  well  as  pieces  of 
bladder  membrane  several  centimeters  square.  For  two  nights 
and  three  days  after  the  onset  of  the  hematuria  the  patient 
continued  to  pass  blood  clots  and  bladder  membrane.  The 
urine  was  demonstrated  to  be  sterile,  the  symptoms  arose  after 
the  drug  was  begun,  and  cleared  up  at  once,  though  gradually, 
after  it  was  discontinued,  and  there  being  no  other  possible 
etiological  factor,  all  this  seems  to  be  conclusive  evidence  that 
this  was  a  medicinal  cystitis. 

The  use  of  hexamethylenamin  in  poliomyelitis  was  first 
advocated,  if  I  "m  not  mistaken,  by  Preble  of  Chicago,  "in  view 
of  our  desperate  helplessness,"  in  a  letter  to  the  Journal  of  the 
Am.  Med.  Association.  Those  who  advocate  its  use  to-day 
claim  hexamethylenamin;  (a)  will  break  down  and  liberate  free 
formalin  in  the  tissues;  (6)  if  given  by  mouth  will  remain  in 
blood,  bile  and  gall  bladder  for  twenty- four  hoiu-s;  (c)  if  the 
dose  is  as  much  as  75  grains  per  day,  it  will  prevent  bacterial 
growth  in  these  passages  (Crow) ;  {d)  it  may  remain  unchanged 
on  excretion,  only  liberating  formaldehyde  after  more  or  less 
stagnation;  (e)  it  is  excreted  in  the  urine  unchanged,  and  breaks 
down  after  remaining  in  the  bladder  at  least  one  and  a  half  hours; 
(/)  it  is  recommended  in  genito  urinary  affections  when  cath- 
eterization has  to  be  resorted  to  for  any  length  of  time;  (g)  free 
formalin  has  been  demonstrated  in  the  spinal  fluid  of  apes  one- 
half  hour  after  administration, 

Spiller  prescribes  2  grains  of  urotropin  every  two  hours  for 
two  or  three  days  only.     I  have  seen  no  report  which  justifies 
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the  use  of  a  larger  dosage  for  children.  The  drug  is  administered 
after  solution  in  a  large  amount  of  water. 

Hughes  of  St.  Louis,  advocates  a  vigorous  course  of  quinine 
in  poliomyelitis.  Quinine  sulphate  is  a  powerful  internal 
antiseptic  and  well  tolerated  by  the  economy.  The  blood 
during  the  acute  stage  of  poliomyelitis,  is  known  to  be  infective. 
Lacking  a  specific  treatment  in  poliomyelitis,  the  use  of  quinine, 
while  empiric,  is  justifiable. 

Lumbar  Puncture  during  Acute  Stage  of  Poliomyelitis. — A 
quantitative  increase  in  the  cerebrospinal  fluid  is  constant  dur- 
ing the  acute  onset  of  poliomyelitis,  and  is  evidenced  by  a  plus 
pressure,  on  lumbar  puncture,  as  well  as  bulging  of  the  fontanelles, 
and  Macewen's  sign.  The  cerebrospinal  fluid  drawn  during 
the  acute  stage  has  been  proven  infectious.  Theoretically  it 
would  seem  that  the  abstraction  of  an  amount  of  this  fluid  would 
relieve  tension,  and  remove  toxic  material.  The  majority  of 
recent  reports  on  lumbar  puncture  during  the  acute  stage  of 
poliomyelitis,  whether  the  tapping  was  done  for  diagnosis,  or 
treatment,  indicate  the  method  is  of  therapeutic  value.  Lumbar 
puncture  is  also  a  valuable  diagnostic  aid  during  the  onset  of 
the  disease  and  of  prognostic  value  as  to  the  progression  and 
regression  of  the  paralysis.  The  following  is  the  routine  method 
of  lumbar  puncture  advocated  by  the  New  York  Health  Depart- 
ment: Patient  in  left  lateral  position  with  flexed  spine.  Paint 
cutaneous  area  over  lumbar  spines  with  tincture  of  iodine. 
Freeze  surface  with  ethyl  chloride  spray.  Puncture  in  median 
line  between  fourth  and  fifth  lumbar  spines. 

The  possibility  of  a  needle  breaking  during  lumbar  puncture, 
may  be  averted  by  the  use  of  a  simple  apparatus  devised  by 
Lorenz,  of  Wisconsin.  A  light  padded  stick  placed  beneath 
the  knees,  and  attached  by  means  of  light  straps  to  canvas 
bands  crossing  the  shoulder  and  beneath  the  arm-pit,  and 
drawn  close,  will  secure  the  flexion  desired  and  prevent  sudden 
extension. 

Objections  to  the  use  of  lumbar  puncture  are  the  possibility 
of:  (a)  sudden  death;  (6)  infection;  (c)  the  breaking  of  a  needle, 
previously  noted;  (d)  friends  of  patient  attributing  paralysis  to 
puncture. 

Hansen  of  Christiana  has  recently  collected  reports  of  thirty 
deaths  following  lumbar  puncture.  As  lumbar  puncture  has 
been  in  quite  general  use  since  the  introduction  of  spinal  anes- 
thesia in  1899,  the  total  percentage  of  fatalities  must  be  very  low. 
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The  danger  from  infection  might  increase  with  repeated 
punctures  with  a  less  careful  surgical  technic. 

The  patient's  friends  should  be  notified  before  the  procedure 
that  paralysis  is  looked  for,  which  the  puncture  may  avert;  they 
will  otherwise,  if  ignorant,  almost  certainly  attribute  the  par- 
alysis to  the  treatment. 

Outline  for  Serum  Examination.     Du  Bois. 

Number  of  c.c.  of  spinal  fluid. 

Clear.  Cloudy.  Fibrin. 

Cytology. 

Bacteriology.  Spread.  Culture. 

Globulin.  (Butyric  acid  test.) 

Albumen.  (Nitric  acid  test.) 

Clinical  diagnosis. 

Animal  inoculation. 

Shidler  of  Nebraska  reports  that  in  two  cases  of  the  neuritic 
type  unrelieved  by  large  doses  of  opiates,  the  pain  was  lessened 
by  lumbar  puncture. 

Serological  Treatment. — The  serum  treatment  of  poliomyelitis 
is  still  in  the  experimental  stage.  Drs.  Anderson  and  Frost 
demonstrated  a  serological  neutralization  test  of  much  value  in 
the  determination  of  cases  of  the  arrested  (abortive)  type. 
Serological  immunization  of  monkeys  offers  hope  that  human 
immunity  may  yet  be  artificially  obtained.  There  is  at  present 
no  antitoxin  fo.  poliomyelitis. 

Diet. — The  diet  should  be  restricted,  nutritious  and  easily 
digestible.  All  fruits  should  be  cooked,  and  no  seeded  berries, 
etc.,  given  to  clog  and  irritate  a  paretic  digestive  tube.  During 
the  fever  stage  a  child  will  take  ices  and  iced  drinks  freely. 
Fruit  juices  and  ices  should  be  left  pleasantly  acid.  Lemonade, 
orangeade,  pineapple  juice,  and  the  same  ices  are  acceptable. 

If  the  patient  is  not  fond  of  milk,  it  may  be  rendered  very 
attractive  when  served  as  one  of  many  cream  soups  or  broths. 

Corn  soup,  which  consists  of  milk  heated  with  canned  corn, 
strained  and  seasoned,  is  a  dish  that  many  children  who  dislike 
milk  will  take  eagerly.  Croutons  or  educator  crackers  add  to  , 
the  nutritive  values.  Fresh  chicken  broth,  with  or  without  the 
addition  of  rich  milk,  served  with  soda  crackers,  or  toast,  pro- 
vides a  dish  easily  swallowed  by  the  strained  little  sufferer. 

Oyster  soup,  clam  broth,  and  where  it  can  be  obtained, 
coquina  broth,  are  among  the  more  appetizing  and  nutritive 
dishes. 


308  TRANSACTIONS    OF   THE 

All  of  the  cooked  breakfast  foods  may  be  used  as  such,  or 
slightly  sweetened,  molded  and  served  cold  with  cream.  Rice 
is  often  an  acceptable  food. 

In  paralysis  of  the  pharyngeal  muscles  it  may  be  necessary  to 
resort  to  stomach  feeding.  Regurgitation  of  liquids  through  the 
nose  indicates  some  beginning  paresis. 

Information  is  requested  concerning  the  following  points 
relating  to  acute  cases  of  epidemic  poliomyelitis  during  the 
season  of  1 9 1 2 : 

1 .  Contact  of  cases  with  old  case  of  poliomyelitis. 

2.  Contact  with  sick  animals. 

3.  Antecedent  insect  bites. 

4.  Coincident  presence  of  bedbugs. 

Kindly  send  reports  to  address  given,  and  greatly  oblige, 

J.  V.  V.  Manning,  M.  D. 
151   Lafayette  Avenue. 
Brooklyn,  New  York. 


TRANSACTIONS  OF  THE  NEW  YORK 
ACADEMY  OF  MEDICINE. 


SECTION    ON    PEDIATRICS. 

Stated  Meeting  held  May  9,  191 2. 
Dr.  William  Shannon,  in  the  Chair. 

OSTEOGENESIS  IMPERFECTA,   REPORT  OF  A  CASE  WITH  THE  STUDY 
OF    ITS    METABOLISM. 

Dr.  Herman  Schwarz  and  Dr.  Murray  H.  Bass  presented 
this  communication.  They  stated  that  osteogenesis  imperfecta 
was  one  of  the  diseases  which  entered  into  the  symptom-complex 
known  as  fetal  rickets.  In  1883,  Lobsetin  called  attention  to 
cases  characterized  by  fragility  of  the  bones  and  gave  them  the 
name  of  osteopsathyrosis,  showing  that  there  was  among  them  a 
group  which  was  termed  idiopathic  for  which  there  was  no 
definite  etiological  factor  such  as  syphilis,  tuberculosis,  bone 
tumor,  or  trophic  neurological  conditions.  As  more  cases  were 
examined  and  described  clinically  and  pathologically  osteopsa- 
thyrosis and  osteogenesis  imperfecta  were  found  to  be  identical 
conditions.  By  far  the  greater  number  of  cases  occurred  during 
intrauterine  life  and  were  stillborn.  Some,  however,  siu-vived  and 
presented  a  definite  clinical  picture.  Another  group  appeared 
to  be  normal  at  birth  but  later  on  in  childhood  suddenly  devel- 
oped a  tendency  to  multiple  fractures  from  very  little  v-iolence. 


NEW   YORK  ACADEMY   OF    MEDICINE.  309 

Many  authors  were  of  the  opinion  that  these  cases  were  congenital 
but  that  the  process  had  lain  dormant.  Heredity  seemed  to  be 
the  only  important  factor  in  the  etiology,  many  authors  having 
observed  several  cases  in  the  same  family.  It  was  interesting 
to  note  that  the  disease  had  been  present  at  birth  in  one  of 
twins,  the  other  child  being  perfectly  normal;  this  would  tend  to 
show  that  the  actual  condition  of  the  mother  was  not  at  fault 
and  that  the  disease  was  a  fetal  one.  The  pathology  of  the 
disease  had  been  investigated  by  Sumits,  Lovett  and  Nichols, 
Looser,  Stilling,  Harbitz  and  Fuchs  and  others.  Macroscopically, 
the  bones  showed  fractures,  the  breaks  being  very  numerous  in 
some  instances.  The  bone^'  might  be  soft  and  pliable  or  very 
brittle,  and  they  might  be  either  normal  in  length  or  short  and 
plump,  scarcely  narrower  in  the  middle  than  at  the  ends.  The 
cortex  of  the  bone  was  extremely  thin  and  in  the  cases  of  Michel 
and  H.  Miiller  the  entire  diaphysis  consisted  of  a  firm  membranous 
periosteum  filled  with  a  red-brown  mass  intersected  by  fine  bony 
spicules.  The  bones  of  the  skull  were  characteristic  in  that  they 
were  almost  entirely  devoid  of  calcification.  The  base  of  the 
skull  was  usually  ossified,  but  was  thin  and  friable.  The  ribs 
were  usuall}'  ossified  but  showed  irregularly  distributed  nodules, 
representing  previous  fractures.  Microscopically,  the  bones 
showed  the  following:  The  region  between  the  epiphysis  and 
diaphysis  of  the  long  bones  showed  normal  relations  in  respect 
to  the '  proliferation  of  the  cartilage,  the  form,  structure  and 
arrangement  of  the  cells.  Endochondral  ossification  per  se 
proceeded  normally  but  was  markedly  reduced  in  amount. 
In  the  diaphysis  one  met  with  numerous  thin,  cartilage  remnants, 
but  with  very  few  bone  trabeculge.  Periosteal  ossification  was 
entirely  absent  in  certain  places,  in  others  it  was  slight.  The 
periosteum  was  thin  and  the  number  of  osteoblasts  everywhere 
diminished  ;  in  the  long  bones  the  marrow  was  markedly  increased. 
The  children  who  survived  with  this  condition  were  small, 
underweight,  had  long  silky  hair,  open  fontanels  and  sutures, 
small  face,  soft,  delicate  skin,  protuberant  abdomen  ^vithout  any 
evidence  of  umbilical  hernia  and  diastasis  recti.  The  extremities 
showed  all  sorts  of  deformities  due  to  fracttues,  bending,  marked 
shortening  and  curvature  being  the  rule.  The  fracture  seemed 
to  cause  very  little  pain  and  union  took  place  rapidly.  The 
x-ray  appearance  of  the  bones  showed  large  medullary  cavities 
with  very  thin  atrophic  cortex,  epiphyseal  lines  showing  up 
fairly  sharply.  The  prognosis  of  the  disease  was  bad.  In  cases 
occurring  late  in  childhood  it  was  better,  as  some  seemed  to 
undergo  spontaneous  cure.  Drugs  and  organotherapy  had 
proved  equally  useless.  The  case  reported  was  that  of  a  seven 
months  old  child  of  Russian  parentage  with  a  family  history 
negative  as  to  syphilis,  tuberculosis  or  any  bone  disease  similar 
to  this  one.  Another  child  three  years  of  age  was  perfectly 
normal.  When  the  child  was  four  days  old  a  physician  found  a 
fracture  of  the  right  thigh,  but  the  mother  knew  of  no  other 
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fractures.  Except  for  underdevelopment  and  the  presence  of 
deformities  the  child  seemed  normal.  The  child  was  breast- 
fed for  five  months  and  then  received  both  breast  and  cow's 
milk,  but  gained  very  little  weight.  The  child  weighed  7 
pounds  and  4  ounces  and  was  unable  to  hold  up  its  head  which 
seemed  abnormally  large  in  comparison  wnth  the  tnmk  which 
was  short  and  broad.  The  extremities  were  small,  shortened, 
curved  and  anguated.  The  head  was  asymmetrical,  the  left  side 
being  flattened.  The  circumference  w^as  42.5  cm.;  the  cir- 
cumference from  mastoid  to  mastoid,  35.5  cm.;  occipitofrontal 
circumference  2975  cm.;  anterior  fontanel  8  cm.  by  7  cm.; 
posterior  fontanel,  10  cm.  by  6.5  eftn.  The  sagittal  suture  was 
wide  open.  There  was  distinct  exophthalmos.  The  nostrils 
were  fine  and  delicate,  the  mouth  small,  lips  thin  but  no  teeth 
present.  The  tongue  protruded  slightly.  The  hair  was  long  and 
silky.  The  chest  circumference  w'as  31  cm.  The  clavicles 
showed  angular  deformity.  Lymph  nodes  the  size  of  a  pea 
w^ere  just  palpable  in  the  axilla  and  groin.  The  urine  was 
clear,  amber,  ac:d  and  showed  no  albumin  or  sugar.  The 
blood  showed  hemoglobin  60  per  cent. ;  red  blood  cells,  4,512,000; 
white  blood  cells,  11,600;  differential  polynuclear  leukocytes, 
15  1/2  per  cent.;  large  mononuclears,  17  per  cent.;  small  leuko- 
cytes 64  per  cent.,;  eosinophiles,  2  1/2  per  cent.  Basophiles, 
1/2  per  cent.  The  noguchi  modification  of  the  Wassermann 
reaction  was  negative.  The  child  was  placed  in  the  Hoobler 
metabolism  bed  for  six  days  and  during  this  time  was  fed  on 
mixed  human  milk  obtained  from  the  outdoor  maternity.  The 
weight  of  the  child  at  the  beginning  of  the  experiment  was 
3400  grams;  at  the  completion  3430  grams.  An  analysis  of  the 
mother's  milk  showed  that  it  was  not  at  fault.  During  the  six 
days  the  child  took  3390  c.c.  of  milk  and  there  was  no  vomiting 
and  the  temperature  was  normal.  There  was  one  stool  a  day, 
normal  in  appearance  and  consistency.  The  urine  varied  from 
158  to  250  c.c.  a  -day;  the  specific  gravity  from  1005  to  loio. 
The  tables  showed  that  nitrogen  metabolism  was  approximately 
normal.  The  child  had  an  absolute  retention  of  423  mg.  a  day, 
35  per  cent,  of  the  intake.  This  corresponded  to  the  normal 
child  of  three  or  four  months.  During  the  day  on  which  the 
child's  urine  was  collected  for  creatin  and  creatinine  determi- 
nation there  was  an  intake  of  1.18  grams  nitrogen  and  370  c.c. 
of  urine  was  excreted.  About  3  mg.  per  kilo  of  creatinine 
nitrogen  was  excreted  in  twenty-four  hours.  This  was  low  as 
compared  to  the  findings  of  Amberg  and  Morrell  of  from  6  to 
9  mg.  per  kilo  weight.  The  fat  retention  and  absorption  were 
perfectly  normal.  The  calcium  metabolism  was  of  particular 
interest  in  the  light  of  the  disturbance  in  the  ossification  of 
bone.  It  was  seen  from  the  table  that  the  child  was  retaining 
calcium  to  the  extent  of  45.7  per  cent,  of  the  intake.  The  truest 
view  as  to  calcium  retention  was  obtained  when  the  retention 
was  based,  not  on  the  per  cent,  of  intake  but  on  the  absolute 
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amount  retained.  A  comparison  of  this  baby  with  others 
showed  that  a  retention  of  109  mg.  did  not  appear  to  be  very- 
low,  the  average  figures  being  from  1 10  to  120  mg.  The  positive 
calcium  balance  in  this  case  might  be  construed  in  different 
ways.  First,  the  disease  might  be  considered  at  an  end,  especially 
as  there  had  been  no  fractures  since  birth,  and  the  calcium 
metabolism  might  be  looked  at  as  that  of  a  normal  child.  But 
against  this  was  the  fact  that  the  cranial  bones  were  so  soft 
and  showed  such  a  markedly  diminished  power  of  ossification. 
Second,  the  disease  might  be  in  the  stage  of  repair  and  this 
would  seem  likely  since  there  had  been  no  fractures  since  birth. 
But  if  the  body  was  trying  to  replace  lost  calcium  there  should 
have  been  a  decidedly  greater  retention  of  calcium  than  was 
present  in  the  normal  child.  This  was  not  the  case.  On  the 
other  hand,  it  might  be  argued  that  the  calcium  balance  might 
remain  positive,  the  calcium  being  deposited  in  other  tissues 
than  the  skeleton.  When  one  considered  how  complicated  the 
whole  calcium  metabolism  was,  such  a  case  as  the  one  under 
discussion  leads  one  to  speculate  as  to  whether  there  was  a  distinct 
relationship  between  calcium  retention  and  skeleton  ossification. 
The  retention  of  magnesium  was  51  per  cent,  which  showed  very 
little  variation  from  Blauberg's  case.  The  phosphorus  metab- 
olism was  practically  normal.  The  sodium  and  potassium 
were  both  positive,  but  a  discussion  of  their  significance  was 
impossible  in  view  of  the  small  number  of  existing  analyses  in 
normal  infants.  For  the  same  reason  the  sulphur  balance 
could  not  be  adequately  discussed. 

SCLERODERMA    IN    AN    INFANT. 

Dr.  Roger  H.  Dennett  reported  this  case.  The  child  was 
born  on  October  8,  1911,  and  weighed  6  pounds  at  birth.  She 
was  the  first  child  of  healthy  parents.  The  baby  was  so  far  as 
could  be  ascertained,  perfectly  normal  at  the  time  of  birth  but 
when  three  days  old  became  very  ill  with  high  temperatiure  and 
rapid  respirations.  Her  life  was  despaired  of  and  in  the  course  of 
a  week  the  physician  said  to  the  mother  that  it  would  be  just  as 
well  if  she  did  not  live  as  she  was  not  a  normal  child  and  all  her 
joints  were  stiff.  She  recovered,  however,  and  began  to  gain 
in  weight.  She  had  a  great  deal  of  difficulty  in  nursing  evidently 
due  to  inability  to  swallow,  gagging  and  choking  during  nursing 
and  often  vomiting  all  that  she  had  taken.  At  the  end  of  two 
months  she  still  had  the  rigidity  all  over  the  body  and  thickening 
of  the  skin  and  subcutaneous  tissues.  She  was  then  seen  by  a 
physician  who  made  a  diagnosis  of  arthritis  due  to  syphilis. 
X-ray  plates  were  taken  which  showed  lack  of  ossification  in 
the  carpal  and  tarsal  bones.  She  was  then  put  upon  mercurial 
inunctions  for  one  month  and  did  very  badly,  losing  weight, 
vomiting  a  great  deal  and  having  many  loose  evacuations  daily. 
This  was  interesting  in  view  of  the  fact  that  some  authorities 
stated  that  scleroderma  was  aggravated  by  mercury.     When  Dr. 
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Dennett  first  saw  her,  at  the  age  of  three  months,  she  weighed 
7  pounds  and  12  ounces,  seemed  normal  mentally,  but  the  skin 
over  her  entire  body  with  a  few  exceptions,  was  yellow,  waxy  in 
appearance,  perfectly  smooth,  soft,  moist,  thickened  and  indu- 
rated, not  pitting  on  pressure.  The  fontanelle  was  normal  in 
size  and  the  head  well-shaped  with  no  thickening  about  the 
scalp.  The  eyes  were  deep  set  and  the  muscles  of  the  face  were 
partly  immobile.  The  arms  were  normal,  the  hands  having  a 
small  amotmt  of  thickening  upon  the  dorsal  aspect;  the  fingers 
were  held  more  or  less  flexed,  much  like  congenital  club-hand. 
The  chest  presented  only  slight  thickening  of  the  skin.  The  skin 
and  subcutaneous  tissue  of  the  abdomen  was  markedly  thickened 
and  indurated  with  a  depression  along  the  median  line.  The 
back  was  also  markedly  thickened,  including  the  buttocks. 
The  legs  were  held  in  the  flexed  position  and  could  not  be 
extended,  even  with  a  great  deal  of  force.  The  thickening  and 
induration  involved  the  whole  of  the  lower  extremities.  The 
medicinal  treatment  was  stopped  and  more  frequent  nursings 
given.  Later  the  vomiting  was  controlled  to  a  certain  extent 
by  paregoric.  Very  energetic  massage  was  given  to  prevent 
ankylosis.  The  subsequent  history  of  the  case  had  not  been 
of  very  great  moment.  Three  weeks  ago  he  had  begun  giving 
thyroid  extract  and  had  increased  it  to  two  grains  a  day.  This 
was  because  no  etiology  nor  treatment  had  as  yet  been  satisfac- 
tory and  because  the  induration  seemed  to  resemble  myxedema 
of  thyroid  deficiency  to  some  extent.  This  was  not  a  common 
condition  in  infancy;  the  youngest  case  found  on  record  was  that 
of  a  child  thirteen  months  of  age.  Crocker  had  seen  about  seven- 
teen cases  of  scleroderma,  some  of  them  being  in  children  and 
he  stated  that  children  were  less  apt  to  go  into  the  atrophic 
stage  which  condition  was  frequently  seen  in  adults  after  a 
period  of  months  or  years.  He  also  stated  that  the  disease 
was  apt  to  run  a  shorter  course  in  children  and  that,  therefore, 
the  prognosis  was  better.  Scleroderma  should  not  be  confused 
with  sclerema,  the  latter  running  a  subnormal  temperature 
and  the  indurated  areas  being  of  a  bluish  color,  cold  and  clammy 
to  the  touch. 
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{Coniimied  from  July.) 
THE    DEXTRINS    AND    MALTOSE    IN    INFANT    FEEDING. 

Dr.  Thomas  S.  Southworth  of  New  York  said  that  during  the 
course  of  pediatric  research  into  the  physiological  relations  to 
the  organism  of  the  various  elements  of  an  infant's  food,  attention 
had  recently  converged  upon  the  part  played  by  the  carbohy- 
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drates,  both  as  destructive  and  constructive  agencies.  The 
importance  of  the  carbohydrates  in  furnishing  to  the  normal 
body  feul  for  energ^^  and  heat  required  no  recapitulation;  it 
was  rather  the  injurious  effects  upon  the  human  body  that 
most  keenly  gripped  their  attention.  In  health  the  infant 
seemed  to  take  with  about  equal  facility  the  three  sugars  most 
commonly  employed  in  making  up  the  deficiency  of  carbohy- 
drates in  diluted  cow's  milk,  namely,  milk  sugar,  cane  sugar, 
and  so-called  malt  sugar,  but  it  had  remained  for  recent  investi- 
gators of  the  pathology  of  nutrition  to  assign  to  each  of  these 
forms  of  sugar  its  relative  position  as  a  disturbing  factor.  Al- 
though the  advantages  of  the  so-called  malt  sugar,  or  maltose, 
have  again  received  wide  recognition  for  purposes  of  restoring 
deficient  or  halting  nutrition  in  infants,  and  for  furnishing 
sufficient  calories  during  recovery  from  food  injuries,  there  had 
been  little  appreciation  of  the  rationale  of  its  action.  The 
terms  malt  sugar  and  maltose  were  inaccurate  and  misleading. 
While  pure  maltose  was  a  rare  product  of  the  laboratory,  too 
expensive  for  general  use,  and  consequently  never  employed  in 
infant  feeding,  the  commercial  products  to  which  this  generic 
name  was  too  often  loosely  applied,  were  numerous  and  it  was 
doubtful  whether  any  two  of  them  had  exactly  the  same  compo- 
sition. The  term  embraced  almost  any  preparation  produced 
by  the  action  of  diastatic  ferments  upon  starch.  While  lactose 
and  saccharose  were  given  in  the  food  by  themselves,  maltose 
was  never  administered  without  an  admixture  of  dextrins, 
which  latter,  while  capable  of  being  further  elaborated  into 
maltose,  and  subsequently  into  dextrose,  had,  for  the  time 
being,  very  different  chemical  and  physical  properties.  This 
association  of  the  dextrins  with  maltose,  instead  of  being  a 
negligible  matter,  was  a  factor  of  considerable  importance  and 
might  be  assumed  to  play  a  large  part  in  the  favorable  effects 
of  the  malt  preparations  in  disturbed  conditions.  Although 
malt  preparations  were  spoken  of  as  less  fermentable  than  the 
other  sugars,  it  was,  of  course,  an  error  to  think  of  maltose 
itself  as  not  liable  to  fermentation  of  certain  types,  since  this 
property  of  maltose  was  relied  upon  in  all  brewing  operations. 
Dextrin  remained  unfermentable  in  beer,  was  immune  to  fer- 
mentation in  the  intestine  until  reduced  to  assimilable  maltose. 
After  demonstrating  that  the  presence  of  dextrins  played  no  small 
part  in  the  therapeutic  and  nutritive  values  of  maltose-dextrin 
preparations,  their  attention  was  directed  to  the  proportion  in 
which  they  were  present  in  the  commercial  products.  An 
exceedingly  interesting  field  of  research  was  now  open  for 
determining  the  nutritive  and  therapeutic  values  in  normal 
and  pathologic  cases  of  high,  average,  or  low  percentages  of 
dextrin  in  maltose-dextrin  mixtures. 

MALTOSE  IN  INFANT  FEEDING. 

Dr.  John  Lovett  Morse  of  Boston  said  that  three  different 
sugars  were  used  commonly  in  the  feeding  of  infants,  lactose. 
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saccharose  and  maltose.  Maltose  was  seldom,  if  ever,  used  in  the 
pure  form.  Almost  all  of  the  sugars  which  were  spoken  of  as 
malt  sugars  were  in  reality  combinations  of  maltose  and  dextrin. 
These  sugars  were  all  disaccharides,  lactose  being  a  combination 
of  dextrose  and  galactose,  saccharose  of  dextrose  and  levulose 
and  maltose  of  dextrose  and  dextrose.  The  dextrins  were 
bodies  which  were  formed  in  the  change  from  starch  to  maltose, 
and  there  was  a  great  variety  of  them  and  their  exact  composi- 
tion was  not  well  known.  The  dextrins  being  finally  con- 
verted to  maltose,  their  ultimate  end  was  dextrose.  The  di- 
saccharides were  not  absorbed  as  such  from  the  intestine  under 
normal  conditions  but  were  first  broken  down  into  their  re- 
spective monosaccharides  by  special  ferments,  maltase,  saccha- 
rase  (invertin)  and  lactase.  These  were  formed  in  the  mucous 
membrane  of  the  small  intestine.  Maltose  was  the  most  quickly 
absorbed  of  the  three  disaccharides  and  saccharose  next.  The 
disaccharides  were  all  fermentable.  It  was  generally  accepted 
that  under  normal  condition,  and  when  not  given  in  excess, 
lactose  and  maltose  had  a  slightly  laxative,  and  saccharose  a 
slightly  constipating  effect.  According  to  Kendall,  the  normal 
fecal  flora  of  the  breast-fed  infant  was  comprised  of  the  following 
organisms:  B.  bifidus,  Mic.  ovalis,  B.  coli,  Bact.  aerogenes  and 
B.  acidophilus,  and  the  composition  and  maintenance  of  the 
normal  fecal  flora  was  without  question  due  to  the  relative 
excess  of  carbohydrate,  in  the  form  of  lactose,  in  the  milk.  It 
was,  therefore,  of  considerable  importance,  in  order  to  main- 
tain the  normal  fecal  flora,  to  have  a  considerable  amount  of 
sugar  in  the  food  of  babies  fed  on  mixtures  of  cows'  milk.  Accord- 
ing to  Kendall,  lactose  favored  especially  the  development  of 
B.  bifidus,  which  was  normally  the  predominant  organism  in 
the  large  intestine,  while  maltose  was  especially  conducive  to 
the  growth  of  the  B.  acidophilus  which,  although  normally  pre- 
sent in  small  numbers,  if  present  in  large  numbers  was  liable  to 
produce  an  excessive  degree  of  acidity  which  might  cause  irri- 
tation of  the  intestine  and  an  intolerance  for  sugar.  Under  nor- 
mal conditions,  therefore,  as  far  as  regarded  the  maintenance  of 
the  normal  intestinal  flora,  lactose  was  preferable  to  maltose. 
The  more  rapid  immediate  gain  in  weight  when  maltose  was 
added  to  the  food  poor  in  sugar  than  when  lactose  was  added 
was  of  no  importance,  since  the  gain  in  both  instances  was  almost 
entirely  due  to  the  retention  of  water. 

Finkelstein  and  MeA'er  developed  a  food  to  which  they  gave  the 
name  "Eiweiss-milch"  which  was  prepared  with  precipitated 
casein  and  buttermilk,  after  which  it  was  boiled;  its  composition 
was  fats,  2.5  per  cent. ;  lactose,  1.5  per  cent. ;  proteid,  3.0  per  cent. ; 
and  salts,  0.5  per  cent.  They  claimed  that  with  this  mixture 
the  loose,  green  stools  were  quickly  replaced  by  typical  soap 
stools.  One  quart  of  milk  contained,  however,  only  about  370 
calories  and  babies  taking  it  suffered  from  lack  of  nourishment. 
Thev  advocated,  therefore,  the  addition  of  malt  sugar  of  the  dex- 
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trin-maltose  preparations  to  the  mixture  after  the  disappear- 
ance of  the  acute  symptoms  in  order  to  avoid  loss  of  weight 
and  disturbance  of  nutrition.  The  use  of  this  method  of  treat- 
ment during  the  past  year  had  convinced  him  that  there  was  a 
variety  of  intestinal  indigestion  in  infancy  which  was  relieved 
by  reducing  the  sugar  and  salts  in  the  food  to  the  minimum  and 
giving  large  amounts  of  casein  and  that  the  dextrin-maltose 
preparations  could  be  given  to  these  patients  sooner  than  lac- 
tose without  causing  a  return  of  the  symptoms.  This  type  was 
characterized  by  an  increased  number  of  stools  of  diminished 
consistency,  green  in  color,  often  frothy,  acid  in  reaction  and 
not  infrequently  containing  mucus  and  fat  curds. 

In  conclusion  Dr.  Morse  said  that  lactose  was  for  many  reas- 
ons preferable  to  maltose  for  the  feeding  of  normal  infants. 
There  was  a  type  of  intestinal  indigestion  due  to  the  fermenta- 
tion of  sugar  in  the  treatment  of  the  convalescent  stage  of  which 
maltose  was  better  borne  than  lactose.  Maltose  was  contrain- 
dicated  in  the  treatment  of  diarrheas  due  to  the  gas  bacillus 
and  similar  organisms  and  was  less  useful  than  lactose  in  the 
treatment  of  those  caused  by  the  dysentery^  bacillus. 

DISCUSSION. 

Dr.  John  Howland  of  St.  Louis  said  that  more  work  should 
be  done  on  the  dextrins.  They  had  been  told  that  feeding  infants 
with  pure  dextrin  and  with  no  maltose  was  not  good;  they  had 
also  been  told  ^hat  ten  babies  thus  fed  by  Keller  died  as  the 
result,  and,  therefore,  pure  dextrin  had  not  been  used.  With  re- 
gard to  the  use  of  lactose  in  normal  children,  the  Germans  looked 
upon  this  as  being  dangerous  and  they  gave  as  an  argument  their 
experiments  upon  puppies.  However,  the  puppies  that  had 
rickets  did  well  on  this  feeding;  if  they  were  fed  on  glucose  and 
maltose  they  did  badly.  If  they  were  fed  upon  saccharose 
alone  they  died.  Dr.  Howland  did  not  agree  that  the  use  of 
lactose  was  dangerous  in  dysentery.  Lactose  in  large  quanti- 
ties would  undoubtedly  increase  the  diarrhea  and  this  danger 
should  be  bom  in  mind.  The  experimental  reports  showing 
lactose  to  be  a  useful  form  of  treatment  must  be  accepted. 

Dr.  Isaac  Abt  of  Chicago  said  that  he  had  been  using  the  malt 
preparations  for  some  time  and  normal  children  did  very  well  so  far 
as  gain  in  weight  was  concerned.  He  thought  it  was  well  known 
that  all  the  preparations  belonging  to  the  malt-dextrin  group 
would  cause  constipation,  and  therefore  it  was  necessary  to  add 
some  substance  to  overcome  this  tendency.  When  combined 
with  lactose  there  was  less  trouble  from  constipation.  Dr.  Abt 
said  the  whole  subject  of  the  bacteriology  of  the  intestinal  tract 
remained  as  yet  in  an  indefinite  state.  Valuable  work  had  been 
done  but  they  could  not  as  yet  base  any  conclusion  on  it,  much 
less  could  they  prescribe  sugars  on  the  basis  of  the  intestinal 
flora.  Too  much  importance  was  being  given  to  the  sugars 
alone  and  it  seemed  to  him  that  the  normal  child  did  equally 
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well  on  malt  sugar,  cane  sugar,  and  sugar  of  milk.  He  had 
watched  babies  both  in  dispensary  and  in  private  practice  on 
the  different  sugars  and  they  showed  no  difference  whatever  in 
their  progress. 

Dr.  Rowland  G.  Freeman  of  New  York  said  he  thought  the 
warning  about  the  use  of  malt  sugar  was  timely.  All  babies 
should  have  a  chance  at  normal  feeding  before  given  the  abnor- 
mal. There  was  a  tendency  to  place  children  on  these  malt 
foods  because  they  grew  faster.  In  an  investigation  regarding 
scurvy,  it  was  found  that  in  many  cases  the  proprietary  foods 
were  given  and  that  six  per  cent,  of  cases  of  scurvy  were  fed  on 
these  foods.  The  cases  of  scurvy  that  he  himself  had  seen  were 
fed  on  malt  foods.  If  the  babies  did  not  do  well  on  lactose  then 
change  to  maltose. 

Dr.  L.  Emmett  Holt  of  New  York  spoke  of  the  relation  of 
maltose  to  scurvy  and  said  that  it  was  a  fact  that  children  fed  on 
maltose  did  develop  scurvy.  The  use  of  maltose  would  overcome 
the  constipation  from  which  so  many  children  suffered  and  in  his 
opinion  the  liquid  preparations  were  better  than  the  dried  ones. 
In  a  study  on  the  intolerance  of  certain  sugars  made  last  year  it 
was  found  that  lactose  in  solution  was  practically  sterile  and  so 
was  cane  sugar,  but  maltose  preparations  contained  many  organ- 
isms that  were  quite  pathogenic.  These  organisms  were  killed 
only  by  quite  a  high  temperature  (the  boiling-point  for  twenty 
minutes,)  That  temperature  would,  of  course,  change  the  com- 
position of  the  sugar.  They  had  as  yet  much  to  learn  about  the 
variations  in  sugars  and  their  use  in  abnormal  cases.  The  use 
of  cane  sugar  in  diarrheal  diseases  was  a  great  advantage  where 
both  malt  sugar  and  maltose  were  badly  tolerated.  That  was 
the  secret  of  success  in  the  use  of  ordinary  condensed  milk.  Dr. 
Holt  said  that  in  the  main  he  agreed  with  the  conclusions  drawn. 

Dr.  L.  E.  La  Fetra  of  New  York  had  decided  that  the  use 
of  milk  sugar  did  harm,  especially  in  certain  cases.  There  was 
no  doubt  but  that  those  cases  of  diarrhea  occurring  among  hos- 
pital patients  would  improve  when  milk  sugar  had  substituted  for 
it  either  cane  sugar  one  of  the  dextrin-malt  preparations,  or  the 
amount  of  milk  was  lessened.  During  the  past  ten  months  he 
had  been  using  not  only  cane  sugar  but  the  dextrin-malt  prepa- 
rations as  well,  and  had  obtained  better  results.  In  many  cases 
of  diarrhea  they  obtained  the  best  results  by  diminishing  the 
amount  of  sugar  of  milk.  In  cases  with  thin  acid  stools  or  a 
large  amount  of  mucus  and  blood,  it  was  a  mistake  to  resume 
the  use  of  sugar  of  milk  early;  the  babies  should  be  kept  off  of 
it  for  quite  a  while. 

Dr.  Henry  L.  Coit  of  Newark,  N.  J.,  said  he  believed  there 
was  a  chemical  as  well  as  a  gross  dift'erence  due  to  contami- 
nation between  mother's  sugar  of  milk  and  the  commercial 
sugar  of  milk  and  for  that  reason  he  had  tried  to  get  at  the 
trusts  who  were  marketing  the  sugar  of  milk.  After  a  great 
deal  of  difficulty  he  had  obtained  an  audience  with  the  chemist 
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of  the  trust  and  he  admitted  the  presence  of  bacterial  toxins 
but  stated  that  their  milk  sugar  answered  the  requirements  of 
the  pharmacopoeia.  Professor  Leeds  had  made  an  investigation 
and  had  found  that  milk  sugar  was  full  of  bacteria  and  also  of 
chemical  impurities.  One  should  never  use  more  than  i  ounce 
and  this  should  be  boiled  as  the  commercial  article  is  not  reliable. 
The  brand  of  milk  sugar  known  as  "XXX"  was  the  finest.  It 
occurred  in  octahydra  crystals.  It  was  prepared  by  redissolving, 
filtering  and  boiling  down  into  crystals. 

Dr.  J.  P.  Crozer  Griffith  of  Philadelphia  said  he  wished  to 
call  attention  to  the  fact  that  he  was  a  member  of  the  committee 
appointed  to  study  scur\'y  and  that  their  report  had  shown  that 
a  large  number  of  cases  of  scurvy  were  caused  by  the  use  of  malt 
preparations. 

Dr.  Alfred  Hand,  Jr.,  of  Philadelphia  said  that  while  he 
had  never  conducted  a  scientific  investigation  on  the  influence  of 
sugar  in  infant  feeding,  he  always  felt  that  lactose  tended  to 
produce  diarrhea.  In  private  practice  where  milk  sugar  was  used 
so  much  there  was  a  tendency  to  constipation;  this  was  on 
account  of  the  diuretic  effect.  There  was  more  trouble  with 
constipation  in  private  practice  than  with  babies  in  hospital 
wards.  Where  a  child  was  obstinately  constipated  lactose  or 
saccharose  had  a  tendency  to  regulate  the  bowels. 

Dr.  Thomas  S.  Southworth  of  New  York  said  that  Dr.  Morse 
had  spoken  of  the  disadvantages  of  the  use  of  starch,  and  he 
himself  had  long  maintained  that  starch  could  be  overused  in 
children  and  one  should  be  very  careful  as  to  the  amount  used, 
especially  of  the  various  diluents.  He  had  used  barley  water 
largely  during  the  last  decade  in  children  who  w-ere  not  doing 
particularly  well  on  other  diluents.  The  death  of  those  children 
fed  on  dextrin  did  not  mean  by  any  means  that  death  was  due 
to  the  dextrin.  The  malt  dextrin  mixtures  contained  an 
amount  of  dextrin  to  which  little  attention  had  been  paid  in 
the  literature  until  recently.  Dr.  Southworth  expressed  himself 
as  much  interested  in  what  Dr.  Abt  had  said  regarding  the  use 
of  malt  dextrin  mixtures  and  his  statement  that  they  were 
constipating  rather  than  laxative  in  their  effect  corresponded 
with  his  own  experience.  This  was  probably  due  to  the  extrac- 
tion of  fluid  from  the  tissues.  Dr.  Southworth  said  he  had 
written  for  figures  regarding  the  preparations  and  had  received 
only  a  very  curt  reply. 

Dr.  John  Lovett  Morse  of  Boston  said  that  his  object  in 
looking  into  maltose  in  infant  feeding  was  to  find  out  what  basis 
there  was  primarily  for  the  wave  of  this  feeding  which  had  gone 
over  foreign  countries,  then  started  in  the  Middle  West  of  the 
United  States  and  was  gradually  working  its  way  east.  He 
could  not  see  a  single  reason  for  the  use  of  malt  sugar.  There 
were  men  who  wrote  favoring  malt  sugars  who  stated  that  the 
milk  sugar  of  cow's  milk  was  not  similar  chemically  to  the 
milk  sugar  of  mother's  milk.     There  was  no  chemical  basis  for 
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such  a  statement;  chemically,  they  were  the  same.  In  regard 
to  Dr.  Coit's  statement  that  the  milk  sugar  should  be  boiled,  he 
thought  that  the  boiling  did  not  destroy  the  toxic  products 
although  it  probably  did  destroy  the  bacteria.  He  did  not 
think  that  this  should  be  used  as  an  argument  against  its  use. 
Dr.  Morse  also  recalled  the  fact  that  the  American  Pediatric 
Society  had  made  an  investigation  in  regard  to  scurvy  and  there 
must  be  something  the  matter  with  that  report  because  some  had 
quoted  from  it  showing  that  certain  cases  of  scurvy  had  been 
caused  by  certain  articles  of  food  and  others  reported  that  it 
had  stated  that  scurvy'  was  not  caused  by  these  certain  articles 
of  food.  In  Boston  during  the  past  two  years  Dr.  Kendall  had 
been  working  in  the  Floating  Hospital  on  the  bacteria  that 
appeared  in  acute  diarrhea  diseases  occurring  among  babies 
during  the  summer  months.  Dr.  Kendall  had  a  great  deal  to 
offer  the  profession,  and  he,  himself,  as  well  as  others,  were  willing 
to  follow  Dr.  Kendall's  lead.  During  the  summer  of  1910  they 
employed  this  treatment,  giving  the  babies  a  solution  of  maltose 
and  the  entire  staff  felt  that  no  harm  had  resulted  from  the 
employment  of  this  sugar.  Just  as  good  results  could  be 
obtained  in  any  city  where  these  diarrheal  diseases  appeared. 
Too  much  reliance  could  not  be  placed  on  the  percentage  of 
recoveries  as,  at  times,  many  of  the  cases  were  of  a  mild  type. 

SERUM   TREATMENT    OF    PNEUMONIA. 

Dr.  Roland  G.  Freeman  of  New  York  presented  this  com- 
munication. Of  the  three  treatments  that  were  based  on  labora- 
tory investigation  one  might  mention  the  use  of  leukocyte 
extracts  advocated  by  Hiss,  the  use  of  vaccines  either  com- 
mercial or  autogenous,  and  finally  the  use  of  serum.  On  account 
of  the  usually  favorable  results  of  treatment  with  antipneu- 
mococcus  serum  it  seemed  worth  while  to  try  it  in  a  series  of 
cases,  using  alternate  cases  as  controls.  The  cases  admitted  to 
this  series  were  those  showing  a  fairly  high  temperature  with 
good  signs  in  the  chest.  In  none  of  the  cases  was  there  any 
evidence  of  irritation  at  the  point  of  injection.  The  serum  was 
rapidly  absorbed  and  there  was  no  inflammatory  disturbance. 
In  all  of  the  cases,  on  the  other  hand,  the  injections  were  followed 
by  urticaria,  but  without  fever  or  general  disturbance.  The 
average  age  of  the  children  injected  was  twenty  months,  and 
of  the  controls  was  eleven  months.  As  to  the  effect  of  the 
serum  there  was  in  many  cases  an  immediate  change  in  the 
appearance  of  the  child.  Children  that  looked  septic,  were 
apathetic,  with  anorexia  and  a  pale  blotchy  complexion,  in 
several  cases  after  the  injection  had  a  good  color,  were  brighter, 
took  the  feedings  better  and  seemed  much  improved  although 
the  condition  in  the  lung  was  usually  unchanged  or  perhaps 
spreading.  He  concluded  that  the  serum  injections  while  appar- 
ently affecting  favorably  the  course  of  the  disease  in  some  cases, 
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appeared  to  have  no  result  in  others;  that  in  most  cases  there 
appeared  to  be  a  better  reaction  on  the  part  of  the  child  after 
injection  than  before.  It  was  usually  followed  by  some  reduction 
in  leukocytosis  and  the  percentage  of  the  polynuclear  leukocytes 
increased.  In  these  favorabl}^  influenced  cases  there  was  little 
spreading  of  the  disease  after  injection,  and  in  some  a  fairly 
rapid  resolution.  The  pneumoccocus  serum  presented  a  safe 
method  of  attempting  to  influence  the  course  of  pneumonia  in 
children ;  the  addition  of  antistreptococcus  serum  seemed  to  offer 
no  advantage  over  the  use  of  the  pneumococcus  serum  alone. 

Dr.  Matthias  Nicoll,  Jr.,  of  New  York  said  that  he  had  had 
a  fairly  large  experience  with  the  use  of  the  pneumococcus  serum 
in  the  treatment  of  pneumonia  both  in  children  and  in  adults, 
and  he  thought  that  the  conclusions  that  Dr.  Freeman  had  come 
to  were  those  that  all  must  arrive  at  who  had  had  any  experience 
with  its  use:  Namely,  a  verdict  of  "not  proven."  Sometimes 
good  results  were  obtained  and  sometimes  no  results  whatever. 
Dr.  Freeman  used  full  doses  of  the  serum.  There  was  no  use 
in  giving  such  doses  as  lo  or  15  c.c,  but  at  least  100  c.c.  and 
personally  he  belived  in  giving  it  in  the  veins. 

Dr.  Nicoll  said  that  he  had  recently  been  made  somewhat 
skeptical  in  regard  to  the  value  of  the  serum  by  an  attempt 
which  he  had  made  to  immunize  diphtheria  cases  against 
secondary  pneumonia.  The  number  of  children  was  between 
forty  and  fifty,  of  two  years  and  a  half  of  age  or  under,  and 
at  the  time  of  their  admission  to  the  hospital  were  free  from 
pneumonia  as  far  as  could  be  judged  by  temperature,  pulse 
and  respiration.  All  these  children  were  intubated  either 
before  admission  or  shortly  after  so  that  the  reliability  of  physical 
signs  in  the  chest  was  not  great.  These  children  were  each 
given  20  c.c.  of  a  mixture  of  one-half  pneumococcus  serum  and 
antistreptococcus  serum.  By  comparing  the  death  rate  from 
pneumonia  in  this  series  of  cases,  it  was  found  that  the  results 
were  not  remarkably  better  than  that  which  had  been  obtained 
in  each  of  the  two  previous  years,  and  during  the  same  seasons 
of  the  year  among  the  same  class  of  cases  not  immunized.  It 
was  difficult  therefore  to  have  a  great  deal  of  faith  in  the  curative 
value  of  a  serum  which  had  so  little  apparent  protective  power 
against  the  organism  whose  activities  it  was  designed  to  control. 
In  the  last  series  of  cases  reported  from  Germany  the  serum  had 
been  given  intravenously  in  what  dosage  it  was  not  possible  to 
determine,  as  the  method  of  standardization  was  not  stated  and 
the  dosage  was  regulated  according  to  the  latter,  with  results 
by  no  means  convincing  of  its  curative  value.  In  view  of  the 
fact  that  not  infrequently  good  results  seem  to  follow  the  use 
of  the  serum  he  believed  that  it  should  be  given  in  prolonged 
and  severe  cases  of  pneumonia  which  seemed  to  be  daily  losing 
ground,  but  the  dosage  should  be  large.  He  had  not  seen  any 
bad  results  which  could  be  definitely  attributed  to  the  use  of  the 
serum,  even  when  given  intravenously  in  large  doses.     Dosage 
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of  loo  c.c.  given  subcutaneously  while  it  caused  a  formidable 
tumor  occasioned  very  little  pain  and  was  easily  administered. 

THE      EMPLOYMENT     OF     SALVARSAN     IN     INFANTS      AND     YOUNG 

CHILDREN. 

Dr.  L.  E.  La  Fetra  of  New  York  said  that  if  they  considered 
only  the  moderate  grades  of  congenital  syphilis,  the  treatment  of 
the  disease  by  the  older  methods  had  been  quite  satisfactory; 
but  when  they  considered  the  severe  types,  they  experienced  a 
feeling  of  dissatisfaction.  On  account  of  the  high  mortality  of 
the  serious  cases,  on  account  of  the  possibility  of  late  mani- 
festations of  the  diseases  of  the  eye,  ear,  bones  or  nervous 
system,  there  had  long  been  needed  some  more  powerful  and  more 
certain  remedy.  The  use  of  salvarsan  in  adults  had  been  general 
during  the  past  two  years  and  very  definite  conclusions  had  been 
reached  in  regard  to  technic  and  dosage;  in  infants,  however, 
there  was  not  the  same  certainty  as  regards  technic  and  dosage. 
Salvarsan  might  be  given  to  the  infant  indirectly  by  injection 
of  the  pregnant  or  nursing  mother,  or  it  might  be  given  directly 
to  the  infant.  The  results  on  the  infant  of  injecting  the  pregnant 
woman  with  salvarsan  had  been  generally  unfavorable.  The 
best  and  most  rapid  results  were  obtained  by  the  direct  injection 
of  salvarsan  into  the  infant.  The  routes  for  injection  have  been 
subcutaneous,  intramuscular  and  the  intravenous.  The  sub- 
cutaneous method  produced  bad  sloughs  or  cellulitis  and  had  to 
be  abandoned.  Since  June  30,  191 1,  there  had  been  treated  at 
Dr.  La  Fetra's  service  in  the  Children's  Wards  at  Bellevue 
Hospital  twenty-five  cases  of  hereditary  syphilis  of  the  con- 
genital type.  Of  these,  ten  received  salvarsan  either  with  or 
without  mercurial  treatment,  while  fifteen  were  treated  by  the 
use  of  mercurials  alone.  Many  did  not  receive  the  salvarsan 
treatment  because  they  were  in  a  moribund  state  and  died  soon 
after  entering  the  hospital;  others  did  not  receive  it  because  the 
condition  was  so  mild  that  it  seemed  wise  only  to  use  mercury. 
The  ages  of  the  fifteen  patients  in  whom  only  mercury  was  used 
ranged  from  three  weeks  to  one  year,  most  of  the  patients  about 
three  months  old.  The  ages  of  the  ten  salvarsan  cases  ranged 
from  two  months  to  five  and  one-half  years.  The  results  of  the 
fifteen  cases  treated  by  mercurials  alone  were  as  follows :  Three 
improved,  two  unimproved  and  ten  died.  The  ten  cases  treated 
by  salvarsan  showed  a  mortality  of  only  two ;  all  the  other  cases 
were  decidedly  improved  and  showed  a  marked  gain  in  weight 
and  improvement  in  general  condition  in  addition  to  the  dis- 
appearance of  their  specific  symptoms. 

Dr.  La  Fetra  concluded  that  (i)  while  the  indirect  method  of 
giving  salvarsan  to  the  nursing  mother  was.  valuable  and  should 
be  used  when  the  mother  was  available,  the  surest  method  con- 
sisted in  giving  salvarsan  to  the  infant.  Both  indirect  and  direct 
administration  should  be  employed  whenever  possible.      (2)  The 
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intravenous  method  of  administration  was  the  best.  Usually  it 
would  be  found  easiest  to  expose  the  vein  before  attempting  to 
insert  the  needle.  (3)  The  dosage  should  not  be  less  than  o.oi 
grams  per  kilo.  (4)  Repeated  injections  and  supplemental 
treatment  by  mercurials  might  be  necessary.  (5)  The  Wasser- 
mann  reaction  should  be  followed  for  a  year. 

Dr.  Butterworth  of  New  Orleans  said  that  only  those  who 
had  tried  to  enter  the  veins  of  the  upper  extremities  realized  the 
difificulties  encountered  and  he  advised  the  use  of  the  vein  over 
the  internal  malleolus.  From  his  experience  with  a  large  number 
of  cases  be  believed  that  the  repeated  injection  of  small  doses  of 
salvarsan  was  better  than  the  giving  of  the  larger  doses.  The 
simplicity  of  the  apparatus  presented,  commended  itself  to  him. 

Dr.  Fritz  B.  Talbot  of  Boston  said  that  the  location  of  the 
injection  of  salvarsan  had  caused  many  people  trouble.  From 
the  experience  of  Dr.  Vincent  of  Boston  it  would  seem  that  in- 
jections into  the  jugular  vein  were  the  most  practical  of  all.  In 
the  cases  which  were  under  his  observation  no  trouble  followed 
when  the  injection  was  made  into  this  vein. 

Dr.  Isaac  Abt  of  Chicago  asked  how  old  the  children  were. 

Dr.  L.  E.  La  Fetra  replied  that  the  ages  ranged  from  six 
weeks  to  two  years,  one  child  was  five  and  one-half  years  of  age. 
The  apparatus  he  had  showTi  commended  itself  to  him  because 
with  it  it  was  possible  to  give  several  injections  at  the  same  time. 
The  use  of  the  glass  tube  was  undoubtedly  a  great  advantage 
because  the  fluid  could  flow  through  w4th  greater  facility  and 
no  pressure  was  necessary.  As  before  stated  it  was  better  to 
use  salvarsan  in  connection  with  mercury. 

THE    INFLUENCE    OF   MILK    STATIONS    ON    INFANT   MORTALITY. 

Dr.  Samuel  S.  Adams  of  Washington,  D.  C,  said  that  milk 
stations  for  the  distribution  of  modified  milk  to  the  babies  of  the 
poor  had  been  established  and  maintained  by  Mr.  George  M. 
Oyster,  Jr.,  during  the  past  year.  Sixteen  physicians  had 
cooperated  in  the  work  at  the  various  stations.  From  two  to 
four  gi-aduate  nurses  had  been  employed  during  the  entire  year 
and  their  whole  time  and  attention  had  been  given  to  the  work. 
Six  hundred  and  thirty-one  babies  had  been  prescribed  for. 
Four  hundred  and  seven  cases  had  been  terminated  and  224 
cases  were  in  the  stations  on  April  24.  Of  the  631  cases  434 
had  received  milk  as  prescribed  by  physicians  absolutely 
without  cost,  197  cases  had,  during  all  or  part  of  the  time  they 
were  in  the  stations,  paid  for  all  or  a  part  of  the  milk  furnished. 
About  322,400  bottles  of  milk  had  been  furnished  during  the 
year.  Of  the  total  number  of  cases  213  or  34  per  cent,  of  all 
cases  were  white,  while  418  cases  or  66  per  cent,  of  all  cases 
were  colored.  The  total  number  of  cases  lost  from  all  causes 
was  twenty-nine.  In  addition  to  ordering  and  dispensing  the 
milk  at  the  various  stations,  the  nurses  had  visited  and  investi- 
gated conditions  in  ever>'  home  where  the  milk  had  been  used. 
They  also  had  given  much  personal  instructions  and  suggestions 
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as  the  needs  of  the  individual  cases  seemed  to  suggest.  In  all 
about  6500  such  visits  had  been  made  by  the  nurses  during  the 
year.  Believing  that  both  education  and  good  food  were  essen- 
tials for  the  reduction  of  infant  mortality  a  course  of  sixty  lectures 
was  organized  for  the  benefit  of  those  desiring  general  informa- 
tion regarding  the  care  and  feeding  of  babies.  The  average 
attendance  at  all  lectures  was  31.7,  and  the  total  attendance  2034. 
Twenty  cash  prizes  were  ofifered  by  Mr.  Oyster  in  connection 
with  the  lecture  course.  Ten  of  these  prizes  were  to  be  given 
young  people  between  the  ages  of  twelve  and  sixteen  for  the  best 
essays  covering  the  work  of  eight  or  more  lectures.  Ten  other 
prizes  were  given  for  prompt  attendance  and  good  behavior. 
Twelve  physicians  and  others  cooperated  at  these  educational 
meetings  as  lecturers  on  some  one  or  more  phases  of  the  work. 
Ice  was  also  furnished  during  the  summer  months.  As  the 
result  of  this  campaign  of  education  of  supplying  good  food  and 
ice,  the  mortality  among  those  availing  themselves  of  Mr.  Oyster's 
beneficence  was  markedly  reduced  and  was  very  low  when 
contrasted  with  the  mortality  among  infants  in  the  District  of 
Columbia. 

DISCUSSION. 

Dr.  Rowland  G.  Freeman  of  New  York  said  there  was  un- 
doubtedly a  great  reduction  in  infant  mortality  after  the  estab- 
lishment of  these  milk  stations.  This  reduction  could  not  be 
accomplished  by  education  alone.  In  certain  communities  in 
France  where  milk  depots  were  established  there  had  been  a 
reduction  of  as  much  as  60  per  cent,  in  the  infant  mortality. 
Several  years  ago  in  New  York  the  death  rate  as  a  whole  increased 
slightly  while  in  one  district  where  there  were  visiting  nurses  it 
had  decreased  15  per  cent.  Assuming  that  with  thorough  educa- 
tional work  and  house  to  house  visits  they  could  get  15  per  cent, 
difference  in  the  death  rate  while  in  France  they  could  by  means 
of  milk  stations  get  a  difference  of  60  per  cent.,  45  per  cent,  of  the 
reduction  would  be  attributable  to  good  milk. 

Dr.  J.  H.  Mason  Knox,  Jr.,  of  Baltimore  said  that  the  statis- 
tics given  by  Dr.  Adams  corresponded  to  the  ones  in  Baltimore. 
There  was  one  feature  of  the  work  that  had  not  been  given  the 
prominence  that  it  deserved,  and  that  was  the  prenatal  visits 
to  the  expectant  mothers.  As  a  rule  babies  were  not  brought 
to  them  until  their  condition  was  desperate  and,  therefore,  they 
had  endevored  to  get  in  touch  with  the  obstetric  clinics.  At  the 
Hopkins  Clinic  during  one  year  they  had  500  babies  and  mothers 
and  the  mortality  was  only  5  per  cent.  Fifty  per  cent,  of  these 
were  colored  people.  Forty  per  cent,  of  the  children  were  il- 
legitimate and  60  per  cent,  of  them  were  exclusively  breast-fed ; 
this  was  due  to  prenatal  instruction.  Thfs  educational  work  in 
a  way  combatted  the  midwife  question.  As  pediatricians  they 
should  encourage  better  obstetrics. 
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Dr.  Henry  L.  Coit  of  Newark,  N.  J.,  emphasized  the  point 
that  the  nurse  employed  in  this  work  should  be  one  who  was 
trained,  one  with  good  education,  good  judgement  and  experi- 
ence in  handling  the  young.  Dr.  Coit  said  he  had  such  a  nurse 
working  under  him  in  Newark  and  he  also  had  a  statician  fur- 
nished him  by  the  Russell  Sage  Foundation.  As  the  result  of 
her  work  among  515  babies  they  had  obtained  a  mortality  of 
only  2.7  per  cent.  He  agreed  with  Dr.  Freeman  that  it  would 
be  unfortunate  to  swing  toward  education  alone  rather  than  the 
dispensing  of  milk;  the  two  should  be  used  jointly.  The  value 
of  education,  however,  was  unquestioned. 

Dr.  Samuel  S.  Adams  of  Washington,  D.  C,  in  closing  the 
discussion,  said  that  one  of  the  first  things  was  to  educate  the 
people  as  to  how  to  care  for  the  milk.  In  Washington  they  had  a 
very  refined  equipment,  comparable  to  the  milk  supplied  by  the 
Walker-Gordon  people.  When  a  doctor  applied  for  work  in  these 
stations  he  always  asked  him  if  he  knew  how  to  treat  babies  by 
modern  methods.  If  ,he  did  not  he  would  not  be  employed. 
Patent  foods  were  barred ;  if  the  doctors  wished  they  might  give 
cereals  in  combination.  Some  of  the  doctors  preferred  raw  and 
some  pasteurized  milk.  Dr.  Adams  thought  that  the  question  of 
prenatal  visits  belonged  to  the  field  of  obstetrics.  Dr.  Adams  said 
they  were  careful  in  the  selection  of  nurses  and  took  those  pre- 
ferably who  had  been  trained  in  such  hospitals  as  he  himself 
was  connected  with.  He  laid  emphasis  on  the  necessity  of  the 
nurses  being  firm  in  their  dealings  with  the  people  at  the  sta- 
tions and  in  their  homes.  He  also  emphasized  the  importance 
of  having  attractive  nurses  as  these  impressed  the  parents.  The 
general  infant  mortality  in  Washington  last  year  was  high. 

a  specimen  and  radiograms  of  a  CASE  OF  CHONDRODYSTROPHY. 

Dr.  L.  E.  La  Fetra  of  New  York  reported  this  case  and  pre- 
sented specimens  and  radiograms.  The  child  was  admitted  when 
one-half  a  day  old  on  November  i,  191 1,  and  died  January  10, 
19 1 2.  The  autopsy  record  by  Dr.  Charles  Norris  gave  the  anat- 
omical diagnosis  of  chondrodystrophia  congenitalis  and  rachitis. 
The  body  of  the  female  child  was  42  cm.  long  and  weighed  2270 
grams.  The  anterior  fontanel  was  5  cm.  wide  and  6  cm.  long. 
The  sutures  were  wide  open.  There  was  a  marked  rachitic 
rosary,  the  swelling  being  most  marked  on  the  inside  of  the  thorax. 
There  was  no  Harrison's  groove,  but  a  longitudinal  groove 
just  external  to  the  costochondral  junction.  The  xiphoid  car- 
tilage was  bifurcated.  The  left  lung  was  atelectatic.  The  heart 
lay  to  the  right,  the  aorta  being  visible  and  to  the  right  of  the 
pulmonary  arteries.  There  was  a  small  patent  foramen  ovale. 
The  thyroid  gland  was  small.  The  foramen  magnum  was  ver}' 
narrow  and  the  clivus  was  steep. 

The  radiographic  examination  of  the  whole  body  was  taken 
by  Dr.  Hirsch  and  showed  all  the  essential  bony  and  joint  changes 
characteristic  of  achondroplasia.  There  were  no  points  of  os- 
sification for  the  epiphyses  of  any   of  the  bones  of  the  upper 
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extremity;  but  the  lower  epiphyses  of  the  femora  were  part- 
ially ossified.  The  diaphyseal  ends  of  the  bones  were  broad- 
ened and  sharply  outlined. 

ELECTION    OF   OFFICERS. 

President,  Dr.  John  Lovett  Morse  of  Boston;  Vice-President, 
Dr.  John  Ruhrah  of  Baltimore;  Secretary,  Dr.  Samual  S.  Adams 
of  Washington,  D.  C. ;  Treasurer,  Dr.  Chas.  Hunter  Dunn  of 
Boston,  Mass. ;  Recorder  and  Editor,  Dr.  L.  E.  La  Fetra  of  New 
York;  Representative  of  the  American  Pediatric  Society,  Committee 
on  Arrangements  for  the  Meeting  of  the  Congress  in  Washington, 
D.  C.  in  1 913,  Dr.  Samual  S.  Adams  of  Washington,  D.  C.  Next 
Place  of  Meeting,  Washington,  D.  C. 


MEETING  OF  THE  AMERICAN  MEDICAL  ASSOCIA- 
TION AT  ATLANTIC  CITY. 


Jiine  4-7,  191 2. 

SECTION    ON    DISEASES    OF    CHILDREN. 

Dr.  Isaac  A.   Abt,  Chicago,  in  the  Chair. 

Afternoon  Session,  June  4. 

The  Chairman's  Address,  prefaced  by  an  historic  resume  of 
the  literature  of  gastrointestinal  diseases,  called  attention  to  the 
necessity  for  scientific  classification.  He  said  that  the  work 
already  done  was  excellent,  that  even  as  early  as  the  literature 
of  ancient  India  wet-nursing  was  a  measure  commonly  employed, 
and  that  almost  modern  seemed  the  advice  of  Soronos,  and 
cautioned  against  complication  and  duplication  by  publication 
of  other  works  upon  gastrointestinal  disorders  without  sufficient 
reference  to  those  already  published.  He  thought  that  the  work 
of  the  early  nineteenth  century  in  the  extension  of  the  knowledge 
of  pathology  and  the  classification  of  bacteriology  had  done  a 
great  deal  through  dividing  the  functions  of  the  organs  and 
the  diseases  associated  With  pathological  lesions.  He  said  that 
during  this  period  diarrhea  was  first  divided  into  its  seven  great 
classes  and  each  fully  described,  the  climax  being  reached  by 
Wiederhoefer  in  t88o.  In  Jacobi's  writings  attention  was 
directed  to  the  infectious  nature  of  gastrointestinal  diseases', 
and  the  fact  that  the  digestibility  of  food  was  of  as  much  import- 
ance as  its  nutritive  value.  He  thought  that  bacteriological 
research  had  been  of  little  value  as  an  aid  in  the  scientific  classi- 
fication of  the  disease,  having  been  vagu'e  and  inefficient  for  a 
long  time,  identical  pathologic  lesions  being  associated  with 
inconsistent  and  different  courses  of  the  disease,  and  the  descrip- 
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tive  terms  used  in  a  confusing  way.  One  group  of  intestinal 
disorders  being  dependent  upon  a  bacteriologie  cause,  he  thought 
it  was  necessary  to  divide  them  from  the  group  that  have  no 
such  origin.  He  also  stated  that  the  gastrointestinal  diseases 
of  infants  should  be  divided  from  those  of  older  children;  but 
cautioned  against  the  tendency  to  drift  too  rapidly  into  these 
advanced  ideas.  He  said  that  in  order  to  appreciate  the  need 
for  research  work  in  the  etiology  of  gastrointestinal  disease, 
investigation  of  foods,  the  processes  of  digestion  in  normal  and 
disturbed  states,  and  constant  retrospective  study  should  be 
made  that  work  already  done  might  not  be  duplicated;  and 
inventory  taken  of  the  contributions  of  modern  times  so  that 
the  condition  might  be  understood  to  a  degree  which  would 
enable  pathologists  to  meet  it  with  any  certainty  of  results. 

TJic  Ability  of  WomBn  to  Nurse  their  Children. — Dr.  J.  P. 
Crozer  Griffith  of  Philadelphia  gave  statistics  to  show  the 
importance  of  breast  feeding  as  compared  to  artificial  feeding, 
and  the  influence  of  the  latter  upon  the  death  rate,  and  the 
subsequent  health  of  children.  He  said  that  he  knew  of  men 
who  claimed  to  be  able  to  feed  artificially  as  well  as  at  the  breast, 
but  he  was  not  so  optimistic.  He  had  sent  a  circular  letter  and 
questionaire  to  his  patients  and  those  at  the  clinic  from  the 
replies  to  which  he  gathered  that  the  chances  for  robust  life, 
and  recovery  from  disease,  were  five  times  greater  among  breast- 
fed infants.  He  said  that  frequent  examination  into  the  dis- 
eases of  adult  life  would  trace  their  causative  factors  to  artificial 
feeding  in  infancy.  He  thought  that  physicians  were  largely 
responsible  for  the  increasing  number  of  artificially  fed  infants 
and  said  that  in  his  studies  he  had  found  few  women  actually 
unable  to  nurse  their  children,  as  compared  with  the  vast  number 
who  had  been  permitted  to  feed  artificially  for  some  trifling 
irregularity.  Figures  gathered  in  support  of  artificial  feeding, 
he  said,  were  misleading  from  the  fact  that  they  were  largely 
from  lying-in  hospitals  and  could  show  but  a  week  or  ten  days 
of  the  life  of  the  child  and  the  mother  under  conditions  of  care 
and  regularity  conducive  to  progress.  He  thought  under  careful 
managernent  and  education  fully  60  per  cent,  of  the  women 
outside  of  maternity  hospitals  were  capable  of  nursing  their 
infants.  His  experience  showed  that  infrequency  of  breast 
feeding  was  more  prevalent  among  the  better  classes  than  among 
the  poor,  but  that  there  was  an  increasing  desire  on  the  part  of 
most  women  to  nurse  their  children.  He  thought  that  actual 
disability  might  be  transmitted  by  inheritance,  but  that  most 
of  the  inability  was  disinclination,  brought  about  by  generations 
of  teaching  that  artificial  feeding  was  just  as  satisfactory,  more 
convenient,  and  the  claims  of  manufacturers  for  their  foods. 
Among  the  poor  the  necessity  for  the  mother  to  work  to  support 
her  children  and  her  inability  to  get  proper,  milk-stimulating 
food  were  factors  which  could  only  be  corrected  by  changed 
sociologic  conditions.     He  thought  that  education,  and  better 
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attention  to  nutriment  could  do  a  great  deal  for  these  objections 
to  breast  feeding  and  that  so  long  as  the  contraindications  for 
natural  feeding  were  more  fancied  than  real,  the  cure  was  largeh^ 
in  the  hands  of  physicians.  He  said  that  a  breast  which  at  first 
gave  a  small,  indifferent  supply  could  be  stimulated  and  that 
there  was  no  good  substitute  for  mother's  milk.  It  was  the 
natural  food  of  the  child,  proportioned  in  its  ingredients  for 
its  digestive  ability,  and  that  no  pediatrist  should  advise  weaning 
until  repeated,  conscientious  trials  had  been  made. 

Supplemental  Breast  Feeding  in  Infants.— Dr.  H.  M.  McClana- 
HAN  of  Omaha  gave  as  the  indications  for  supplemental  feeding : 
first,  the  development  of  the  infant  and,  secondly,  the  health 
and  comfort  of  the  mother.  He  said  that  there  was  nothing 
to  successfully  take  the  place  of  mother's  milk,  that  under 
normal  conditions  it  was  sterile,  ingested  at  a  normal  tempera- 
ture, and  contained  protective  chemicals  that  the  child  needed. 
He  lamented  the  fact  that  no  other  function  of  the  human  body 
had  been  studied  so  little.  He  said  that  when  the  milk  was 
insufficient  for  the  nourishment  of  the  infant,  supplemental  feed- 
ing was  indicated,  but  under  all  circumstances  the  mother's 
milk  should  be  used,  and  every  efifort  made  to  increase  the 
quantity.  He  said  that  in  400  cases  investigated  he  found 
only  fourteen  mothers  who  refused  to  nurse  their  children, 
while  250  had  not  done  so  because  physicians  had  told  them 
their  milk  was  not  good  and  their  babies  were  starving.  He 
thought  that  infrequent,  irregular  use  of  the  breasts  had  a 
tendency  to  lessen  the  secretion  and  depreciate  the  quality. 
From  his  experience  he  did  not  advise  the  use  of  the  breast  pump. 
In  supplemental  feeding  he  advised  giving  the  breast  first,  then 
the  bottle,  so  that  as  the  flow  increased  the  child  would  get  the 
benefit  of  it  and  take  supplemental  food  in  gradually  lessening 
quantities.  He  thought  it  a  mistake  for  a  child  to  "strip"  the 
breast,  suggesting  ten  minutes  as  an  average  time  for  a  nursing, 
but  said  that  no  positive  rule  could  be  laid  dowTi  for  a  condition 
which  varied  so  greatly  as  this.  He  said  that  where  the  breast 
is  used  a  very  small  amount  of  prepared  food  would  satisf}^  the 
infant  and  cause  it  to  gain  and  develop.  He  thought  that  the 
majority  of  women  would  nurse  their  children  if  they  were 
helped  and  instructed,  and  thought  that  weaning  should  not 
be  advised  from  the  first  or  second  failure,  but  that  repeated 
attempts  should  be  made.  He  said  that  the  responsibility 
rested  upon  physicians,  that  if  they  would  realize  the  importance 
of  breast  feeding  they  would  secure  the  cooperation  of  the 
mothers  and  that  the  mortality  rate  of  infants  before  the  second 
year  would  be  markedly  lessened. 

Dr.  D.  B.  English  of  Summit,  N.  J.,  said  that  where  milk  was 
scant  he  had  advised  using  first  one  breast  and  then  the  other, 
so  that  the  child  would  get  food  enough.  He  thought  that  the 
child  should  get  enough  at  each  nursing,  so  that  the  nursings 
would  not  have  to  be  frequent.     If  that  was  insufficient  he  gave 
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bottle  milk,  but  gave  it  at  intervals  during  the  breast  nursing, 
so  that  it  Tvas  completely  mixed  with  the  mother's  milk  to  aid 
digestion.  He  said  that  where  the  artificial  food  was  given  first 
the  child  did  not  get  the  benefit  of  the  increase  in  the  mother's 
milk. 

Dr.  Cram  of  Milwaukee  thought  that  scanty  milk  was  often  due 
lack  of  sleep  and  said  that  he  frequently  advised  taking  the 
infant  to  away  from  the  house  at  night  so  that  the  mother's 
rest  might  not  be  broken. 

Dr.  Southworth  of  Xew  York  said  that  one  reason  why 
infants  did  so  much  better  upon  breast  milk  was  because  it 
required  almost  no  supervision.  Bottle  feedings  must  be  changed 
and  modified  from  time  to  time  and  the  indications  for  a  change 
were  want  of  continued  development  of  the  child,  and  each  time 
this  occurred  the  progress  of  the  infant  was  interfered  with. 
He,  however,  did  not  think  that  the  breast-fed  infant  should 
go  entirely  unsuper\-ised,  and  thought  that  a  great  deal  of  the 
failure  to  nurse  successfully  was  due  to  mothers  being  left  to  their 
own  resources.  He  agreed  with  Dr.  Griffith  that  the  responsi- 
bility was  largely  with  physicians,  that  their  grounds  for  advising 
weaning  were  often  inadequate.  He  did  not  believe  that  there 
was  very  much  "bad"  breast  milk,  there  might  be  insuflicient 
quantity,  but  he  thought  as  a  rule  what  there  was  was  good,  and 
could  be  stimulated.  He  said  that  in  his  practice  the  cases 
were  extremely  rare  where  the  mother's  milk  actually  injured 
the  child.  He  considered  examinations  of  mother's  milk  mis- 
leading. He  thought  that  if  the  mother's  health  was  built  up 
and  she  was  taught  how  to  increase  the  supply  of  milk  its  quality 
could  usually  be  relied  upon.  He  said  that  too  little  stress  was 
laid  upon  the  great  protection  to  children  in  breast  feeding. 

Dr.  Shaw  of  Albany  said  that  many  a  child  had  been  saved 
from  severe  illness  and  probably  death  by  even  one  breast  feeding 
a  day.  He  said  that  this  was  shown  clearly  in  institutions  where 
there  is  but  one  wet  nurse  and  each  child  got  but  a  small  quantity. 
He  disagreed  with  Dr.  McClanahan  in  his  statement  that  the 
pump  did  not  stimulate  the  quantity.  In  his  practice  it  had 
proven  good.  He  also  disagreed  with  Dr.  Southworth's  state- 
ment that  analyses  were  of  no  value.  He  thought  them  a  dis- 
tinct aid.  He  said  that  through  analyses  he  had  been  able  to 
demonstrate  to  his  satisfaction  that  the  use  of  the  pump  in- 
creased the  amount  of  proteids. 

Dr.  Churchill  of  Chicago  said  that  at  the  Children's  Memorial 
Hospital  in  Chicago  they  employed  one  wet  nurse  in  the  winter 
and  two  in  the  summer.  He  said  that  the  stimulation  of  the 
breasts,  the  hygienic  life  and  the  careful,  regular  diet,  markedly 
increased  the  amount  of  milk  secreted.  He  said  that  for  fear 
of  infecting  the  nurses,  they  did  not  feed  the  children  at  the 
breast,  but  used  the  pump  and  then  fed  from  a  bottle;  in  this 
way  they  were  able  to  keep  accurate  records  of  the  amount  each 
nurse  gave,  and  they  found  that  one  nurse,  for  a  few  weeks, 
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gave  five  quarts  a  day,  which  would  seem  to  indicate  that  there 
was  value  in  a  breast  pump.  He  said  that  even  one  feeding  a 
day  of  breast  milk  would  increase  the  amount  of  cows'  milk  a 
child  could  take  b}'  stimulating  digestion. 

Dr.  Johnston  of  Grand  Rapids  emphasized  the  difficulty  of 
getting  wet  nurses  in  small  to\\Tis.  He  said  that  during  the 
summer  months  they  were  able  to  find  a  number  of  women 
about  the  town  who  were  able  to  spare  from  a  few  ounces  to  a 
pint  of  milk  a  day  and  in  this  way  they  were  able  to  give  each  of 
the  children  in  the  institution  some  breast  milk.  He  had  obtained 
statistics  in  Berlin  showing  that  the  mortality  among  children 
partly  breast  and  partly  artificially  fed  was  but  lo  per  cent,  greater 
than  that  of  all-breast-fed,  while  that  of  the  entirely  artificially 
fed  was  fully  twice  as  great.  He  cited  one  group  of  thirty 
families,  among  which  were  eighty  children,  that  at  the  end 
of  the  eighth  year  showed  death  of  all  of  the  artificially  fed,  while 
all  of  the  breast-fed  were  living,  showing  that  the  ill  effects  of 
artificial  feeding  are  felt  through  all  the  childhood  diseases. 

Dr.  Scott  of  New  York  said  that  peasant  women  fed  their 
children  at  any  time  and  appeared  to  have  no  trouble,  and  he 
thought  that  if  the  importance  of  breast  feeding  was  impressed 
more  firml}'  upon  mothers  breast  feeding  would  become  more  uni- 
versal. He  though  the  underlying  objection  partly  psychologic, 
that  women  had  been  educated  to  think  that  bottle  feeding  was 
as  well  for  the  'child  and  as  it  was  more  convenient  for  herself, 
and  did  not  interfere  with  her  social  duties,  they  would  not 
make  an  adequate  effort  to  feed  their  children  naturally.  He 
said  that  in  his  work  among  the  poor  he  had  found  when  he 
impressed  upon  the  wom-^tn  the  desirabilit}^  and  the  protection, 
of  even  one  breast  feeding  a  day,  the}''  were  willing  to  make  the 
effort.  He  thought  that  obstetricians  were  partly  at  fault, 
because,  not  understanding  the  problems  of  feeding,  they  allowed 
the  child  to  run  do^^Ti  into  an  emaciated  state  and  then  called  in 
a  pediatrist  to  bring  them  up. 

Dr.  Harington  of  Milwaukee  thought  that  the  practice  of 
putting  the  child  to  first  one  breast  and  then  to  the  other  was 
^\Tong  because  normally  the  child  nurses  from  one  breast,  then 
in  two  hours  from  the  other,  giving  each  breast  a  rest  of  four 
hours,  while  with  this  practice  each  breast  had  a  rest  of  but  two 
hours,  and  was  not  a  normally  strong  breast  to  start  with.  He 
thought  that  better  results  could  be  obtained  by  giving  one 
breast,  then  the  supplemental  food,  so  that  each  gland  will  have 
a  proper  rest  between  feedings. 

Dr.  Douglas  of  Detroit  said  that  every  woman  could  nurse 
successfully  if  properly  instructed  unless  there  was  something 
organically  wrong.  He  said  that  successful  nursing,  however, 
did  not  consist  merely  in  getting  a  certam  amount  of  liquid  into 
a  child;  that  the  mother's  diet,  exercise  and  rest  must  be  regulated. 
He  said  that,  having  done  that,  if  the  child  continued  to  have 
green,  slimy  stools,  it  was  safe  to  say  that  there  was  something 
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wrong,  and  that  persistence  in  even  one  feeding  a  day  would 
injure  the  child.  He  said  that  he  was  heartily  in  sympathy  with 
supplemental  feeding  if  the  mother's  milk  was  good,  but  merely 
scant  in  quantity,  but  where  it  was  not,  he  thought  it  bad 
practice  to  feed  it  just  because  the  mother  had  it.  He  thought 
that  if,  after  fair  trial,  the  child  was  not  in  healthy  condition  it 
should  be  put  upon  modified  milk  diet.  He  thought  that 
obstetricians  were  responsible  for  the  careless  work  of  midwives 
and  T-he  responsibility  they  assume  in  advising  women  in  matters 
which  they  do  not  understand. 

Dr.  Denny  of  Brookline,  Mass.,  said  that  one  advantage  of 
supplemental  feeding  was  that  children  were  accustomed  to  cows' 
milk  earl}^,  so  that  if  for  any  reason  weaning  was  necessary  it 
worked  no  injury  to  the  child.  In  supplemental  feeding,  he 
said,  one  began  by  giving  a  small  amount  of  a  foreign  albumen 
to  the  infant  and  it  was  being  immunized  against  it. 

Dr.  Zahorsky  of  St.  Louis  thought  that  the  physicians  were 
being  too  severely  condemned  for  the  increasing  number  of 
artificially  fed  infants.  He  said  that  there  were  many  conditions 
about  breast  feeding  that  were  not  understood ;  that  there  was  a 
disturbed  condition  in  the  infant  which  caused  suffering  and  for 
want  of  more  definite  knowledge  it  was  attributed  to  the  food, 
while  as  a  matter  of  fact  physicians  did  not  know  what  the  cause 
was,  and  were  powerless  to  relieve  it.  He  called  attention  to 
the  condition,  often  seen,  of  a  young,  healthy,  apparently 
normal  woman  who,  for  some  reason  or  another  had  no  milk, 
and  the  physician  could  not  increase  it.  He  said  another  cause 
for  women  not  nursing,  which  had  been  passed  over  too  lightly, 
was  a  disagreeable  sensation.  He  thought  that  if  it  could  be 
made  a  pleasure  to  her,  and  its  extreme  desirability  brought 
home  to  her  forcibly  there  would  be  little  difficulty  in  getting 
most  mothers  to  nurse  their  babies. 

Dr.  Southworth  wished  to  correct  the  impression  which 
Dr.  Shaw  got  from  his  remarks  that  he  was  opposed  to  analysis 
of  milk.  He  was  not,  but  emphasized  the  point  that  if  every 
baby  was  weaned  upon  the  findings  of  the  first  analysis  a  great 
injustice  would  be  done. 

Dr.  Brady  of  St.  Louis  said  that  some  children  had  to  be 
weaned  because  there  was  too  much  milk — they  were  being 
overfed. 

Long-Interval  Feeding  of  Premature  Infants;  read  by  Dr. 
J.  C.  LiTZENBERG  of  Minneapolis.  He  said  that  short-interval 
feeding  of  premature  infants,  instituted  empirically,  had  been 
handed  down  from  text-book  to  text-book,  owing,  no  doubt, 
to  the  accepted  belief  that  their  caloric  needs  were  proportion- 
ately greater  than  those  of  mature  infants,  and  that  the  best 
way  to  supply  that  demand  was  to  feed  small  quantities  of  mother's 
milk  frequently.  He  presented  a  series  of  cases  (illustrated  by 
charts)  from  his  practice  showing  that  where  three,  four  and 
even  five-hour  intervals   were   employed   from   the   beginning 
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there  was  less  digestive  disturbance,  less  cyanosis,  no  greater 
initial  loss,  and  just  as  rapid  gains  and  less  care  and  anxiety 
on  the  part  of  attendants,  than  with  short-interval  feeding. 
His  charts  showed  that  his  cases  gained  on  a  very  small  per- 
centage of  body-weight  of  food,  while  most  authorities  recom- 
mend one-fifth  of  the  body-weight.  He  said  that  these  babies 
could  take  the  required  amount  without  digestive  disturbance 
even  if  they  were  fed  only  every  four  hours.  He  made  no  attempt 
at  establishing  an  hour  schedule  for  premature  infants,  but  they 
had  had  such  good  results  with  their  series  of  cases  that  he  con- 
sidered their  findings  good  guides.  With  long-interval  feedings 
the  babies  could  sleep  uninterruptedly  for  longer  periods,  they 
were  easier  to  take  care  of,  and  in  every  way  the  method  seemed 
to  tend  to  even,  steady  development. 

A  Plea  for  Longer  Intervals  in  Milk  Feeding. — Dr.  Julius  H. 
CoMROE  of  York,  Pa.,  said  that  the  average  healthy  infant 
received  an  excessive  number  of  feedings  during  the  first  year; 
that  such  constant  filling  of  the  stomach  was  sure  to  result  in 
trouble.  Experiments  showed  that  even  after  three  hours 
residues  of  food  remained  in  the  stomach.  Many  of  the  symp- 
toms, he  said,  classed  as  "insufficient  feeding"  were  the  direct 
result  of  too  short  intervals  between  nursings,  and  time  should 
be  given  for  the  stomach  to  nearly  empty  itself  before  each 
feeding.  While  the  intervals  varied  in  which  the  stomachs  of 
different  children  would  empty  themselves,  and  a  longer  period 
should  be  allowed  for  the  artificially  fed,  he  thought  that  four 
hours  was  a  fair  average  time  to  allow  between  feedings.  He  said 
that  the  present  statistics  of  the  gastric  capacity  represented 
the  anatomic,  rather  than  the  practical  capacity,  and  that  the 
amount  of  food  to  be  ingested  exceeded  the  number  given  by 
3  or  4  ounces.  But  he  had  established  to  his  own  satisfaction 
the  fact  that  the  average  normal  child  fed  at  long  intervals 
would  take  more  food  than  it  could  take  fed  at  short  intervals, 
and  with  less  disturbance.  The  usual  weight  accorded  to  the 
normal  child  of  one  year  was  reached  by  his  cases  at  ten  and 
eleven  months.  He  thought  that  more  individualism  should 
be  shown,  and  instead  of  following  the  definite  rules  of  the 
text-books  for  the  modifications  to  be  given  at  the  diff"erent 
stages  of  infancy,  each  case  should  be  a  law  unto  itself.  He 
found  in  his  cases  fed  at  long  mtervals  that  the  child  could  take 
whole  cows'  milk  by  the  fourth  month  and  was  able  to  digest  a 
higher  caloric  value  than  those  fed  frequently.  He  said  that  for 
the  first  two  months  the  normal  child  should  sleep  twenty-two 
hours  and  that  disturbance  for  frequent  feedings  lessened  this 
time,  therefore  interfered  with  the  growth  and  development  of 
the  child.  He  permitted  the  child  to  nurse  until  apparently  sat- 
isfied, although  he  recommended  a  maximum  of  twenty  minutes. 

Dr.  Lowenburg  of  Philadelphia  from  his  experience  would  not 
endorse  long-interval  feeding,  and  said  that  Dr.  Comroe  seemed 
to  become  as  dogmatic  in  his  recommendations  of  long  intervals 
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as  he  had  criticized  others  for  being  in  the  short  intervals.  He 
said  that  one  would  hardly  be  justified  in  giving  up  a  practice 
that  had  proven  successful  for  one  which  had  only  been  tried 
experimentally  on  a  preconceived  idea.  Statistics  in  his  practice 
did  not  show  that  infants  fed  at  long  intervals  could  take  any 
more  food,  or  of  any  higher  caloric  value  than  those  fed  at  the 
usually  recommended  intervals.  He  did  endorse  heartily  the 
doctor's  closing  remarks  that  each  case  was  a  law  unto  itself 
and  should  be  handled  as  conditions  seemed  to  demand. 

Dr.  Miller  of  Atlantic  City  said  that  he  had  found  that  the 
stomach  was  not  empty  until  after  four  hours,  but  agreed  that 
the  rule  that  had  proven  satisfactory  to  a  doctor  should  be  the 
one  for  him  to  follow.  He  thought  that  when  a  child  showed 
evidences  of  disturbance  and  vomited  long  intervals  between 
feedings  would  be  a  decided  benefit,  but  where  they  showed  no 
such  disturbance,  and  the  doctor  had  previously  had  good  results 
with  short-interval  feedings,  he  should  not  be  hasty  in  changing. 

Dr.  Morse  of  Boston  called  attention  to  the  fact  that  in  the 
charts  Dr.  Litzenburg  showed  most  of  the  babies  weighed  at 
least  4  pounds,  and  all  were  able  to  take  the  breast.  He  said 
that  was  not  the  type  of  infant  that  is  usually  meant  by  the 
term  "premature."  He  said  that  when  you  had  under  con- 
sideration a  child  that  could  not  be  handled  at  all,  that  could  not 
take  the  nipple,  and  could  scarcely  swallow,  when  you  did  well 
if  you  got  a  teaspoonful  of  food  into  its  mouth  and  it  was  able 
to  take  it  he  did  not  believe  enough  food  could  be  given  it  once 
in  four  hours  to  keep  it  alive.  He  did  not  believe  American 
pediatrists  were  any  more  routinists  than  others  but  where  a 
method  of  feeding  had  been  employed  successfully  in  some 
cases,  a  doctor  certainly  had  ample  reason  for  using  it  in  others 
that  were  apparently  similar  in  every  respect.  He  thought 
babies  were  rarely  overfed,  that  an  energetic,  normal  child  could 
take  care  of  all  the  food  it  would  take  in  twenty-four  hours,  but 
when  one  had  under  consideration  a  sick  infant,  that  was  another 
matter  and  he  believed  there  was  scarcely  a  pediatrist  in  practice 
who  did  not  modify  all  his  rules  to  meet  the  needs  of  that  in- 
dividual case. 

Dr.  Royster  of  Norfolk,  Va.,  said  that  a  baby  was  a  very 
poor  laboratory  as  a  guide  to  proper  feeding  measures,  no  two 
being  alike;  that  no  one  could  apply  the  "rule  of  thumb"  to  the 
extent  of  saying  that  there  should  be  so  many  grams  of  stool  to 
so  much  food.  He  thought  that  the  best  rule  was  weight,  upon 
a  carefully  balanced  scale.  He  said  that  if  it  were  possible  to 
secure,  through  a  catheter,  the  contents  of  a  baby's  duodenum 
the  possibility  and  probability  of  measuring  the  digestion  would 
be  possible,  but  since  that  v:as  not  possible  each  case  should  be 
studied  individually  and  its  feeding  and  treatment  fitted  to  it. 
He  wished  Dr.  Litzenburg  to  say  when  the  child  of  the  eclamptic 
mother  was  put  to  the  breast,  what  the  condition  of  the  albumen 
was,  and  the  toxicity  of  the  milk. 

Dr.  English  of  Summit,  N.  J.,  said  that  he  did  not  feed  babies 
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with  any  clock  regularity.  He  thought  that  the  proper  time  to 
feed  a  baby  was  when  he  woke  up  and  cried  and  nothing  else 
would  satisfy  him.  He  said,  however,  that  every  other  measure 
should  be  tried  before  feeding,  and  that  after  it  had  been  you 
had  the  benefit  of  the  stimulation  of  the  gastric  juices  through 
intense  desire,  which  aided  digestion  materially.  He  thought 
that  scarcely  two  children  would  digest  their  food  in  the  same 
length  of  time,  and  that  the  stomach  should  have  had  an  oppor- 
tunity to  rest  and  contract  thoroughly  before  more  food  was  put 
into  it.  His  general  instructions  to  mothers  were  to  feed  no 
oftener  than  every  three  hours,  but  if  the  child  would  be  con- 
tented without  food  for  eight  hours  he  did  not  think  it  should 
be  fed  sooner. 

Dr.  Hess  of  Chicago  said  that  when  each  baby  had  been  fed 
in  accordance  with  its  individual  needs,  and  every  baby  had 
mother's  milk  the  whole  problem  would  be  solved.  He  said 
that  his  paper,  which  had  been  referred  to,  considered  only 
babies  weighing  under  1500  grams,  one  weighing  only  690. 
Those  weighing  1500  grams  were  fed  no  to  130  calories,  and 
those  below  an  average  of  140  calories.  He  believed  that  a 
premature  infant  should  be  fed  more  than  a  full-term  baby  to 
gain.  In  his  cases  practically  none  gained  on  less  than  90 
calories.  Since  this  series  of  cases  were  under  observation  he 
had  been  feeding  less  frequently  and  believed  that  he  got  best 
results  from  three-hour  feedings  up  to  the  time  that  they  reached 
normal  birth  weight,  making  up  the  number  of  calories  by  con- 
centration. He  said  that  they  used  to  feed  dilute  food,  but  now 
were  feeding  more  concentrated,  nearly  normal  whole  milk. 

Dr.  Southworth  of  New  York  said  that  in  Germany  there 
was  a  reaction  from  the  four-hour  interval  and  where  milk  is  not 
sufficient  supplemental  feeding  was  resorted  to  and  every  means 
taken  to  stimulate  the  flow. 

Dr.  McKee  of  San  Francisco  said  that  he  had  used  the  four- 
hour  interval  successfully  in  his  practice  and  with  great  satis- 
faction. He  said  that  this  method  admits  of  as  much  indi- 
viduality as  did  the  short-interval.  He  said  that  they  were 
laying  especial  stress  upon  teaching  proper  feeding,  and 
various  modifications  of  cow's  milk,  and  that  they  found  their 
chief  opposition  came  from  the  manufacturers  of  proprietary 
foods.  He  thought  that  the  section  should  take  action  against 
the  free  admission  of  these  manufacturers  into  the  exhibit  hall 
of  the  meeting  and  the  pages  of  the  Association  Journal. 

Dr.  Zahorsky  of  St.  Louis  said  that  the  time  when  a  baby's 
stomach  Avas  empty  depended  almost  entireh'  upon  the  amount 
of  food  that  had  gone  into  it.  He  thought  that  the  main  objection 
to  the  four-hour  feeding  was  that  it  necessitated  a  night  feeding 
for  the  first  five  months,  while  with  the  three-hour  interval 
this  could  soon  be  abandoned. 

Dr.  Litzenburg  in  closing  the  discussion  said  that  he  had  no 
propaganda,  that  the  method  which  he  had  used  so  successfully 
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was  of  no  value  for  children  weighing  less  than  three  pounds, 
but  that  he  merely  reported  his  experience  thinking  that  some 
one  who  had  tried  everything  else  and  failed  might  try  this  and 
save  a  child.  He  said  that  case  six  was  absolutely  unable  to 
swallow,  but  that  it  was  fed  every  four  hours  just  what  it  was 
able  to  take,  first  of  water,  then  dilute  mother's  milk,  at  first 
poured  down  the  nose,  then  gradually,  as  it  became  stronger, 
by  mouth.  He  said  that  the  period  of  gestation  in  the  series 
varied  from  seven  to  eight  months.  In  reply  to  Dr.  Royster  he 
said  that  the  baby  of  the  toxic  mother  was  fed  by  others  until  the 
mother  was  over  her  toxic  symptoms.  These  babies,  he  empha- 
sized, were  not  fed  according  to  rule,  but  according  to  their 
digestive  ability,  and  the  only  recommendation  he  had  to  make 
was  that  the  method  be  tried  in  other  cases  and  that  results  be 
reported  to  see  if  the  results  in  a  large  number  of  cases  proved 
there  was  merit  in  the  method. 

Dr.  Comroe  in  closing  said  that  the  only  criticism  of  his 
method  seemed  to  come  from  those  who  had  had  no  experience 
with  it,  therefore  it  could  not  add  much  weight.  He  said  that 
in  his  experience  infants  soon  adjusted  themselves  automatically 
to  no  night  feeding.  He  thought  that  his  charts  showed  that  he 
was  getting  away  from  dogmatic  feeding,  but  where  the  old 
methods  did  not  work,  and  the  babies  were  not  doing  w^ell,  he 
thought  that  this  method  presented  a  phase  that  might  be  tried 
out. 

{To  be  continued) 
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Infaxt  Feeding.  By  Clifford  G.  Grulee,  A.  M.,  M.  D., 
Assistant  Professor  of  Pediatrics  at  Rush  Medical  College  (in 
affiliation  with  the  University  of  Chicago;  Attending  Pediat- 
rician to  Cook  County,  Provident  and  St.  Bernard's  Hospitals, 
and  to  the  Home  for  Destitute  Crippled  Children,  Chicago; 
Associate  Pediatrician  to  the  Presbyterian  Hospital,  Chicago. 
W.  B.  Saunders. 

The  writer  of  this  book  states  that  he  has  endeavored  to  do  two 
things:,,  First,  to  bring  our  knowledge  of  the  scientific  processes 
which  underlie  infant  feeding  up  to  the  present,  and  second,  to 
put  forth  the  practical  application  of  these  principles  in  such  a 
way  that  they  can  be  grasped  by  one  no  more  familiar  with  the 
subject  than  the  practicing  physician." 

One  certainly  cannot  endeavor  to  do  more  but  the  author 
falls  so  far  short  of  his  purpose  that  a  perusal  of  the  book  gives 
rise  only  to  disappointment. 

The  second  chapter  is  devoted  to  the  anatomy  and  the  third 
to  the  physiology  of  the  gastrointestinal  tract  in  the  infant. 
13 
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The  most  important  features  of  these  subjects  are  given  in  a  very 
cursory  way.  In  the  fourth  chapter  devoted  to  absorption  and 
metabolism  the  writer  gives  a  brief  summary  of  the  subject  but 
falls  far  short  of  its  possibilities.  This  chapter  contains  a  great 
number  of  half  truths  and  ambiguities  which  if  taken  literally 
will  certainly  lead  to  false  impressions.  For  example,  on  page  35, 
it  is  stated  that  in  new-born  infants  Langstein  and  Nieman  found 
a  negative  nitrogen  balance  for  the  first  five  to  eight  days.  This 
statement  is  true  so  far  as  it  goes  but  the  writer  makes  no  mention 
of  the  fact  that  the  infants  were  fed  mature  milk  from  wet  nurses 
and  did  not  receive  colostrum  and  the  early  milk  secretion 
which  is  obviously  the  physiological  occurrence.  Neither  does 
he  mention  that  the  work  of  others  on  new-born  infants  who  were 
naturally  fed  showed  a  nitrogen  retention  during  this  period 
instead  of  a  nitrogen  loss. 

On  page  36  following  the  statement  that  creatin  is  more  fre- 
quently present  in  the  urine  of  children  than  in  that  of  adults 
the  author  says:  "Niemann  has  determined  the  same  for  uric 
acid."  Surely  the  writer  does  not  wish  to  imply  that  uric  acid 
is  rarely  present  in  the  urine  of  adults  and  occasionally  absent 
from  the  urine  of  infants.  We  know  that  uric  acid  is  always 
present  in  the  urine  of  all  individuals  at  all  ages.  The  work  of 
Reusing,  Sjoqvist,  Orgler,  Goppert,  Niemann  and  others  merely 
shows  that  there  is  a  greatly  increased  uric  acid  output  in  the 
new-born  infant  and  a  greater  excretion  per  kilo  of  body  weight 
in  infants  than  in  adults.  Many  such  examples  of  ambiguity  or 
error  could  be  cited  but  one  more  will  suffice. 

On  page  44  the  writer  says:  "According  to  Moll,  well  breast- 
fed infants  have  not  phosphorus  in  the  urine  in  sufficient  quantity 
to  estimate  by  our  present  methods."  The  method  advocated 
by  Moll  was  merely  a  uranium  acetate  titration  of  a  small  amount 
of  urine  to  determine  the  presence  of  inorganic  phosphorus  or 
phosphates.  This  method  of  determination  does  not  determine 
the  total  phosphorus.  Moreover,  Moll  did  not  claim  that  even 
inorganic  phosphorus  was  absent  but  merely  stated  that  it  was 
present  in  quantities  too  small  to  estimate  with  uranium  acetate 
when  small  amounts  of  urine  were  used.  He  states  that  the 
normal  breast-fed  infant  excretes  from  10  to  20  mg.  of  P2O5  a 
day  which  urine  he  considers  practically  phosphorus  free. 

In  the  paper  of  Langstein  and  Niemann  quoted  in  the  next 
paragraph  the  method  of  phosphorus  determination  was  not 
stated  but  presumably  they  estimated  the  total  phosphorus 
(inorganic  plus  organic)  and  they  presumably  used  comparatively 
large  amounts  of  urine  for  the  determination.  For  reasons  stated 
before  it  is  somewhat  questionable  whether  the  results  of  these 
writers  apply  to  the  normal  new-born  infant  and  other  observers 
have  obtained  different  results. 

The  chapters  devoted  to  breast  feeding  are  good  and  are  in 
accord  with  the  generally  accepted  views. 

In  the  sections  of  the  book  devoted  to  artificial  feeding  the  views 
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are  those  of  the  German  school  and  there  are  many  statements 
with  which  American  pediatricians  will  not  agree.  For  example, 
the  wTiter  states  that  from  the  sixth  to  the  twelfth  month  an 
infant  should  gain  only  two  to  three  ounces  a  week.  Again, 
"a  gain  of  S  ounces  a  week  should  always  make  us  apprehensive, 
because  almost  invariably  such  an  excessive  (italics  mine)  gain 
in  weight  is  followed  by  a  catastrophe."  Such  statements 
require  no  comment. 

The  description  of  the  technic  of  artificial  feeding  and  the 
adaption  of  the  food  to  the  needs  of  the  infant  is  totally  inade- 
quate. It  is  to  be  feared  that  one  unfamiliar  with  infant  feeding 
would  have  great  difficulty  if  his  knowledge  were  restricted  to 
this  book.  After  giving  three  sample  formulas  for  infants  under 
three  months  of  age  the  author  says:  "With  the  use  of  such 
a  formula,  one  can  scarcely  expect  to  have  a  child  gain  normally 
in  weight,  but  one,  in  large  measure,  can  avoid  nutritional 
disturbances  which  are  of  such  grave  nature  when  they  affect 
the  infant  under  three  months  of  age." 

The  chapters  on  the  nutritional  disturbances  of  artificially 
fed  infants  are  especially  good  and  contain  descriptions  of  the 
teachings  of  Czemy  and  Kellar  and  the  Finkelstein  school.  In 
illustration  of  the  various  nutritional  disturbances  the  excellent 
diagrams  of  v.  Pirquet  are  given.  It  might  be  added  that  these 
are  by  far  the  best  illustrations  in  the  book. 

Special  sections  are  devoted  to  the  subject  of  the  premature 
infant,  the  exudative  diathesis,  the  spasmophilic  diathesis, 
rickets,  scurv^',  eczema  and  pyloric  spasm  and  stenosis.  These 
chapters  contain  nothing  original  nor  is  the  writer's  treatment 
of  the  subjects  worthy  of  special  comment. 

Throughout  the  book  there  are  a  great  number  of  obscure 
passages  and  in  a  number  of  places  the  language  is  so  obscure 
or  involved  that  it  is  difficult  if  not  impossible  to  ascertain  the 
author's  meaning. 
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Study  of  Icterus  Neonatorum  by  Means  of  the  Duodenal 
Catheter. — Tests  by  A.  F.  Hess  (Amer.  Jozir.  Dis.  Child.,  191 2, 
iii,  304)  by  means  of  the  duodenal  catheter  show  that  bile  is  very 
rarely  excreted  during  the  first  twelve  hours  of  life;  it  was  ob- 
tained but  once  in  the  course  of  fifty-two  tests.  Bile  excretion 
during  the  subsequent  twenty-four  hours  is  variable;  in  cases  of 
marked  jaundice  it  is  profuse;  in  cases  not  jaundiced  it  is  scanty 
or  absent.  The  function  of  excretion  gradually  becomes  fully 
established  during  the  first  week  or  ten  days  of  life.  Where 
jaundice  manifests  itself,  it  precedes  the  excretion  of  bile  into  the 
duodenum.     Secretion   of   bile   varies    within    wide    limits.     In 
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general  it  is  marked  when  the  jaundice  is  marked.  The  occur- 
rence of  jaundice  results  from  a  defective  correlation  of  excretion 
and  secretion.  It  is  generally  caused  by  the  inability  of  the  rudi- 
mentary excretion  to  cope  with  the  sudden  profuse  secretion  of 
bile.  It  would  seem  beyond  doubt  that  in  most  cases  of  icterus 
neonatorum  there  is  a  disturbance  of  secretion,  a  polycholia,  or 
a  mere  increase  in  the  formation  of  bile  pigment,  pleiochylia. 
In  many  of  the  cases  of  marked  jaundice  this  hypersecretion 
reaches  an  intensity  so  marked  that  bile  overflows  into  the 
stomach,  where  it  may  be  found  on  introducing  the  stomach 
tube,  or  manifests  itself  by  its  presence  in  the  vomitus.  It  seems 
probable  that  this  pleichylia  is  due  to  an  increased  amount  of  avail- 
able hemoglobin;  that  bile  salts  are  absorbed  from  the  intestine, 
resulting  in  a  disintegration  of  blood-cells  and  a  consequent 
elaboration  of  bile  in  the  liver.  There  is  a  coincident  disturbance 
of  excretion,  and  it  is  probable  that  were  excretion  as  well  pro- 
vided for  at  birth  as  in  later  infancy,  there  would  be  no  disturb- 
ance such  as  icterus  neonatorum.  During  the  first  hours  of  life 
there  is  practically  no  functionating  excretory  mechanism,  and 
this  function  manifests  itself  but  gradually.  The  bile  is  secreted 
under  low  pressure,  but  where  an  excess  is  secreted,  as  is  generally 
the  case  in  jaundice,  the  pressure  is  proportionately  increased,  so 
that  a  profuse  excretion  of  bile  into  the  duodenum  is  obtained. 
Nevertheless,  congestion  of  the  biliary  capillaries  ensues,  and 
icterus  results.  The  reason  why  jaundice  appears  in  the  first 
days  of  life  is  because  at  the  time  when  excretion  has  incompletely 
assumed  its  function  throughout  the  body,  in  the  liver  as  well  as 
in  other  organs,  for  example,  in  the  breasts  and  in  the  kidneys,  a 
sudden  flood  of  bile  is  poured  into  the  passive  excretory  ducts  and 
gains  access  to  the  hepatic  circulation. 

Tonsils  in  Childhood. — J.  G.  Wilson  (Amer.  Jour.  Dis.  Child., 
1 91 2,  iii,  277)  says  that  since  comparative  anatomy  shows  that 
in  all  cases  a  communication  with  the  pharynx  has  been  preserved, 
it  would  appear  that  intimate  relationship  with  the  pharynx  is  a 
necessity  of  tonsillar  activity.  The  tonsillar  activity  is  to  be 
regarded  as  most  active  during  developmental  life.  There  is  no 
evidence  that  in  man  it  should  be  regarded  as  a  recessive  organ. 
The  tonsil  cannot  be  regarded  as  merely  a  lymphatic  node. 
Though  it  presents  microscopically  adenoid  tissue,  yet  its  develop- 
mental history  and  its  physiologic  activity  at  least  make  us  pause 
before  drawing  such  a  conclusion.  It  is  just  this  presumption 
that  has  led  many  to  a  hasty  and  unnecessary  enucleation.  The 
statement  some  have  made  that  since  the  tonsil  is  only  a  lym- 
phatic gland  its  activity  can  be  readily  replaced  by  other  lym- 
phatic structures  is  of  very  doubtful  merit  even  so  far  as  lymph- 
nodes  are  concerned,  and  erroneous  so  far  as  the  tonsil  in  the 
child  is  concerned.  We  have  every  reason  to  believe  that  the 
tonsil  plays  an  important  role  in  the  complex  changes  which  occur 
at  the  upper  end  of  the  alimentary  tract.  The  argument  that 
noone  has  seen  any  local  or  systemic  deficiency  folio-wing  re- 
moval of  tonsils  in  childhood  is  not  convincing  since  we  have  not 
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sufficient  observations  based  on  complete  enucleations.  All  are 
agreed  that  if  the  tonsil  be  diseased  it  should  be  removed;  but  it 
is  sometimes  not  a  simple  matter  to  recognize  a  tonsil  which 
demands  removal  because  of  disease.  It  is  not  eas}*  to  say 
whether  it  is  diseased  primarily  or  whether  its  pathologic 
appearance  may  not  be  secondary  to  disease  elsewhere,  either  in 
its  immediate  neighborhood  or  arising  from  systemic  causes.  A 
large  tonsil  in  a  child  is  not  necessarily  pathologic;  a  normal 
tonsil  may  project  considerably  beyond  the  pillars.  In  many 
systemic  diseases,  apart  from  any  local  affections,  it  becomes 
enlarged.  Mere  fluctuation  in  size  in  a  child  ought  not  to  be 
regarded  as  a  sign  of  disease  and  an  indication  for  enucleation. 
The  association  of  pharyngeal  and  rheumatic  attacks  are,  how- 
ever, insignificant.  The  \\aiter  regards  the  tonsils  as  protectors 
of  the  upper  respiratory  and  alimentar}^  tracts  and  so  feels  called 
upon  to  protect  them  during  the  period  of  functional  activity, 
that  is,  before  puberty,  unless  he  is  convinced  that  on  account  of 
disease  or  loss  of  function  they  are  not  only  a  source  of  infection 
but  are  having  an  injurious  effect  on  the  structures  around. 

Utility  of  the  Vacuum  Bottle  in  Infant-feeding. — F.  O.  Tonney 
and  H.  H.  Pillinger  {Jour.  A.  M.  A.,  1912,  Iviii,  1495)  state  that, 
properly  used,  the  bottle  not  only  keeps  the  milk  warm,  but 
effectually  pasteurizes  the  milk;  in  fact,  the  method  amounts  to 
a  prolonged  "holding  process,"  reducing  the  bacterial  count  to 
practically  nil.  The  bottle  if  placed  in  a  warm  place  will  main- 
tain a  proper  temperature  for  ten  hours  or  more.  The  tempera- 
ture below  which  the  bacterial  growth  begins  is  about  ii5°F. 
If  incubating-temperatures  are  used,  or  if  the  temperature  falls 
below  115°  F.,  the  practice  is  extremel}'  dangerous,  because  of 
excessive  bacterial  multiplication.  The  use  of  the  vacuum  bottle 
should  not  be  attempted  for  purposes  oi  infant-feeding,  unless  it 
is  controlled  b}^  means  of  a  thermometer.  The  milk,  properly 
modified,  should  be  warmed  to  150°  F.  and  poured  into  a  vacuum 
bottle  previously  warmed  with  hot  water.  This  is  stoppered 
tightly  and  put  in  a  warm  place.  At  feeding  time  the  temperature 
of  the  milk  is  tested  w^th  a  short  thermometer  which  is  kept 
inside  the  bottle  to  minimize  the  danger  of  bacterial  contamina- 
tion. The  milk  should  not  be  used  to  fill  the  nursing-bottle, 
under  any  circumstances,  if  the  temperature  has  fallen  below 
115°. 

Effect  of  Cold  Fresh  Air  on  the  Blood-pressure  in  Pneumonia  of 
Children. — The  observations  of  J.  Howland  and  B.  R.  Hoobler 
(Amer.  Jour.  Child.  Dis.,  191 2,  294)  show  that  the  effect  of  cold 
fresh  air  in  patients  with  active  pneumonia  is  always  to  produce 
a  rise  in  blood-pressure  and  that  removal  to  a  warm  but  well- 
ventilated  ward  is  to  produce  a  fall  in  blood-pressure.  The  rise 
is  not  apparent  until  half  an  hour  or  more,  sometimes  not  until 
an  hour,  after  being  put  out  of  doors,  and  it  does  not  reach  its 
maximum  for  about  two  hours.  Thereafter  the  effect,  so  far  as 
observed,  is  continuous  for  even  as  long  as  thirty  hoius,  with 
no  tendenc)'  for  the  pressure  to  fall  as  if  from  exhaustion  of  the 
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effect.  On  the  other  hand,  after  removal  from  the  cold  fresh 
air  the  blood-pressure  falls  rapidly ;  the  fall  is  apparent  in  fifteen  or 
twenty  minutes  and  usually  reaches  its  lowest  point  in  an  hour, 
to  remain  at  this  minimum  unless  influenced  by  the  coiirse  of  the 
disease,  by  stimulation,  or  by  the  child's  again  being  placed  out 
of  doors,  when  it  again  rises.  In  convalescents,  on  the  contrary, 
the  results  are  usually  much  less  striking  and  may  even  be  absent. 
Instead  of  a  rise  of  lo  or  15  mm.  of  mercury,  the  difference  is  only 
a  few  millimeters  or  none  at  all.  The  writers  have  been  unable 
to  produce  results  by  putting  children  out  of  doors  in  warm 
weather;  as  the  temperature  increases  in  the  spring  and  the  out- 
of-doors  temperature  approaches  that  of  the  ward,  the  effects  are 
less  and  less  marked  until  none  whatever  is  produced.  It  would 
seem,  therefore,  that  the  all-important  factor  is  the  cold.  Whether 
it  is  advantageous  from  the  standpoint  of  the  circulation  to  raise 
a  blood-pressure  which  is  at  an  average  point  or  slightly  above 
this  is  a  question  which  cannot  at  this  time  be  answered.  It  may 
be  that  the  pressure  is  only  maintained  at  this  point  by  an 
unnecessary  cardiac  exertion  accompanied  by  a  very  rapid  pulse 
and  that  a  high  pressure,  reflexly  produced  through  the  vaso- 
motor system,  may  allow  of  greater  rest  to  the  heart.  It  is 
possible  that  from  the  beginning  of  the  disease  when  the  blood- 
pressure  is  not  low,  cold  air  may  have  a  beneficial  tonic  action  on 
the  vasomotor  center  so  as  to  render  it  less  likely  to  be  profoundly 
influenced  by  the  organisms  or  their  products,  and  it  seems  very 
likely  that  the  other  beneficial  effects  of  cold  air  may  so  modify 
the  disease  as  to  render  less  likely  the  development  of  partial  or 
complete  circulatory  failure. 

Amaurotic  Idiocy. — J.  Turner  (Brit.  Jour.  Child.  Dis.,  191 2, 
ix,  193)  records  two  cases  of  amaurotic  idiocy  both  of  which 
were  far  older  than  cases  of  this  affection  usually  are.  One  died 
of  an  intercurrent  complaint  at  the  age  of  fourteen  3^ears,  the 
other  was  over  five  years  at  the  time  of  death.  The  latter  was 
of  British  extraction  with  no  kno^vn  Jewish  ancestry  and  is  said 
to  be  the  only  instance  among  100  cases  on  record  in  which  the 
child  was  not  Jewish. 

Nutrition  and  Digestion  of  Infants. — As  a  result  of  the  study  of 
eighty-two  infants  with  varying  grades  of  indigestion  and  mal- 
nutrition M.  Ladd  {Arch.  Pediatrics,  191 2,  xxix,  324)  concludes 
that  many  atrophic  infants  can  be  educated  to  take  higher  per- 
centages of  fat  than  are  ordinarily  given,  with  satisfactory 
results  in  weight  development.  The  average  rate  of  gain  in 
atrophic  and  undeveloped  infants  who  are  fed  upon  whey 
mixtures  \dth  lactose  for  prolonged  periods  was  18  ounces  per 
month.  When  malt  sugar  is  substituted  in  these  mixtures  for 
milk  sugar,  the  rate  of  gain  is  increased  to  22  2/3  ounces  per 
month,  or  an  increase  of  26  per  cent.  Two  series  of  infants  were 
fed  upon  plain  cream  mixtuies  with  barley  starch  and  the  excess 
of  sugar  was  supplied  in  the  form  ot  maltose  (maltose  and  dextri- 
maltose).     In  one  group  the  mixtures  were  not  pasteurized;  in 


I 


BRIEF    OF    CURRENT    LITERATURE.  339 

the  other  group  the  food  was  superheated  to  a  temperature  of 
212°  F.  for  twenty  minutes.  The  rate  of  gain  in  each  group  was 
the  same;  that  is,  21  1/4  ounces  per  month.  Boihng  the  milk 
did  not  in  any  way  lessen  its  nutritive  qualities.  The  possi- 
bility of  scorbutus  was  guarded  against  after  several  weeks  of 
feeding  by  small  daily  doses  ot  orange  juice.  Individual  cases 
often  did  better  upon  the  superheated  than  upon  the  raw  milk. 
With  an  occasional  exception  the  infants  did  not  make  satis- 
factory gains  in  weight  until  the  energy  quotient  was  raised  to 
140  to  160  and  sometimes  to  175  to  190.  Generally  speaking, 
the  energy  quotient  is  greatest  when  the  weight  development  is 
farthest  from  that  of  the  average  normal  infant,  as  determined  by 
the  weight  chart.  The  quantity  of  food  to  be  given  an  atrophic 
infant  is  only  a  little  less  than  that  which  the  normal  infant  of 
the  same  age  receives,  and  is  often  from  i  1/2  to  2  ounces  more 
than  would  be  given  to  the  normal  infant  of  the  same  weight. 
The  detailed  study  of  the  weight  and  feeding  charts  in  a  large 
series  of  cases  shows  great  variation  in  the  individual  require- 
ments and  the  impracticability  of  applying  general  rules  of  feed- 
ing to  the  atypical  and  difficult  cases. 

Inclusion  Bodies  in  the  Blood  of  Scarlet  Fever  as  a  Means  of 
Differential  Diagnosis. — In  191 1,  Dohle  reported  that  in  thirty 
cases  of  scarlet-fever  blood  examined  by  him  he  found  almost 
without  exception  in  the  polymorphonuclear  leukocytes  certain 
inclusion  bodies  which,  to  the  best  of  his  knowledge,  had  not 
been  previously  described.  Kuetschmar  has  confirmed  t  ese 
findings  in  all  of  thirty  cases  of  scarlet  fever  examined  and  in 
only  three  of  seventy  controls.  M.  Nicoll,  Jr.,  and  A.  W. 
Williams  (Arch.  Pediatrics,  191 2,  xxix,  350)  have  studied  blood 
smears  from  fifty-one  cases  of  scarlet  fever,  together  with  some 
twenty-five  control  cases,  with  the  result  that  forty-five  cases  of 
scarlet  fever  showed  inclusion  bodies  such  as  Dohle  described 
and  six  failed  to  do  so.  The  method  of  examination  was  as 
follows:  Two  or  three  blood  smears  were  made  from  each  case, 
one  stained  with  Hanson's  stain  (borax  methyl  blue),  another 
with  Giemsa's  stain  over  night.  The  inclusions  were  found 
chiefly  in  polymorphonuclear  leukocytes  and  varied  in  size  and 
shape  from  small  coccus  forms  to  large  irregular  masses  one-fifth 
the  size  of  a  red  blood  cell.  Bacillary  forms  were  also  seen. 
With  Hanson's  stain  the  nuclei  take  on  a  deep  blue  color,  the 
cytoplasm  very  faint  blue,  the  inclusions  a  tint  between  these 
two.  With  Giemsa,  the  inclusions  take  on  a  clear  delicate  blue 
identical  with  that  of  the  plastin;  the  nuclei,  magenta.  With 
Hanson's  stain  the  inclusions  stand  out  more  clearly  as  the  cell 
granules  stain  but  feebly.  In  fresh  cases  of  scarlet  fever  the 
bodies  are  found  in  nearly  every  polymorphonuclear  leukocyte. 
In  one  case  the  bodies  were  found  on  the  twenty-eighth  day.  In 
general,  it  may  be  said  they  are  found  during  the  first  week  at 
least.  Of  twenty-four  control  cases,  three  only  showed  inclu- 
sions, namely,  a  case  of  pneumonia  in  a  luetic  woman,  one  of 
erysipelas  in  an  infant,  and  one  complicated  measles  case,  the 
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last  probably  a  real  case  of  scarlet  fever.  The  authors  believe 
that  a  blood  examination  in  the  first  week  of  the  disease  will  serve 
to  dififerentiate  scarlet  fever  from  measles,  German  measles,  and 
probably  toxic  eruptions.  Whether  a  similar  differentiation 
ma}'  be  made  in  the  case  of  rashes  due  to  sepsis,  influenza  and 
tonsillitis  must  be  left  to  be  determined  by  further  study. 

The  Temperature  of  Children. — In  a  report  of  the  findings  in 
taking  the  temperatures  of  looo  children,  M.  H.  Williams  (Lan- 
cet, May  4,  1912)  says  that  two  points  are  commonly  raised  in 
regard  to  pyrexia  in  children:  first,  that  the  condition  is  due  to 
nervousness;  and  secondly,  that  children's  temperatures  "run 
up  for  nothing."  There  is  a  very  definite  foundation  for  the  first 
point.  Xerv'ous  children  bulk  largely  among  children  with  raised 
temperatures,  but  the  typical  nervous  child  is  the  rheumatic 
child,  and  the  rheumatic  toxin  is  the  agent  causing  both  the 
nervousness  and  the  pyrexia.  The  second  point  is  a  mere  state- 
ment that  many  physicians  find  raised  temperatiures  in  children, 
after  some  slight  disturbance,  without  being  able  to  ascertain 
the  cause.  It  by  no  means  shows  that  there  is  not  some  con- 
stitutional cause  present,  provoked  into  action  by  the  slight  dis- 
turbance noted. 

Clinical  Value  of  Albuminous  Milk. — E.  Weill  and  G.  ]*Iouri- 
quand  (Jotir.de  med.  de  Paris,  June  22,  1912)  has  fed  on  so-called 
albuminous  milk,  made  after  the.  directions  of  Finkelstein,  ten 
sick  infants,  and  afterward  six  well  ones.  Of  the  sick  infants, 
nine  died.  Autopsy  showed  two  deaths  due  to  bronchopneu- 
monia, one  to  duodenal  ulcer,  and  seven  without  any  cause  that 
was  evident.  The  use  of  this  form  of  food  caused  the  children, 
both  sick  and  well,  to  lose  weight  and  strength.  The  digestive 
troubles,  such  as  vomiting  and  diarrhea,  were  increased  by  the 
use  of  the  food.  The  six  well  children  were  chosen  because  of 
their  robust  health,  and  were  fed  with  the  albuminous  milk, 
replacing  two  or  three  milk  feedings  with  albuminous  mixture. 
It  .caused  the  appearance  of  diarrhea  where  it  had  not  existed, 
and  the  children  lost  weight.  The  author  concludes  that  the 
use  of  such  a  method  of  feeding  is  injurious  to  both  well  and 
sick  children. 

Acute  Myelocythemia  with  Osteosclerosis  in  an  Infant. — A. 
Goodall  (Edinb.  Med.  Jour.,  191 2,  viii,  500)  reports  a  case  of 
myeloc^'themia  in  an  infant  of  ten  weeks  in  which  a  fatal  ter- 
mination occurred  in  three  weeks.  The  case  appears  to  be  the 
third  on  record  in  which  leukemia  has  been  associated  with 
osteosclerosis.  There  was  considerable  difficulty  in  staining 
the  mvelocvte  granules. 
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When  I  was  requested  to  give  a  paper  on  this  subject  before 
the  members  of  the  obstetric  section,  I  replied  that  in  the  brief 
time  at  my  disposal — barely  three  weeks — it  would  only  be 
possible  to  present  some  preliminary  notes — the  alternative 
being  a  more  finished  paper  in  the  autumn;  but  since,  even  in 
that  time,  sufficient  data  for  any  definite  conclusions  could  not 
be  gathered,  it  seems  better  to  open  the  subject  now  in  the  hope 
of  stimulating  discussion  and  gathering  statistics  for  a  more 
thorough  and  satisfactory  paper  in  the  future.  That  is  my 
apology  for  ofifering  this  fragmentary  study  at  this  time. 

The  literature  is  distinguished  by  its  paucity  of  material,  giving 
few  statistics  or  even  opinions.  It  is  probable  that  under  other 
titles,  references  will  be  discovered  that  will  help  to  illuminate 
the  subject.  Now  and  then  the  subject  has  been  worked  at,  but 
not  worked  out.  From  the  very  nature  of  the  case,  statistics  are 
difficult  to  obtain,  and  as  a  fact  few  have  been  collected  except 
in  relation  to  menstruation.  In  response  to  my  various  letters 
I  have  received  a  number  of  replies  which  are  substantially  as 
follows:  "I  am  sorry  to  have  no  statistics,  but  I  have  many 
impressions."     Some  of  the  writers  have  very  positive  convic- 

*  Read  at  a  meeting  of  the  Section  on  Obstetrics  and  Gynecology,  New  York 
Academy  of  Medicine,  May  23,  1911. 
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tions. 

This  is  peculiarly  the  age  of  the  athletic  girl.  But  at  the 
the  outset  it  is  difficult  to  define  just  what  is  meant  by  athletics. 
Many  differences  of  opinion  are  due  to  the  premises  on  which 
those  opinions  are  based.  There  are  all  degrees  of  athletics 
from  the  moderate  careful  training  under  a  wise  director  to  the 
violent  stunts  of  over  zealous  young  women,  or  the  rigorous 
training  essential  to  success  in  heavy  competitive  work.  The 
old  adage  has  it  that  there  is  " no  smoke  without  some  fire."  We 
hear  on  every  hand,  "athletics  are  a  menace  to  motherhood," 
"girls  were  not  made  for  athletics."  A  very  intelligent  layman 
recently  wrote  me:  "Athletics  carried  to  extremes,  as  they  are 
apt  to  be  by  the  athletic  girls  of  to-day  who  take  great  interest 
in  contests  and  physical  exercises,  will  unfit  those  girls  for  mater- 
nity. Whatever  the  doctors  may  hold  as  a  general  theory  on  the 
subject,  I,  personally,  know  two  or  three  stunning  girls  who  have 
wrecked  their  health  by  over-exercise.  One  of  them  died  in 
childbirth.  Another  is  so  wretchedly  ill  that  she  would  prefer 
to  die,  and  a  third  is  slowly  crawling  back  to  health  again  after 
two  years  of  invalidism." 

Has  such  a  judgment  any  scientific  basis,  or  is  it  but  a  lay 
scarecrow  tending  to  debar  our  girls  from  the  rich  fields  where 
health  and  happiness  await  them?  At  any  rate  it  behooves  us 
in  spite  of  the  numberless  sources  of  error  to  get  an  all  around 
conception  of  the  facts  of  the  case  that  where  harm  is  being 
done  we  may  sound  the  warning.  On  the  contrary,  we  must 
not,  without  ample  justification,  limit  the  activities  which,  theo- 
retically, at  least,  mean  the  salvation,  physical  and  mental,  of  our 
women  all  the  way  from  childhood  to  old  age.  Amusement 
they  are  bound  to  have.  Shall  it  be  by  increasing  indoor  social 
functions,  teas,  epicurean  dinners,  the  confined  air  of  the  theater 
or  ball-room,  or  shall  we  as  physicians  so  direct  and  control  the 
situation  that  our  growing  girls,  our  young  women  in  particular, 
shall  have  all  the  joy  and  exhilaration  of  increasing  out-of-door 
life,  steeped  in  fresh  air  and  sunshine,  the  whole  woman  invigor- 
ated by  intelligent  athletic  activities,  quickened  circulation, 
improved  appetite,  a  better  balanced  nervous  system,  and  a 
saner  outlook  on  life  and  its  responsibilities? 

Letters  and  personal  interviews  have  yielded  such  a  wide 
variety  of  opinions  that  I  can  only  attempt  to  tabulate  them  at 
this  time. 

I  have  communicated  by  letter  or  in  person  with  a  considerable 
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number  of  eminent  obstetricians,  college  physicians,  directors  of 
physical  training  in  universities  or  private  gymnasiums,  with 
some  athletes  whose  individual  experience  can  be  relied  on,  and 
with  the  scanty  literature  at  present  available  on  the  subject 
itself  or  germane  to  it. 

The  answers  have  varied  greatly  on  important  points — they 
have  been  in  the  main  frankly  indefinite,  stating  that  they  had 
no  data  on  this  phase  of  their  work — many  had  impressions — 
sometimes  very  definite  ones.  All  said  that  there  was  prac- 
tically no  literature  with  which  they  were  acquainted. 

A  tabulation  of  such  replies  will,  I  believe,  be  helpful  for 
our  present  study. 

We  may  in  a  general  way  divide  the  subject  into  athletics : 

1.  As  related  to  menstruation. 

2.  As  related  to  parturition. 

3.  As  related  to  displacements. 

4.  As  related  to  convalescence  and  lactation. 

5.  As  related  to  lactation. 

The  question  of  sterility  has  been  statistically  studied  among 
college  graduates.  Unless  we  concede  that  displacements  are 
caused  by  athletics,  sterility  would  seem  not  to  depend  upon 
any  particular  physical  training,  but  rather  upon  sociological 
and  economic  considerations. 

HOW    DO    ATHLETICS    AFFECT    MENSTRUATION? EXCERPTS    FROM 

LETTERS   AND  INTERVIEWS. 

4.  "Moderate  or  violent  exercise  during  the  catamenial 
period  has  a  stimulating  afifect  on  menstruation,  and  is  for  that 
reason  dangerous  or  at  least  evil  in  its  affects.  Violent  athletic 
exercise  is  not  compatible  with  the  normal  sexual  life  of  women. 
The  condition  of  the  pelvic  organs  reacts  in  a  general  way  to  a 
better  condition  of  the  muscular  system  following  outdoor 
athletic  exercise." 

7.  "In  Britain  we  go  in  for  lots  of  athletic  exercise,  and  I  am 
quite  sure  we  have  less  dysmenorrhea  than  the  average  Ameri- 
can giri.  One  never  talks  of  being  'sick'  and  never  thinks  of 
giving  up  things  because  of  menstruation  the  way  American 
women  do." 

II.  "Athletic  exercise  is  beneficial  to  menstruation.  It  in- 
creases the  pelvic  circulation.  I  allow  moderate  exercise  during 
menstruation.     The  normal  girl  can  do  even  violent  exercise 
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without  its  being  dangerous,  except  broad- jumping,  vaulting, 
etc.,  when  menstruating.  I  do  not  believe  in  intercollegiate 
contests  for  men  or  women.  They  go  too  far  unless  under  re- 
markable supervision.     They  strain  heart  and  lungs." 

12.  "Athletics  are  beneficial  in  general.  Before  menstruation 
is  established,  care  should  be  exercised  during  the  period.  After 
establishment  a  girl  can  judge  when  she  is  over-doing— different 
for  diflferent  girls.  The  normal  girl  can  exercise  during  the 
period.  She  should  probably  not  do  as  strenuous  exercise  during 
the  period,  as  broad  jumps,  vaulting,  etc.,  and  she  should  not 
exercise  as  many  hours.  I  do  not  think  intercollegiate  contests 
best  on  account  of  menstruation." 

13.  "When  properly  controlled  by  the  Director,  gymnastic 
exercise  in  my  experience,  has  affected  menstruation  favorably, 
but  a  game  of  basket  ball  played  during  menstruation  has  been 
known  to  produce  endometritis  in  a  girl,  which  later  demanded  a 

curetage. 

14.  "  In  the  early  period  of  puberty,  rest  is  important  to  avoid 
using  up  the  vitality  which  should  go  to  the  development  of  the 
reproductive  system.  Anteflexion  associated  with  infantile 
uterus  is  very  common.  Avoid  dancing  the  first  day.  Between 
periods,  moderate  athletics,  not  violent." 

15.  "No  severe  work  should  be  allowed  during  menstruation. 
A  moderate  amount  of  games  allowable  if  regulated,  but  since 
that  seems  impossible,   it  is  better  not  to  engage  in  them." 

8.  "A  physically  well  girl  may  indulge  in  hygienic  exercise  at 
any  time  in  moderation  and  improve  in  health.  She  might 
seriously  injure  herself  by  immoderate  dancing,  ice-skating,  etc., 
at  the  period." 

10.  "All  the  students  in  our  physical  training  class  worked 
through  the  period  without  any  noticeable  ill  effect." 

SUMMARY  ON  MENSTRUATION. 

Most  schools,  colleges,  and  gymnasiums  for  girls  excuse  their 
students  from  physical  exercises  for  one  to  three  days  during  the 
period,  though  in  one  widely  known  physical  training  school 
for  teachers,  one  of  its  graduates  informs  me  that  in  her  day, 
when  in  full  training  they  did  the  regular  work  without  any  ill 
effects.  This  is  also  true  of  all  circus  women  who  must  work 
throughout  the  period,  most  of  them  do  not  suffer  from  dysmen- 
orrhea. In  a  number  of  cases  cited  the  flow  ceased  during  the 
excitement  of  performing,  sometimes  the  flow  was  more  profuse. 
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All  agree  that  moderate  athletic  exercises  between  periods 
are  beneficial  for  girls. 

Many  would  rigorously  interdict  exercise  during  that  time, 
others  allow  moderate  exercise  to  normal  girls  during,  as  well  as 
between  periods,  but  believe  violent  exercise  during  periods 
dangerous  to  all  women. 

A  few  approve  of  violent  work  at  any  time  in  cases  where 
they  are  in  full  training. 

In  1875  Mary  Putnam  Jacobi  wrote:  "A  long  series  of  ob- 
servations proves  conclusively  that  there  is  nothing  in  the  nature 
of  menstruation  to  imply  the  necessity  or  even  the  desirability 
of  rest  for  women  whose  nutrition  is  really  normal,  on  the  con- 
trary, when  women  exhibit  mental  inability  and  consequent 
weakness  at  or  before  menstruation  it  is  proof  positive  that  the 
resistance  of  their  nerve  centers  is  weakened  below  the  normal 
standard.  For  these  cases  rest  is  desirable  during  whatever 
period  of  the  month  the  nervous  excitement  may  be  experienced." 

Twenty-five  years  later  Dr.  Engelmann  read  his  valuable  paper 
on  the  America^i  Girl  of  the  Day  (1900),  Modern  Education  and 
Functional  Health.  We  hope  to  be  able  to  collect  material  to 
bring  these  data  up  to  date.  The  value  of  physical  education 
for  girls  has  made  rapid  progress  since  he  gathered  his  statistics, 
but  his  conclusions  at  that  time  are  most  important  for  us.  The 
following  extracts  are  from  his  monograph.  "It  is  above  all  to 
physical  trainers  that  we  must  look  for  the  correction  of  existing 
evils,  hence,  I  urge  upon  them  more  especially,  as  I  do  upon  the 
physician,  the  study  of  the  developmental  period,  of  the  sensi- 
tive, responsive  organism  during  the  great  waves  of  sexual  life." 
Again,  "Physical  exercise  regulates  both  frequency  and  duration, 
bringing  about  a  healthy  change  with  approximation  to  the 
normal  moderating  frequency  and  amount  if  too  great,  and  in- 
creasing it  if  menstruation  is  delayed.  In  one  institution  18  per 
cent,  suffered  severely  before  and  only  10  per  cent,  during  or  after, 
entering  upon  the  course.  This  is  especially  marked  in  the  pupils 
of  physical  training  schools."  Large  numbers  of  statistics  bear 
witness  to  the  improvement  in  menstrual  well-being  in  schools 
where  physical  training  is  a  feature.  That  is  in  its  broadest 
significance,  attention  to  all  that  concerns  the  welfare  of  the 
girl.  "It  is  very  noticeable,  however,  that  those  who  take  life 
more  seriously,  and  have  already  experienced  the  results  of  care- 
lessness or  neglect  at  that  time,  are  those  who  avoid  unnecessary 
exertions  during  the  menstrual  period — that  is  nurses,  physical 
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trainers,  and  older  college  girls."  Engelman's  profound  study 
of  the  subject  led  him  to  the  opinion  that  physical  training 
should  be  compulsory  in  the  periods  preceding  puberty,  and  during 
puberty.  "Physical  training  begun  in  early  life,  and  the  habit  of 
exercise  will  do  much  to  remove  the  susceptibility  to  injury 
during  the  physiological  fluctuations  of  the  functional  wave,  as 
we  are  taught  by  the  acrobat,  who  under  constant  training 
from  childhood  on,  persists  in  her  trying  feats,  requiring  the 
greatest  nerve  and  muscle  strain,  and  the  highest  coordination 
of  all  powers  throughout  every  functional  change,  unaffected 
by  the  menstrual  period."  Engelmann  writes  again:  "I  have 
sought  to  present  conditions  as  they  exist.  That  they  are  not 
what  we  have  a  right  to  expect  is  apparent;  the  cause  is,  to  a 
great  extent,  a  misdirected  refinement  of  civilization — ignorance 
of  and  disregard  of  the  function,  the  crushing  out  of  every  question 
of  sex  in  the  girl,  who  s^bn  learns  to  ignore,  conceal  and  deceive." 
This  is  followed  by  an  earnest  appeal  to  the  triad  upon  whom 
the  chief  responsibility  rests — the  mother,  the  physician,  the 
educator. 

In  our  anxiety  to  be  always  on  the  safe  side,  arguing  that  girls 
have  no  sense  and  that  they  cannot  be  trusted  in  athletic  work, 
we  must  not  deprive  them  of  their  birthright — the  right  to  enjoy 
and  be  benefited  by  all  that  sports  and  exercise  can  do  for  them. 
They  must  be  trained  to  be  trustworthy.  Often  our  negations 
are  the  result  of  our  ignorance.  In  this  athletic  age  we  must 
face  the  responsibility  of  intelligently  advising  women — young 
and  old — along  athletic  lines.  Very  often  it  would  render  our 
drugs  unnecessary  by  substituting  far  more  natural  and  effective 
therapeutics. 

There  is  considerable  interesting  reading  on  this  subject  in  the 
history  of  primitive  peoples,  and  the  peculiar  care  given  to  young 
girls  at  this  time.  "The  necessity  of  functional  hygiene  for  the 
welfare  of  the  community  was  recognized  to  such  an  extent,  that 
it  was  made  obligatory  by  laws  of  custom  or  religion — and  ever- 
lasting damnation,  and  even  death,  were  imposed  for  certain 
transgressions  of  these  laws — transgressions  which  are  thought- 
lessly practised  to-day." 

HOW     DO     ATHLETICS     AFFECT     PARTURITION?      EXCERPTS     FROM 
LETTERS  AND  INTERVIEWS- 

2.  "I  am  very  optimistic.  Athletic  women  do  splendidly — 
they  have  easy  labors." 


1 
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8.  "One  of  the  most  normal  obstetric  cases  I  have  had  recently 
was  that  of  a  woman  nearly  thirty  who  has  always  been  active  in 
outdoor  life  of  all  kinds — tennis,  horse  back  riding,  etc.  I  would 
rather  take  chances  in  office  and  obstetrics  with  one  hundred 
athletic,  than  with  a  hundred  house-bound  and  sedentary 
women.  It  takes  three  generations  before  we  can  prove  anything 
along  such  lines  as  this." 

lo.   "The  athletic  woman  is  going  to  have  an  easier  labor." 

12.  "Moderate  athletic  exercise  favors  parturition.  If  some 
of  our  upper  classes  could  earn  their  bread  by  '  the  sweat  of  their 
brow'  there  would  be  less  nervous  troubles,  heart  failure, 
dystocias,  etc.     Athletics  are  the  next  best  thing." 

24.  "All  other  things  being  equal,  the  athletic  woman  has  the 
easier  labor — perineum  negligible."  Cited  case  of  a  great 
tennis  champion  who  had  a  very  easy  labor." 

27.  "Athletics  favor  easy  delivery.  Xo  important  effect  on 
perineum.  Abdominal  muscle  useful  in  second  stage.  Nervous 
influence  great.  Among  cruder  people  I  have  often  noticed 
attention  of  patient  so  distracted  when  instructor  brought  in 
student  or  spoke  with  him  that  labor  pains  ceased  for  two  to  three 
hours.  The  more  highly  educated,  fanciful  woman  has  those 
distractions  in  herself;  she  has  been  led  to  anticipate  trouble,  etc. 
Athletics  give  good  line  of  thought." 

9.  "I  expect  the  devil  of  a  time  w4th  athletic  women,  tennis 
champions,  etc.  Vis  a  fronte  so  much  more  powerful  than  vis 
a  tergo.  I  do  not  know  why — perhaps  the  circular  fibers  are  more 
developed  than  the  longitudinal  muscle  fibers."  Cited  case,  very 
relaxed,  wide  separation  of  the  recti,  very  easy  labor. 

13.  "The  reproductive  system  is  often  dwarfed  by  the  force 
going  into  overdeveloped  arms  and  legs.  The  abdominal  and 
pelvic  muscles  and  ligaments  do  not  necessarily  share  in  the 
general  muscle  development.  These  patients  often  have  rapid, 
uncontrollable  labors  (perineal  muscles  not  necessarily  over- 
developed), with  unavoidable  deep  lacerations.  Do  not  bear 
pain  as  well.     Women  are  not  fitted  for  athletics." 

14.  "The  true  athletic  girl  tends  to  a  more  tedious  labor  (all 
other  things  being  equal)  than  the  average  nonathletic  girl. 
This  comparison  implies  equality  in  the  nervous  apparatus  of 
both.  Overmuscular  development,  if  of  the  true  type,  causes 
a  slow  average  labor,  (i)  These  women  do  not  settle  as  early 
and  completely  owing  to  the  more  muscular  cervix,  uterine 
ligaments,  etc.,  hence,  preparation  for  labor  is  not  as  complete. 
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(2)  Dilatation  slower,  (a)  improper  preliminary  preparation,  (b) 
not  infrequently  a  rather  wide  curved  muscle  band  in  the  vault 
of  the  vagina  in  front  of  the  cervix  tending  to  make  dilatation 
slower.  (3)  Highly  developed  muscular  floor  (of  secondary 
importance).  (4)  Fair  number  have  well-developed  muscle 
ring  encircling  the  vagina  one  and  one-half  inches  above  the 
perineal  floor  proper  which  often  delays  considerably." 

20.  "Athletic  women  have  long  hard  labors — muscles  of  pelvic 
floor  less  flexible  and  not  sufflcient  force  to  overcome  them." 

22.  "I  have  had  no  experience  in  athletic  training  of  women 
during  pregnancy.  My  impression  is  that  athletic  women  have 
the  hardest  labors.  One-half  dozen  or  so  of  my  patients  who 
were  athletic  enthusiasts  had  difficult  labors,  the  majority 
requiring  forceps." 

23.  "  Excessive  indulgence  in  athletics  in  young  women  has  an 
unfavorable  effect  upon  child  bearing.  I  am  not  sure  of  the 
exact  reasons  for  this.  Moderate  training  in  the  right  kind  of 
exercise  involved  in  outdoor  games,   athletics  and  dancing  is 

favorable." 

31.  "  No  special  obstetrical  athletics  desirable.  More  difficult 
labors.  Muscular  tissue  harder,  more  unyielding.  Commend 
me  to  relaxed,  flabby-muscled  women  for  easy  labor.  In  the 
athlete,  or  the  more  highly  developed  physically,  the  resistance 
offered  by  cervix  and  perineum  is  greater  than  uterine  develop- 
ment.    The  nervous  condition  suffers  at  expense  of  our  modem 

life." 

9.  Three  teachers  of  physical  training  of  different  schools, 
Swedish  and  American,  or  as  some  would  call  the  latter  modified 
German,  all  great  horseback  riders,  cross  saddle,  report  that 
two  had  very  easy  labors,  but  that  the  third  lost  her  child  because 
her  muscles  were  so  hard,  and  the  perineum  so  inelastic. 

5.  "The  type  fitted  for  athletics  is  not  fitted  for  labor — no 
effect  on  cervix  or  pelvis— perineum  negligible." 

18.  "A  very  strongly  developed  muscular  woman  may  have 
an  easy  childbirth,  but  sometimes  the  lacerations  are  very 
serious  as  the  result  of  unrestrainable  labor  pains,  and  precipitate 
delivery." 

29.  "Some  reports  of  our  students  are  favorable  to  the  work 
in  the  university  gymnasium,  others  unfavorable." 

13.  "My  work  is  almost  altogether  among  native  born,  pros- 
perous Americans  of  the  race  suicide  practice — large  families  are 
the  exception.     The  women  live  easy  lives — little  attention  is 
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paid  to  athletics — not  enough  housework  to  take  the  place  of 
athletic  training.  More  hard  labors  than  formerly.  The  easy- 
labors  are  among  working  women  who  work  hard  every  day." 

6.  "Those  leading  laborious  lives  have  as  a  mass  easier  labors. 
Innervation  largely  at  fault  where  labors  are  difficult.  In  the 
majority  of  hard  labors  the  nerve  force  has  already  been  ex- 
hausted. Patients  are  worn  out  with  social  duties,  force  spent, 
and  when  it  comes  to  a  great  effort  they  are  not  equal  to  it. 
Naturally,  lax-fibered  persons  have  easier  labors.  Muscles  of 
Indians  are  soft  like  a  frog's.  Squaws  in  the  uncivilized  state 
have  notoriously  easy  labors." 

26.  "The  important  thing  is — who  is  in  better  condition  for 
labor,  for  any  necessary  operation,  and  for  recover}^ — decidedly 
the  athletic  girl.  Athletics  do  not  affect  the  perineum.  The 
general  condition  is  much  better,  which,  barring  the  tremendous 
nervous  element  inevitably  associated  with  our  modern  urban 
life,  would  give  easy  labor.  Housework  most  valuable.  Tele- 
phone, social  engagements,  etc. — and  strain,  play  the  mischief." 

NOTES  ON  CIRCUS  PERFORMERS. 

2.  Bareback  rider,  thirty-five  years  old,  fifty  jumps  in  six 
minutes  through  hoop.  First  menstruation  at  sixteen;  married 
at  seventeen;  dysmenorrhea  which  antedated  marriage,  flows 
five  days.  Works  throughout,  headache,  dizzy,  but  head  clears 
when  she  enters  ring. 

First  pregnancy — miscarriage  at  three  months,  after  fall. 

Second  pregnancy — rode  to  eighth  month,  child  at  term,  9 
pounds. 

Third  pregnancy — miscarriage  at  sixth  month,  after  fall. 

Fourth  pregnancy — rode  to  eighth  month,  child  at  term. 
Rode  two  to  four  weeks  later,  no  leucorrhea. 

4.  Rider;  rode  to  eighth  month;  abundance  of  milk  at  three 
months.     None  ever  heard  of  a  woman  breaking  down. 

5.  Mother  of  number  three.  Rider;  had  six  living  children; 
rode  eight  and  half  months  with  third  child. 

7.  Trapeze;  twenty-five  years  old;  married  nine  years;  circus 
nine  years;  began  at  sixteen;  miscarriage  at  four  to  six  weeks. 
Menstruation  regular  six  to  seven  days;  no  pelvic  pain;  flow 
stops  while  performing. 

These  women  wore  no  heavy  skirts  or  corsets.  Career  begun 
in  childhood;  nervous  system  has  no  new  shock.  Muscular 
attachments  of  uterus  probably  unusually  firm. 
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Hippodrome  acrobat ;  tumbler ;  hand  balancing — twenty-seven 
years  old.  Began  training  at  five  years,  trapeze  and  rings. 
First  menstruation  at  twelve ;  always  regular ;  five  days ;  moderate 
flow — no  nausea  or  vomiting;  no  cramps;  occasional  headache. 
Flow  does  not  stop  while  performing.  Married  at  twenty. 
First  pregnancy;  performed  until  fifth  month;  very  easy  labor- 
twelve  hours.  Second,  very  easy  labor — half  an  hour.  After 
three  months  went  back  to  the  stage;  plenty  of  milk. 

Mrs.  Hosfall;  father  American,  mother  Indian,  educated  by 
missionaries  in  summer,  the  rest  of  the  year  followed  the  band 
of  Indians.  Married  at  twenty;  trapped  with  husband,  poles, 
tracks  boat,  handles  ax,  builds  cabin,  shoots,  hunts,  cooks, 
skilful  in  Indian  woman's  practical  work,  dressing  animals, 
tanning,  etc.  Four  healthy  daughters  in  five  years.  Two  young- 
est each  born  on  the  bank  of  the  river,  many  degrees  below  zero, 
when  she  was  entirely  alone,  and  must  keep  fire,  cook,  etc. 
Passed  through  it  all  successfully.  Advantage  of  leading  natural 
life. 

SUMMARY  ON  PARTURITION. 

Among  forty  answers  the  opinion  is  almost  universal  that  the 
general  condition  of  athletic  patients  is  much  better. 

Two  refer  to  tremendous  muscular  force  making  delivery 
uncontrollable  and  producing  severe  lacerations. 

More  than  half  believe  that  athletics  favor  easy  labors,  others 
state  that  moderate  athletics  favor  labor  while  excessive  exercise 
hinders  it,  still  others  believe  that  among  their  athletic  patients 
there  are  as  many  easy  as  difficult  labors.  About  one-fourth  are 
very  decided  in  their  opinion  as  to  the  increased  dystocia  due  to 
athletic  training  though  some  of  these  say  they  would  prefer  to 
take  their  chances  with  the  woman  who  goes  into  labor  in  a  con- 
dition of  heightened  physical  well-being.  A  few  describe  the 
perineum  as  being  like  iron,  others  speak  of  it  as  negligible  as 
repair  is  easy.  Most  of  the  circus  women  had  easy  labors,  most 
continued  their  work  until  the  fifth  month  or  later,  one  rode  until 
eight  and  a  half  months,  none  had  miscarriages  unless  due  to 
a  fall. 

Uncivilized  squaws  have  notoriously  easy  labors.  Much 
dystocia  is  found,  however,  among  foreign  hard-working  peasants 
due  to  causes  aff'ecting  the  bony  structure  and  the  general 
nutrition. 
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A  more  intimate  knowledge  by  the  obstetrician  and  the  gen- 
eral practitioner  of  the  advantages  to  be  achieved  by  athletic, 
gymnastic  exercises,  whatever  you  may  choose  to  call  them, 
during  pregnancy  is  urged  in  many  German  papers  of  the  last 
decade. 

Hegar  writes  that  laxity  of  the  abdominal  walls  after  confine- 
ment is  much  commoner  among  German  than  among  English 
women,  and  states  as  the  reason  for  this  that  the  general  body 
musculature  of  the  latter  is  in  better  condition  through  much 
movement,  sports  and  fresh  air.  Advises  use  of  massage  and 
gymnastics  to  increase  the  muscle  strength  of  heart,  furthering 
the  metabolism,  improving  oxygen  carrying  capacity  of  the 
blood,  of  so  great  value  to  the  fetus. 

Kirchberg  advises  exercises  to  increase  strength  and  tonicity  of 
abdominal  muscles  throughout  pregnancy,  also  most  important, 
breathing  exercises  not  only  for  abdominal  muscles  but  also  for 
control  of  diaphragm  and  discipline  of  the  will  in  using  muscles. 
Increased  appetite,  easier  breathing,  and  elevation  of  general 
tone  result.  He  also  makes  a  strong  plea  for  the  use  of  specific 
massage  and  gymnastic  exercises  during  the  lying-in  period,  as 
invaluable  adjuncts  in  speedy  and  complete  recovery,  speedy 
involution,  etc. 

There  should  be  a  more  profound  understanding  of  the  ner- 
vous system  in  tedious  labors.  When  patients  have  been  studied 
more  universally  from  this  standpoint  the  medical  profession 
will  more  universally  seek  to  understand  the  causes.  Where  it 
is  impossible  to  alter  them,  some  alleviation  may  often  be 
possible,  and  the  dystocia  will  not  be  laid  to  the  charge  of  the 
particular  hete  noir  of  the  physician — which  may  be  athletics. 
In  considering  this  subject  of  athletics  for  women  we  must 
make  a  careful  discrimination  between  the  work  of  the  laboring 
classes  and  athletics.  Athletics  are  chiefly  taken  up  by  the 
more  educated  classes — those  who  are  living  a  more  complex 
and  less  natural  life,  and  are  endowed  with  a  delicately  organ- 
ized nervous  system.  Athletics  are  a  nervous  strain  including 
little  of  the   routine  of  the  working  woman's  life. 

A  woman  who  has  had  wise  graduated  physical  training  up  to 
what  may  be  called  moderate  athletics  is,  setting  aside  abnorm- 
alities of  bony  formation,  variations  in  temperament  and  nervous 
control,  in  the  best  possible  shape  for  easy,  uncomplicated 
labor,  rapid  convalescence,  with  the  ability  to  nourish  her  own 
child    generously    with    the    ideal    baby  food,   mother's  milk. 
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The  children  of  such  mothers  should,  as  far  as  the  maternal 
influence  is  concerned,  be  of  the  best  quality  as  to  health  and 
vigor. 

DO  ATHLETICS  TEND  TO  PRODUCE  DISPLACEMENTS? 

2.  "Because  muscles  and  ligaments  are  strong,  she  does  not 
suffer  from  displacements  which  may  exist  before  labor.  After 
labor  the  fundus  flops  back,  and  there  may  be  a  good  deal  of 
resulting  wretchedness." 

8.  "Competitive  athletics  carry  with  them  local  risks  of  suffi- 
cient frequency  and  severity  to  make  them  usually  unwise." 

10.  "Have  seen  many  cases  of  prolapsed  ovaries  and  dis- 
placements resulting  from  overexercise  at  menstrual  period — 
gymnastic  stunts,  automobile  riding,  and  high  heeled  pumps." 

11.  "Tennis  and  riding  responsible  for  retroversions." 

1 6.  "Athletic  exercise,  gymnasium  work,  tendency  to  produce 
displacements,    in   some   cases   very   sure   this   was   cause." 

5.  "No  displacements  are  due  to  athletics,  but  women  are  not 
intended  for  violent  exercise." 

I.   "  Not  unless  a  hea\^  fall." 

15.  "Athletic  work  begun  early  prevents  displacements;  in 
my  opinion  I  have  seen  flexions  lessen  under  gymnastic  work. 
Displacements,  if  present  when  the  girl  enters  the  gymnasium, 
sometimes  become  exaggerated,  for  instance,  a  retro versio  uteri 
will  be  positively  increased  by  the  exercise  of  lying  on  the  back 
on  the  floor,  legs  raised  to  a  right  angle  with  the  trunk." 

4.  "I  am  opposed  to  strenuous  competitive  games.  Active 
physical  exercise  improves  pelvic  conditions.  In  the  great 
majority  of  cases  retroversion  and  prolapsus  in  young  women  are 
the  result,  not  of  sudden  strain  or  overexertion,  but  of  weak 
circulation,  weak  muscles  and  ligaments,  slowly  increased  con- 
gestion often  from  pressure  of  clothing,  habitual  constipation, 
etc.  I  believe  that  physical  activity  for  girls  is  tending  toward 
good.  The  great  danger  in  athletics,  out-  or  indoor,  is  due  to  the 
spasmodic  attempts  to  do  heavy  work  when  not  trained  up  to  it. 

12.  "Displacements  are  not  produced,  I  don't  believe  you 
could  get  one.  The  girl  who  gets  into  trouble  is  not  the  regularly 
trained  athletic  girl,  but  the  one  who  comes  back  from  Palm 
Beach  with  relaxed  muscles,  and  goes  directly  to  Southampton 
to  train  up  in  two  weeks  for  a  tennis  tournament." 

6.  "No  form  of  exercise  that  I  know  of  that  women  ordinarily 
take  has  any  influence  upon  the  position  of  the  womb." 
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14.  "Athletics  do  not  give  displacements  except  where  they 
already  exist  in  a  moderate  degree.  Then  heavy  work  is  apt  to 
make  them  complete.  A  college  champion  had  a  moderate 
retroversion  and  made  it  complete.  She  is  entirely  well  since 
operation.  Can  also  work  during  menstruation.  Another 
patient  operated  for  retroversion  rides  to  the  hounds  and  does 
all  kinds  of  active  athletics.  She  began  with  out-of-door  sports 
after  having  had  three  children,  a  lacerated  perineum,  a  retro- 
version, and  operation." 

17.  "Displacements  not  produced  by  athletics.  If  already 
slight  retroversion  it  may  become  complete  with  violent  work, 
or  unsuitable  exercise.  District  Attorney  in  a  sister  city  testified 
that  the  opinion  of  experts  was  to  the  effect  that  any  accident 
per  se  could  not  cause  retroversion." 

18.  "Athletics  do  not  cause  displacements." 

19.  "  Violent  forms  of  folk-dancing  objectionable." 

SUMMARY  ON  DISPLACEMENTS. 

Five  out  of  twenty  gynecologists  believe  that  displacements 
can  be  caused  by  violent  exercise  especially  during  the  menstrual 
period.  Several  others  specify  that  if  there  exists  already  a 
slight  retroversion,  athletic  exercise  tends  to  make  it  complete. 
Several  have  specified  that  the  girl  who  sets  up  pelvic  trouble  is 
the  girl  out  of  training,  with  soft  relaxed  muscles  who  suddenly 
goes  into  rigorous  competitive  games,  or  attempts  stunts  which 
she  had  accomplished  with  perfect  safety  when  trained  up  to 
them.  One  physical  and  medical  director  refers  to  athletic 
work  begun  early  as  prophylactic  treatment,  and  further  that 
existing  displacements  lessen  under  suitable  gymnastic  work. 

HOW   DO    .\THLETICS    AFFECT   CONVALESCENCE    AND   LACTATION? 

EXCERPTS  FROM  LETTERS  AND  INTERVIEWS. 

8.  "Do  not  do  better." 

II.  "Convalesce  better,  nursing  not  better." 

9.  "Splendid  convalescence,  better  nursing,  better  children." 

1.  "Splendid  recoveries." 

2.  "Fine  recoveries." 

SUMMARY  ON  CONVALESCENCE  AND  LACTATION. 

Ten  out  of  twelve  observers  are  more  or  less  enthusiastic  as 
to  the  effects  of  physical  training  in  relation  to  convalescence 
after  labor.     Several  testify  that  these  women  are  better  fitted 
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to  nurse  their  babies.  Two  most  reliable  observers  report  that 
nursing  is  no  better  in  these  women.  One  writes  that  women 
who  do  hard  daily  work  are  often  unable  to  nurse  their  babies. 

Fifty  years  ago  the  pale,  delicate  girl  was  fashionable.  A 
hearty  appetite  was  a  disgrace,  outdoor  sports  were  masculine, 
so  our  girls  spent  much  time  in  doors  in  fancy  work,  crocheting, 
embroidering,  dancing.  Now  they  are  off  with  a  rush  for 
the  tennis  court,  the  golf  links,  perhaps  driving  the  motor  car 
that  takes  them  there.  Girls  with  rosy  cheeks  and  sparkling 
eyes,  generous  appetites  and  good  circulation  are  now  the 
popular  type. 

The  change  in  the  life  of  our  people  makes  such  a  study  as  this 
of  vital  importance.  Life  has  become  so  complex — the  simple 
tastes,  the  vigorous  life  in  the  fields  or  about  the  house  has  given 
place  to  the  life  of  the  cities  with  the  confinement  of  shops  and 
offices,  of  halls  of  learning,  the  excitement  of  places  of  amuse- 
ment, theatres,  operas,  of  perpetual  tea  and  bridge  parties  and 
so  forth. 

One  of  our  best  knoAvn  obstetricians  writes :  ' '  The  great  need  of 
our  women,  especially  in  the  so-called  upper  classes  is  muscular 
work.  If  some  of  them  could  become  laboring  women  and  earn 
their  bread  by  "the  sweat  of  their  brow"  as  poor  men  and  women 
do,  we  should  have  much  less  hysteria,  neurasthenia,  nervous 
prostration,  heart-failure,  dystocia,  and  insanity  than  we  now 
do,  and  also  a  less  number  of  useless  abdominal  surgical  opera- 
tions. If  woman  will  not  do  any  normal  manual  work,  perhaps 
athletics  is  the  next  best  thing." 

The  cultivation  of  out-of-door  games  and  sports,  of  cross- 
country walking,  w^ould  seem  to  be  the  surest  and  quickest  means 
of  our  physical  salvation.  We  must,  however,  have  a  clear 
understanding  of  the  use  and  abuse  of  athletics  in  its  relation  to 
individuals — our  watchword  should  be  "moderation." 

One  of  our  best  known. physical  educators  recently  wrote,"  We 
have  found  that  exercising  with  g3^mnasium  apparatus  has  a 
tendency  to  stiffen  the  muscles,  to  render  them  hard  and  tense, 

whereas  our  aim  is  to  develop  suppleness  and  lightness 

We  want  to  have  our  college  girls  not  only  strong  and  muscular, 
but  we  also  want  to  develop  suppleness,  lightness,  quickness  and 
litheness.  The  most  successful  way  to  do  this,  it  seems  to  me, 
is  by  wholesome  outdoor  sports,  games,  and  dancing." 

A  university  professor  writes:  "From  the  standpoint  of 
therapeutics,  most  athletic  games — inaccurate  and  wasteful  of 
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time — do  not  compare  with  the  accurate,  formal  movements 
of  gymnastics." 

May  I  quote  the  words  of  an  enthusiastic  horsewoman  as 
applicable  to  wise  athletics: 

"If  I  should  be  allowed  to  enumerate  all  the  ailments  of  both 
mind  and  body  that  riding  is  good  for,  I  fear  my  eulog>'  would 
exceed  the  most  comprehensive  of  patent-medicine  advertise- 
ments. Riding  tends  to  bring  the  body  to  a  normal  healthy 
state;  it  is  the  secret  of  perpetual  youth,  for  it  keeps  the  body, 
the  figure,  and  the  heart  young.  In  addition,  it  teaches  self- 
control  and  decision,  and  develops  the  will  power.  In  short,  for 
a  healthy  life,  strength  and  the  pursuit — and,  with  a  good  horse, 
the  capture  of  happiness,  take  riding" — athletics. 

Xo  paper  such  as  this  can  be  of  value  that  does  not  have  the 
hearty  cooperation  of  a  large  number  of  trained  observers  of 
large  experience.  We  do  not  value  one  opinion  as  conclusive, 
but  the  consensus  of  numbers.  I  take  this  opportunity  to 
express  my  warmest  thanks  to  those  who  have  given  such  cordial 
and  painstaking  responses.  I  should  appreciate  any  further 
data  and  suggestions  which  others  may  have  to  offer. 

It  is  impossible  to  analyze  these  statistics  with  any  degree  of 
accuracy  on  account  of  the  premises  being  so  varied,  but,  in 
attempting  such  an  analysis,  we  find,  in  general,  the  large 
majority  approve  of  moderate  athletics.  This  term,  moderate 
athletics,  again  needs  definition.  We  must  create  a  standard, 
but  the  average  physician  is  not  yet  sufficiently  well  posted 
along  the  lines  of  athletic  training  for  girls  to  realize  either  the 
value  or  disadvantages  of  many  particular  forms  of  exercise. 
Moderate  athletics  with  some  would  include,  for  example,  running 
and  vaulting,  while  others  would  rigorously  exclude  them.  A 
few  have  laid  emphasis  on  the  early  systematic  training  in 
carefully  graded  educational  work,  and  perhaps  the  majority 
object  to  so-called  violent  work  at  any  time.  Some  have  ex- 
pressed their  appreciation  of  the  value  of  a  good  foundation  in 
early  childhood,  if  upon  it  is  to  be  built  that  most  complex  and 
noble  structure  a  perfect  woman. 

The  Japanese  begin  their  jiu-jitsu  with  their  girls  at  four  or 
five  years  of  age.  Irving  Hancock  writes  that  in  Japan  the 
women  are  not  weaker  than  men  and  in  this  country  they  have 
no  right  to  be. 

From  the  notes  on  the  circus  women  we  find  that  their  training 
is  begun,   in  many  cases,  in  the  earliest  childhood.     They  are 
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carefully  and  systematically  trained  so  that  at  puberty  most  of 
them  do  not  find  it  necessary  to  make  any  break,  but  go  steadily 
on  without  any  apparent  injury. 

Let  our  little  girls  lead  the  same  out-of-door,  unconventional 
lives  from  early  childhood  as  their  small  |)rothers,  climbing, 
swimming,  running,  ball-playing,  etc.  This  should  continue 
without  any  distinction  as  to  sex  until  puberty,  and  they  will 
arrive  at  that  first  great  epoch  in  their  reproductive  life  well 
prepared  for  the  changes  which  now  take  place.  In  preparatory 
and  private  schools  their  athletic  work,  games,  gymnastics,  etc., 
should  be  supervised  by  an  intelligent  physical  educator,  each 
girl  having  been  carefully  examined  by  a  physician  conversant 
with  the  scope  of  athletics  and  the  effects  of  specified  forms  of 
exercise.  More  enthusiasm  for  the  outdoor  life  for  girls  carries 
with  it  the  advantages  of  sunlight  and  fresh  air  as  well  as  of 

exercise. 

With  such  graduated  preliminary  training  a  girl  enters  college 
well  prepared  for  its  athletic  joys.  A  body  well  developed  and 
under  the  good  control  made  possible  by  years  of  active  use 
ensures  not  only  good  physical  endurance  but  makes  intellectual 
work  easier  and  adds  zest  to  all  the  activities  of  life. 

It  goes  without  saying  that  the  same  preparatory  training  does 
not  turn  out  hearts,  lungs  and  muscles  of  the  same  caliber  and 
while  it  tends  toward  nervous  stability  and  poise  the  complexity 
of  a  girl's  life  is  so  great  and  original  endowments  so  diverse,  that 
we  cannot  expect  equally  good  results  in  all  individuals.  A 
thorough  medical  examination  should  be  made,  and  on  the  basis 
of  the  findings,  her  physical  activities  should  be  adjusted  with 
continued  wise  supervision.  The  student  should  have  the 
advantage  of  a  thorough  grounding  in  the  physiological  facts 
essential  to  her  highest  physical  development,  she  should  be  fully 
aware  of  the  inevitable  penalties  to  be  paid  for  carelessness, 
recklessness,  and  exercise  too  violent  or  stimulating  for  her 
individual  organization.  She  should  understand  clearly  what 
she  may  and  may  not  do  during  the  menstrual  period. 

One  of  the  high  excellences  of  physical  education  is  the  training 
of  the  judgment,  self-control,  the  recognition  by  the  young 
athlete  of  her  powers  and  her  limitations,  the  knowledge  of  the 
cause  and  effect  of  strain  or  other  injury,  and  the  avoidance  of 
the  conditions  causing  them. 

While  a  rational  amount  of  activity  is  most  beneficial  at  the 
period,  and  often  invaluable  as  a  therapeutic  agent  in  dysmenor- 
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rheas,  and  other  pelvic  disturbances,  immoderate  exercise, 
violent  exercise,  can  be  safely  indulged  in  only  by  the  exceptional 
few.  High  nervous  tension  during  the  menstrual  period  should 
be  avoided. 

Here  would  properly  come  up  the  whole  question  of  inter- 
collegiate games.  Those  who  have  expressed  themselves  on 
that  point  are  unanimously  inclined  to  believe  that  they  should  be 
discouraged  because  it  is  impossible  to  suit  the  time  of  contests 
and  preparatory  training  to  the  individual  girl.  The  wild 
excitement  of  the  meet  itself,  her  loyalty  to  her  college,  the 
applause  of  the  multitude,  the  intoxication  of  outstripping  her 
competitors,  all  these  cause  many  a  girl  to  sacrifice  what  seems 
a  problematical  future  evil  to  the  present  hour  of  triumph.  She 
is  swept  away  by  the  enthusiasm  of  the  moment.  The  nervous 
strain  in  such  contests  is  tremendous,  and  uses  up  more  vital 
energy  than  most  girls  have  to  give.  The  fact  that  every  now 
and  then  a  college  boy  is  carried  off  the  football  field  or  from  a 
boat-race,  a  physical  wreck,  seems  no  justification  for  approving 
intercollegiate  sports  among  girls  where  similar  results  may  occur. 
The  same  strenuous  objection  cannot  be  made  to  interclass 
contests. 

This  is  said  in  no  didactic  fashion,  only  with  the  desire  to  keep 
the  matter  agitated  until  definite  conclusions  are  reached,  and 
the  medical  profession  doing  its  full  duty  in  advising  and  in 
training  our  splendid  army  of  American  girls  into  the  highest  type 
of  physical  perfection  possible  for  womanhood  and  motherhood. 

749  Madison  Avenue. 


PITUITARY  EXTRACT  IN  INERTIA  UTERI.* 

BY 
O.  PAUL  HUMPSTONE,  M.  D., 

Brooklyn.  N.  Y. 

The  factor  in  labor  over  which  we  have  the  least  control  to-day 
is  the  power  of  the  contractions  of  the  uterus.  Any  con- 
tribution offering  help  in  this  particular  should  be  welcome. 
Animal  experimentation  with  animal  extracts  has  given  us  a 
valuable  aid  to  this  end,  in  the  form  of  an  extract  of  the  infun- 
dibular portion  of  the  pituitaiy  body. 

Anatomy. — Briefly  it  will  be  recalled  that  the  pituitary  body 
situated  at  the  base  of  the  brain  on  the  sphenoid  bone  is  com- 

*  Read  before  the  New  York  Obstetrical  Society.  May  14,  19 12 
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posed  of  an  anterior  lobe  (the  hypophysis),  a  posterior  lobe 
(infundibular  lobe) ,  and  a  stalk  connecting  this  with  the  floor  of 
the  third  ventricle  called  the  infundibulum.  The  two  portions 
are  of  an  entirely  different  construction.  The  anterior  resembling 
a  fetal  thyroid  (Bell)  and  the  posterior  consisting  of  a  ground- 
work of  ependyma  and  neuroglia  cells  and  fibers  containing  islets 
of  epithelial  cells.  It  is  the  posterior  portion  and  the  infun- 
dibulum which  contain  the  material  with  which  we  are 
interested. 

H.  H.  Dale(i)  in  1906,  while  experimenting  with  an  extract 
of  this  portion,  discovered  that  it  would  cause  contraction  of  the 
uterus  when  injected  intravenously  into  a  rabbit.  The  action 
was  very  similar  to  that  of  ergot;  and  it  was  in  a  paper  on  ergot 
that  attention  was  first  called  to  this  physiological  effect  of 
pituitary  extract  without  any  practical  suggestions  as  to  possible 
clinical  uses.  He  called  attention  to  the  chemical  fact  that  the 
so-called  pressor  properties  of  ergot  are  due  to  certain  amines 
and  that  it  is  to  these  same  amines  that  an  extract  of  the  infun- 
dibular portion  of  this  gland  owes  its  activity.  These  amines 
are  probably  derived  from  the  islets  of  epithelium  among  the 
fibers  of  the  infundibulum. 

Blair  Bell(2)  on  November  4,  1909,  before  the  Liverpool 
Medical  Institution,  read  the  first  clinical  paper  on  the  thera- 
peutic value  of  the  infundibular  extract  in  shock,  uterine  atony, 
and  intestinal  paresis.  He  determined  among  other  things  that 
infundibular  extract  causes  powerful  contractions  in  the  puer- 
peral, pregnant,  and  menstruating  uterus  and  that  it  raises  the 
blood-pressure.  He  cited  two  cases  of  Cesarean  section  with  the 
striking  results  of  the  blanched  ball  of  a  uterus  after  injection 
with  pituitary  extract.  He  further  noted  its  success  in  cases  of 
postpartum  hemorrhage  from  atonic  uterus.  He  opined  that 
infundibular  extract  would  in  the  future  be  used  to  produce 
contractions  of  the  uterus  in  many  serious  obstetric  complica- 
tions and  difficulties  but  it  was  his  opinion  that  it  ought  but 
rarely  to  be  given  before  labor. 

Aarons(3)  in  September,  1910,  before  the  Fifth  International 
Congress  of  Obstetrics  and  Gynecology,  held  in  St.  Petersburg, 
read  a  paper  on  the  use  of  pituitary  extract  in  obstetrics  and 
g^^necology.  He  found  that  the  uterus  contracts  better  and  more 
quickly  in  normal  labor,  than  when  ergot  is  used.  He  cited 
seventy  cases  with  eleven  in  detail,  including  instances  of  post- 
partum hemorrhage,  intestinal  paresis,  and  retention  of  urine. 
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The  German  obstetricians  were  quick  to  grasp  the  value  of  this 
medicament  and  no  less  than  seventeen  articles  have  appeared  in 
the  German  literature  in  the  last  year  and  a  half,  all  favorable  in 
their  findings,  in  suitable  cases. 

Hofbauer(4)  of  the  Breslau  Frauenklinik  reported  sixty-six 
cases.  He  found  that  results  depended  on  the  quality  of  the 
preparations  and  the  method  of  injection  employed.  Old 
preparations  were  not  as  effective.  Alcohol  contaminated  the 
efficacy.  Intramuscular  injection  should  always  be  practised. 
No  local  disturbance  was  observed.  His  dosage  was  0.5  to  3 
grams.  Xo  toxicity  was  noted.  For  urinary  retention  he  found 
0.5  gram,  sufficient.  There  were  no  kidney  complications.  He 
did  not  recommend  its  use  in  nephritis  or  myocardial  disease. 
In  three  cases  pains  gradually  became  less  strong,  requiring  three 
injections.  It  was  most  effective  in  the  second  stage,  here  his 
results  he  characterized  as  brilliant  even  in  a  somewhat  con- 
tracted pelvis.  He  did  not  obtain  so  good  effects  in  postpartum 
hemorrhage  for  which  the  drug  was  first  recommended. 

Ross(5)  incited  by  Hofbauer's  results  confirmed  them.  He 
does  not  see  how  pituitrin  can  be  excluded  from  obstetrical 
therapeutics,  saving  time,  needless  forceps,  and  physical  exhaus- 
tion both  for  the  patient  and  physician.  He  found  it  useful  in 
postpartum  hemorrhage  from  atony  of  the  uterus. 

Gottfried (6)  reported  some  brilliant  results.  He  mentioned 
without  going  into  detail  five  cases  in  which  an  injection  of  pitui- 
trin proved  of  very  little  if  any  advantage. 

Kroemer(7)  in  two  cases  of  Cesarean  found  it  diminished  the 
amount  of  bleeding. 

Pfeifer(8)  believes  that  if  the  kidney  condition  is  insufficient, 
pituitrin  should  not  be  used,  based  on  experience  with  a  case  of 
eclampsia. 

Stem (9)  had  some  slight  success  with  it  in  three  cases  for 
inducing  labor,  giving  one  injection  a  day  for  four  days,  in  one 
case,  with  bag  introduction,  in  the  others,  alone. 

Bondy(io)  in  ten  cases,  reported  positive  results  in  eight, 
doubtful  in  one,  and  one  a  total  failure.  He  considers  it  of 
great  value  in  prolonged  labor  and  loss  of  labor  pains.  He 
charted  eight  cases  in  which  the  length  of  labor  before  the  use  of 
pituitrin  averaged  thirty-six  hours  and  after  its  use  twenty- 
eight  minutes.  The  cases  all  being  prolonged  in  the  first  stage 
with  membranes  ruptured  and  four  fingers  dilated. 

Schmidt  (11)  used  a  combination  of  pantopon  and  pituitrin  in 
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II 8  cases  of  labor  at  the  clinic  in  Prague.  He  concluded  con- 
cerning pituitrin ;  that  it  is  the  best  of  all  the  drugs  for  the  treat- 
ment of  postpartum  hemorrhage;  it  is  superior  to  ergot  in  that  it 
may  be  administered  before  the  separation  of  the  placenta.  It 
is  the  only  infallible  means  of  producing  contraction  in  inertia 
uteri.  Rapid  labor  and  little  hemorrhage  are  the  results  of  its 
administration. 

Frees  (12)  believes  in  the  reliability  of  pituitrin  for  arousing  and 
increasing  the  force  and  frequency  of  the  contractions  of  the 
uterus  in  labor.  While  it  should  not  be  used  in  any  other 
obstacle  to  the  conclusion  of  labor  than  inertia,  in  slight  degrees 
of  pelvic  contraction,  it  has  been  of  great  assistance  in  causing 
the  engagement  of  the  head. 

Vogt(i3)  at  the  Dresden  Frauenklinik  has  made  use  of  pituitrin 
in  obstetrics  with  excellent  results.  He  believes  that  pituitrin 
acts  promptly  and  energetically  in  the  expulsive  period ;  it  makes 
normal  labor  more  rapid,  prevents  secondary  weakening  of  the 
contractions,  and  assists  in  the  delivery  in  cases  of  contracted 
pelvis.  It  acts  most  strongly  in  the  expulsive  period  but  acts 
also  after  the  child  has  been  born,  by  assisting  the  expulsion  of 
the  placenta.  He  believes  that  in  pituitrin  we  have  the  ideal 
means  of  increasing  the  contractions  of  labor.  He  saw  no  te- 
tanic contraction  of  the  uterus. 

Hahl(i4)  injected  pituitrin  directly  into  the  uterine  muscle 
in  two  cases  of  Cesarean.  He  reported  its  use  in  thirty-four  cases 
at  the  clinic  at  Helsingfors,  four  of  which  were  studied  with  the 
apparatus  of  Westenmark.  He  found  that  in  some  cases  it 
had  no  effect  but  in  others  excited  regular  and  powerful  pains 
which  remained  of  constant  strength  for  ninety-six  minutes  and 
then  weakened.  In  two  cases  the  pains  became  shorter  but 
stronger,  the  intervals  of  less  duration  and  the  intrauterine  pres- 
sure higher,  more  tetanic  in  character.  He  advises  as  an  ordi- 
nary dose  I  gram,  repeated  if  necessary. 

Parisot  and  Spire(i5)  are  the  only  French  reporters  to  date 
that  I  could  find.  Their  results  were  not  conclusive  since  they 
used  an  extract  from  the  whole  gland.  They  had  some  success  in 
four  cases. 

My  research  shows  no  discussion  of  the  use  of  this  drug  before 
any  representative  obstetric  body  in  this  country.  This  fact  in 
association  with  the  happy  results  reported  from  abroad  particu- 
larly in  Germany  and  England  and  my  own  experience  of  the  last 
winter's  work  at  my  clinics  at  the  Jewish  and  Methodist  hospitals 
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and  in  private  leads  me  to  offer  this  subject  for  your  discussion, 
that  we  may  go  on  record  for  or  against  pituitrin. 

I  have  used  pituitrin  in  sixty-four  selected  cases  from  the  last 
525  cases  coming  under  observation  since  September,  1911. 
I  have  come  to  the  belief  that  it  is  a  potent  agent  to  cause 
uterine  contractions  under  certain  conditions.  Sometimes  it 
fails  completely  just  why  I  do  not  know;  but  its  effect  when 
properly  administered  is  so  satisfactory  that  it  now  occupies  a 
definite  place  in  my  obstetric  therapeutics.  In  my  judgment  it 
has  no  place  in  normal  labor.  Its  chief  indications  in  obstetrics 
are  in  inertia  uteri,  in  postpartum  hemorrhage,  in  Cesarean 
section,  and  in  preventing  and  treating  shock. 

We  have  never  seen  any  unhappy  results  in  its  use  either  to 
mother  or  child.  Cost  is  an  objection  which,  however,  is  not  out 
of  proportion  to  the  good  results  obtained. 

Preparations  Used. — We  have  employed  the  vaporoles  of 
pituitary  (infundibular)  extract  of  Burroughs  Wellcome  &  Co. 
each  cubic  centimeter  of  which  represents  0.2  grams  of  fresh 
posterior  lobe  of  the  pituitary  body  and  pituitrin  of  Parke,  Davis 
and  Co.  in  ampules  containing  i  c.c.  which  represents  o.i  gram  of 
fresh  pituitary  gland  (infundibular  portion) .  The  latter  prepara- 
tion is  also  put  up  in  ounce  bottles.  It  has  seemed  to  us  that  we 
have  not  had  quite  so  satisfactory  results  with  this  as  with  the 
ampules  and  vaporoles.  It  has  been  stated  by  some  writers 
that  the  preparation  becomes  colored  and  deteriorates  with  age 
and  this  may  be  the  reason  why  the  bulk  preparation  fails  to  give 
as  good  results. 

Dosage. — Pituitrin  should  always  be  given  hypodermatically 
and  intramuscularly.  Digestive  juices  destroy  its  activity.  The 
initial  dose  was  first  recommended  at  o.i  gram  or  0.2  grams,  but 
the  German  workers  have  come  to  use  far  larger  doses,  some  as 
high  as  I  gram  at  the  initial  dose.  Xo  toxicity  has  been  recorded 
at  any  dosage;  but  there  is  an  idiosyncrasy  as  to  the  amount 
necessary  to  obtain  the  effect.  We  have  come  to  use  0.4  grams 
(4  c.c.  of  pituitrin  P.  D.)  as  the  initial  dose  repeated  every  twenty 
minutes  for  three  doses  if  necessary  when  if  no  results  are  ob- 
tained, the  drug  is  forsaken. 

Effects. — Objection  has  been  made  to  pituitrin  because  it  raises 
the  blood-pressure.  Our  observations,  which  are  in  accord  with 
others,  is  that  its  effect  on  the  blood-pressure  in  labor,  is  not  so 
great  as  at  first  asserted.  We  have  carefully  observed  the  blood 
pressure  in  thirty  cases,  before  its  administration,  just  after,  one- 
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half  hour  later,  and  at  a  further  interval  of  two  hours.  The 
highest  elevation  of  the  blood-pressure  was  twenty  points,  and 
the  average  eight  points.  The  lower  the  blood-pressure  in  the 
beginning  the  greater  the  elevation  in  consequence  of  the  use  of 
the  drug.  This  pressure  was  continued  during  the  two  hours. 
The  second  dose  of  pituitrin  did  not  raise  the  blood-pressure  per- 
ceptibly more  than  the  initial  dose.  So  we  have  come  to  believe 
that  its  effect  on  the  blood-pressure  can  safely  be  disregarded, 
although  we  would  not  venture  to  use  it  when  the  blood-pressure 
is  over  150  to  begin  with,  when  any  considerable  lesion  of  the  heart 
or  the  kidneys  is  present.  We  employed  it  in  a  case  of  broncho- 
pneumonia for  the  purpose  of  aiding  an  inertia  uteri  toward  the 
end  of  the  first  stage  in  dosage  of  0.4  grams  repeated  in  twenty 
minutes  with  the  desired  effect  of  increasing  the  force  and  fre- 
quency of  the  labor  pains,  in  one  hour  completing  the  dilatation 
and  forcing  the  head  to  the  perineum  for  an  easy  forceps.  No 
bad  effect  was  produced  to  the  patient  or  child.  Her  pneumonia 
went  on  in  its  usual  course.  She  died  in  six  days.  Her  blood- 
pressure  was  elevated  fifteen  points  after  the  first  injection  from 
125  to  140  and  remained  at  140  after  the  second  injection  for 
two  hours. 

Effects  on  the  Uterus. — In  early  pregnancy,  it  would  seem  that 
little  need  be  feared  from  the  pernicious  use  of  pituitrin  per  se 
as  an  abortifacient.  In  the  early  months  of  pregnancy  it  will 
cause  uterine  contractions  but  no  expulsion  of  the  contents  of 
the  uterus.  This  observation  is  in  accord  with  others.  As  an 
example,  I  wnll  cite  from  my  own  experience  the  case  of  a  woman 
with  absolute  indication  for  Cesarean  who  had  one  child  by 
abdominal  route  and  who  declined  to  assume  the  responsibility  for 
a  second  delivery,  pregnant  two  months.  Pituitrin  was  injected 
in  an  attempt  to  induce  abortion  in  full  dosage  4  c.c.  repeated 
three  times  on  three  successive  days,  without  any  effect  to  cause 
the  expulsion  of  the  contents  of  the  uterus. 

In  the  Induction  of  Labor. — During  the  middle  period  of  preg- 
nancy few  statistics  are  available  of  the  use  of  pituitrin  per  se 
but  its  use  after  the  introduction  of  a  bag  seems  to  show  that  it 
hastens  the  dilatation  materially.  In  cases  which  have  gone  to 
full  term  or  over  time  some  reporters  have  had  success,  but  this  is 
not  in  accord  with  our  experience.  In  ten  women  of  this  class, 
I  made  three  repeated  injections  of  4  c.c.  of  pituitrin,  three  days 
in  succession  and  in  no  case  did  labor  come  on  within  three  days 
of  the  last  injection. 
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In  the  First  Stage  of  Labor. — The  early  part  of  the  first  stage  of 
labor,  before  shortening  and  at  least  three  fingers  dilatation  are 
present  is  no  time,  n  my  judgment,  for  the  use  of  pituitrin,  except 
where  it  has  been  necessary  to  introduce  a  bag,  or  to  do  Braxton- 
H  cks  vers'on  for  placenta  previa.  In  the  ordinary  case  of 
delayed  first  stage  with  nagging  pains,  quieting  efforts  and  time 
are  far  better  treatment  than  pituitrin ;  but  when  the  cervix  has 
shortened  and  dilated  to  three  fingers  or  over  and  advance  with 
engagement  does  not  occur  from  simple  ineffectiveness  of  the 
labor  pains  here  is  one  of  the  times  when  the  effect  of  this  drug 
is  most  striking  and  satisfactory.  Within  five  minutes  from  the 
time  of  the  first  or  second  injection  the  character  of  the  pains  is 
entirely  changed.  They  become  much  stronger,  of  longer  dura- 
tion, and  nearer  together  and  continue  for  a  varying  time  of 
about  two  hours.  May  I  cite  one  case  as  an  example :  A  primi- 
para  thirty-five  years  old,  stout  and  flaccid  in  musculature  had 
been  thirty  hours  in  labor  with  weak  inefficient  contractions  when 
I  was  called  in  consultation.  She  was  tired,  with  a  dry  tongue, 
and  a  pulse  of  130.  The  membranes  were  ruptured  six  hours 
(artificially  by  the  doctor  in  the  hope  of  increasing  the  efficiency 
of  the  pains).  The  fetal  heart  was  very  irritable  flying  up  to 
200  during  the  contractions.  The  cervix  was  well  thinned  out, 
three  fingers  dilated.  The  head  L.  O.  A.,  dipping  into  the  brim 
manifested  no  great  disproportion,  not  a  very  good  proposition  to 
our  mind  for  either  mother  or  child  to  do  an  immediate  forceps. 
Pituitrin  4  c.c.  was  injected  into  the  thigh.  In  seven  minutes 
the  entire  picture  changed,  the  pains  were  lengthened  and 
strengthened,  and  in  one  hour  she  had  pushed  the  head  to  the 
pelvic  floor  for  the  simplest  kind  of  a  forceps,  after  manual  dila- 
tation of  the  vulva.  This  case  represents  practically  the  same 
features  as  wx  have  observed  in  eighteen  cases  with  most  brilliant 
results. 

In  the  Second  Stage  of  Labor. — ^When  just  a  little  more  vis  a 
tergo  is  needed  to  mold  a  head  through  a  pelvis  or  the  uterus  is 
tiring  from  its  efforts  against  a  slight  degree  of  disproportion,  the 
results  are  equally  satisfactory  to  those  noted  above.  Our 
experience  has  been  even  more  striking  when  we  have  employed 
120  grain  of  strychnine  hypodermically  at  the  same  time  as  the 
pituitrin,  and  in  such  indications  as  the  above  we  believe  this  to 
be  the  ideal  combination.  The  effect  has  been  more  marked  in 
multiparas  than  primiparae. 

In    the   Third   Stage   of  Labor. — When   no   inertia   is   present, 


364        humpstone:  pituitary  extr.a.ct  in  inertla.  uteri. 

pituitrin  causes  an  earlier  separation  and  quicker  expulsion  of 
the  placenta,  but  I  do  not  incline  to  employ  it  as  a  routine 
procedure.  Less  hemorrhage  and  better  restitution  are  obtained 
I  think  by  the  quiescent  period  of  twenty  minutes  and  Crede 
and  ergot.  When  inertia  uteri  is  present  and  profuse  bleeding 
therefrom  occurs,  pituitrin  is  illogical  alone.  It  causes  inter- 
mittent contractions  of  the  uterus.  A  more  tonic  pressor  is 
needed  and  ergot  hypodermically  in  large  doses  still  has  the  first 
claim.  However  pituitrin  supplies  something  which  ergot  does 
not  in  stimulating  prompt  contraction,  in  most  positively  and 
strikingly  preventing  the  shock  accompanying  postpartum 
hemorrhage  and  in  aiding  the  involution  of  such  an  atonic  uterus. 
Where  pituitrin  has  been  employed  earlier  in  labor  with  inertia, 
it  is  to  be  remembered  that  its  effect  is  temporary  and  unless  it  is 
repeated  in  the  third  stage  grave  hemorrhage  may  occur. 

In  the  Puerperium. — When  pituitrin  has  been  used  during  the 
later  part  of  the  labor,  it  has  seemed  to  us  that  the  involution  is 
more  rapid.  We  have  observed  no  case  of  retention  of  urine 
where  pituitrin  was  used  in  the  labor,  but  we  have  not  used  it  to 
relieve  retention  although  aware  of  its  success  as  an  agent  to  this 
end  in  some  hands. 

In  Cesarean  Section. — We  have  exhibited  it  in  seven  cases,  six 
with  complete  and  brilliant  success  and  once  without  any  effect. 
We  deem  it  wise  to  give  ergotole,  30  minims  hypodermically,  at 
the  beginning  of  the  operation,  and  do  not  give  the  pituitrin 
until  the  sutures  are  placed  in  the  uterus  because  of  an  experience 
in  one  case  in  which  contraction  was  so  prompt  that  the  sutures 
in  the  uterus  could  not  be  placed  accurately  and  later  a  consider- 
able hemorrhage  occurred  into  the  abdomen,  beneath  the  perito- 
neum over  the  uterus,  forming  a  hematoma  which  was  ultimately 
entirely  absorbed. 

It  is  my  regret  that  time  does  not  allow  of  a  more  detailed 
analysis  of  my  series  of  cases. 
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SOME  OBSERVATIONS  ON  PRIMARY  UTERINE 
INERTIA.* 

BY 
GEORGE  H.  RYDER  M.  D., 

New  York  City. 

Uterine  inertia  is  primary  or  nonobstructive,  and  secondary 
or  obstructive.  In  primary  inertia  the  uterine  contractions  are 
from  the  first  inefl&cient  in  themselves,  and  labor  is  delayed 
simply  for  this  reason  and  not  from  obstruction  to  the  birth 
of  the  fetus. 

In  secondary  inertia  the  contractions  may  be  satisfactory  at 
first,  but  because  of  obstruction  they  become  ineffectual  from 
exhaustion. 

One  is  the  lack  of  uterine  effort.  The  other  is  uterine  ex- 
haustion from  obstruction. 

Lack  of  uterine  effort  and  obstruction  may  exist  together. 
Obstruction  slight  in  itself  associated  with  poor  uterine  effort 
may  prevent  normal  termination  of  labor.  W^hile  with  marked 
uterine  obstruction  from  pelvis  or  fetus,  the  uterine  contractions 
are  often  for  a  time  feeble,  not  from  real  weakness,  but  because  the 
presenting  part  is  high  and  contractions  are  not  stimulated. 

Primary  inertia  includes  those  cases  of  delayed  labor  due 
primarily  to  poor  uterine  effort.  Secondary  inertia  includes 
those  cases  due  primarily  to  obstruction. 

I  wish  to  consider  here  only  primary  or  nonobstructive  uterine 
inertia.  This  may  be  defined  as  "  delayed  labor  caused  primarily 
by  inefficient  uterine  contractions,  in  the  absence  of  serious 
obstruction  to  deUvery." 

One  of  the  most  puzzling  complications  of  labor  is  primary 
uterine  inertia.  There  are  two  general  methods  of  treating  it. 
One  is  the  attempt  to  stimulate  the  inert  uterus  to  action,  and 

*Read  before  the  New  York  Obstetrical  Society,  May  14,  1912. 
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thus  at  once  to  end  labor.  The  other  is  to  quiet  the  uterus  as 
far  as  possible  and  to  wait,  in  the  hope  that  by  rest  the  inertia 
may  disappear,  and  at  a  later  time,  labor  may  be  more  nearly 
normal. 

I  have  met  with  eighteen  cases  of  primary  uterine  inertia  in 
1 75  consecutive  labors  in  private  patients.  A  short  study  of  these 
with  special  reference  to  these  two  methods  of  treatment  may 
be  of  interest  to  the  Society. 

The  frequency  was  a  trifle  over  one  in  ten.  This  does  not  in- 
clude all  cases  in  which  labor  pains  were  weak,  but  only  those 
cases  in  which  the  pains  were  so  weak  as  to  be  a  serious  problem. 
In  thirteen  the  pains  vanished  entirely  for  a  time,  and  one  had 
no  pains  at  all. 

Of  the  eighteen  cases  of  inertia  only  three  started  spontane- 
ously. In  fourteen  labor  was  induced  artificially  by  bags,  and 
in  one  an  attempted  induction  by  bougie  failed.  Delivery  was 
subsequently  affected  by  forceps  with  no  labor  pains. 

Induction  was  undertaken  in  thirteen  to  promote  easy  labor 
before  the  fetus  should  become  too  large;  in  two  it  was  induced 
for  slight  albuminuria. 

At  the  time  of  labor  all  were  within  two  weeks  of  term,  and 
thirteen  at  or  beyond  term. 

Twelve  women  were  multigravidae,  and  six  were  prima- 
gravidae. 

Eleven  w^ere  over  thirty  years  of  age,  seven  were  under  thirty 
years,  and  three  were  under  twenty-five  years  of  age. 

In  none  of  the  eighteen  cases  w^as  there  serious  obstruction 
from  the  pelvis  or  position  of  the  fetus,  to  account  for  the  inertia. 
All  the  pelves  were  normal  by  external  and  internal  examination, 
two  with  slight  prominence  of  the  sacral  promontory,  but  not 
sufficient  to  cause  obstruction.  In  none  was  there  marked 
disproportion  between  the  sizes  of  the  fetus  and  the  pelvis. 

The  cause  of  the  inertia  seemed  to  be  previous  distention  of  the 
uterus  in  five;  age  with  many  years  since  childbirth  in  two;  two 
were  elderly  primigra^^dae ;  three  delicate  or  flabby  women,  and 
one  woman  was  pregnant  for  the  third  time  in  three  years.  In 
one  a  very  slight  projection  of  the  sacral  promontory  seemed 
partly  responsible;  and  in  four  no  cause  could  be  discovered, 
except  in  the  mental  attitude  of  the  patients. 

The  actual  time  of  labor  was  not  long  in  any  case,  though  from 
the  beginning  to  the  end  with  the  periods  of  no  pains,  labor  was 
often    protracted.     In  nine   the  total  time   of  labor  w^as  over 
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twenty-four  hours,  the  longest  was  forty-five  and  one-fourth 
hours,  the  shortest  had  no  labor  at  all. 

Three  of  the  cases  were  delivered  normally;  five  bv  high 
forceps;  five  by  medium  forceps;  and  five  by  version,  four  of 
these  latter  because  of  interciu-rent  complications. 

There  was  no  maternal  mortality,  but  there  were  five  still- 
births, and  one  infant  death,  a  total  infant  mortaUty  of  six  or 
33  1/3  P^'"  cent.  Two  of  the  stillbirths,  however,  were  due  to 
prolapsed  cords. 

Only  one  of  the  patients  had  anything  approaching  a  post- 
partum hemorrhage.  She  lost  about  15  ounces  of  blood. 
However,  in  six  the  uterine  cavity  was  packed  with  gauze  im- 
mediately, as  a  precautionary  measure. 

In  four  inertia  in  the  third  stage  necessitated  manual  extrac- 
tion of  the  placenta;  and  in  two  others,  part  of  the  membranes 
were  so  extracted. 

Four  of  the  women  had  temperatures  of  100.6°  F.  or  over 
following  delivery;  one  a  pyelitis  appearing  on  the  fourteenth 
day;  one  a  reactionary  temperattu'e  of  101°  F.  within  the  first 
twenty-four  hours  only;  and  two  temperatures  of  101°  F.  and 
102°  F.  respectively,  each  on  the  third  da}',  but  disappearing 
on  the  fourth. 

The  results  obtained  in  the  treatment  of  these  cases  of  inertia 
varied  so  widely  with  the  methods  employed  that  I  wish  especially 
to  call  attention  to  this  fact. 

In  the  first  five  cases,  when  complete  inertia  occurred,  efforts 
were  made  to  stimulate  the  uterus  to  action  and  to  finish  the 
labor  at  one  session.  The  results  were  so  discoiuraging  that  in 
all  the  following  cases  this  method  of  treatment  was  discarded, 
and  was  only  used  when  absolutely  required.  Rather  a  waiting 
policy  was  adopted,  and  if  the  membranes  were  unruptured  and 
the  inertia  was  complete,  no  effort  was  made  to  stimulate  "  pains," 
but  the  patient  was  left  alone  and  labor  was  allowed  to  start 
spontaneously.  This  happened  in  every  case  except  one  within 
four  days.  The  results  by  this  means  were  extremely  good,  in 
marked  contrast  to  the  poor  results  by  the  former  method. 

In  speaking  of  these  five  cases  treated  by  the  "stimulating" 
method,  if  we  may  so  describe  it,  I  shall  omit  details  as  far  as 
possible,  and  to  this  end  I  will  mention  several  features  common 
to  all  which  need  not  be  separately  repeated.  In  all  labor  was 
induced  to  bring  about  an  easy  delivery.  In  all  obstruction 
was  absent  from  pelvis,  or  faulty  position  or  size  of  fetus.     In 
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all  at  the  time  of  induction  the  cervix  was  short  and  soft  admitting 
two  or  three  fingers,  with  the  fetal  head  at  the  brim  in  the 
L.  O.  A.  or  R.  O.  A.  position. 

The  first  case  was  so  easy  as  to  be  deceptive.  A  duogravida, 
twenty-nine  years  old,  had  four  years  previously  lost  her  first 
child,  fabulously  large,  after  a  harrowing  instrumental  delivery. 

Labor  was  induced  two  weeks  before  term  by  a  No.  3  modified 
Champetier  de  Ribes  bag.  The  bag  was  expelled  after  twelve 
hours,  leaving  the  cervix  dilated  four  fingers.  Pains  ceased 
entirely,  wherefore  the  vagina  was  packed  tightly  with  gauze,  but 
this  did  not  make  the  pains  reappear.  After  eleven  hours  the 
packing  was  removed  and  conditions  were  found  unchanged. 
The  membranes  were  artificially  ruptured.  Still  no  pains 
appeared.  Consequently,  under  anesthesia  the  cervix  was 
dilated  manually  and  forceps  were  applied  to  the  head  at  the 
brim.  With  almost  the  first  traction  the  patient  was  delivered 
safely  of  a  6  1/2  pound  child. 

The  next  case  was  disastrous.  Mrs.  W.,  a  nervous  duogravida, 
thirty-three  years  old,  had  nine  years  before  given  birth  naturally 
to  a  6  1/2  pound  baby. 

When  at  term  a  No.  3  bag  was  inserted.  No  perceptible 
pains  resulted,  but  after  twenty-four  hours  the  bag  was  expelled, 
leaving  the  cervix  dilated  foiu:  fingers.  A  bougie  was  introduced 
with  vaginal  packing.  A  slight  oozing  indicated  that  the  mem- 
branes were  punctured,  but  no  pains  were  noticed.  Twelve 
hours  later  the  bougie  and  packing  were  taken  out.  Conditions 
were  unchanged.  Under  anesthesia  the  cervix  was  dilated 
manually  and  forceps  applied  to  the  head  at  the  brim.  The 
operation  was  most  difficult,  and  after  one  hour  of  intermittent 
traction  the  patient  was  delivered  of  an  8  pound  infant,  who 
died  on  the  third  day,  from  cerebral  and  general  hemorrhages. 

The  third  patient,  Mrs.  M.,  was  a  neurotic  elderly  looking 
duogravida,  thirty-six  years  old.  Eight  years  before  she  had 
lost  a  seven  months  fetus  in  a  dry  labor. 

When  at  term  labor  was  induced  by  a  No.  3  bag.  All  day 
the  patient  was  only  uncomfortable,  but  finally  expelled  the  bag 
with  severe  "pains"  nine  hours  after  its  introduction.  The 
cervix  then  admitted  four  .fingers,  and  with  each  pain  the 
membranes  bulged  so  strongly  that  it  appeared  inevitable  they 
must  soon  burst.  Consequently  they  were  artificially  ruptured. 
A  normal  termination  of  labor  seemed  near,  but  with  the  rupture 
of  the  membranes,  the  unexpected  happened  and  all  "pains" 
stopped.  Nothing  ever  started  them  again.  At  first  the  patient 
was  allowed  to  rest  and  sleep,  then  every  effort  was  made  to 
start  the  "pains,"  larger  bags,  Pomeroy  bags,  bougie,  vaginal 
packing,  walking,  and  strychnine.  After  twepty-four  hours  the 
patient  was  delivered  with  high  forceps,  at  my  request,  by  Dr. 
Cragin.  The  cervix  had  become  so  resilient  that  it  had  to  be 
cut.  After  a  most  difficult  operation  lasting  nearly  an  hour,  a 
stillborn  fetus  weighing  7  pounds  2  ounces  was  delivered. 
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Mrs.  R.,  was  a  delicate  little  duogravida  thirt3^-six  years  old. 
with  a  longing  for  a  large  family.  Two  years  before  she  had 
lost  her  first-born,  six  days  after  birth  from  a  high  forceps 
delivery.  Labor  was  induced  at  term  by  a  No.  3  bag.  This 
was  expelled  in  seven  hours  with  weak  "pains"  which  ceased 
entirely  on  expulsion  of  the  bag.  A  No.  4  bag  was  introduced 
and  was  expelled  in  about  the  same  time.  Again  the  "pains" 
stopped.  Examination  showed  a  rim  of  cervix,  with  the  head 
still  at  the  brim. 

Two  courses  were  now  open:  To  leave  the  patient  alone,  and  if 
labor  did  not  start  satisfactorily,  to  deliver  by  Cesarian  section; 
or  to  rupture  the  membranes  artificially,  in  the  hope  that  thus 
sufficient  contractions  would  be  stimulated  to  enable  delivery  to 
take  place.  This  latter  course  was  adopted.  Weak  pains  de- 
veloped but  were  of  slight  value,  and  forceps  had  to  be  resorted 
to.  These  failed  as  the  head  was  high,  and  a  low  implantation 
of  the  placenta  caused  profuse  bleeding  whenever  the  right  blade 
was  introduced.  Version  and  breech  extraction  were  performed, 
a  stillborn  fetus  of  7  pounds  2  ounces  resulting.  (The  cause 
of  the  fetal  death  is  not  quite  clear,  as  the  delivery  was  short, 
and  comparatively  easy;  it  was  probably  the  handling  of  the 
fetus,  combined  with  the  bleeding  from  the  placenta.) 

This  patient  was  delivered  satisfactorily  by  Cesarean  section 
a  year  later  in  the  hands  of  Dr.  Cragin,  after  practically  total 
inertia  again. 

The  last  case,  Mrs.  R.  M.,  a  three  gravida,  thirty-seven  years 
old,  had  a  labor  similar  to  that  of  the  preceding  patient.  She 
was  pregnant  for  the  third  time  in  three  years.  In  her  first 
labor  an  8  pound  child  was  delivered  safely  by  medium  forceps. 
In  her  second  labor  an  induction  two  weeks  before  term  resulted 
in  a  normal  delivery.  Wherefore,  in  the  third  pregnancy,  two 
weeks  from  term  labor  was  induced.  A  No.  3  bag  was  expelled 
in  six  hours,  "pains"  ceasing  entirely.  A  No.  4  bag  was  pulled 
through  with  slight  traction  in  three  hours.  "Pains"  again 
ceased.  The  cervix  was  found  fully  dilated  except  for  a  rim; 
the  head  was  still  at  the  brim.  The  membranes  were  artificially 
ruptured,  but  no  pains  whatever  resulted.  High  forceps  were 
finally  applied,  but  failed  to  advance  the  head  materially,  so 
a  version  was  done.  The  head  stuck  in  the  pelvis  long  and 
firmly  enough  to  cause  the  loss  of  a  fetus  weighing  nearly  7 
pounds. 

Thus  of  these  five  cases  treated  by  the  stimulating  method, 
four  of  the  five  fetuses  were  lost.  It  is  natural  after  taking 
the  wrong  tmrning  at  the  cross-roads,  to  think  how  easy  it  would 
have  been  to  take  the  other.  Still  in  the  light  of  results  obtained 
by  the  waiting  method,  hereafter  described,  it  seems  that  better 
results  might  have  been  obtained  in  the  first  five  cases.  If, 
when  inertia  was  plainly  so  marked,  efforts  to  stimulate  the 
uterus  had  not  been  persisted  in,  and  the  patients  had  been 
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left  alone,  it  is  probable  that  in  some  of  these  cases,  at  least, 
pains  would  have  started  spontaneously;  and  with  moderate 
contractions  to  mould  the  fetal  heads,  any  or  all  of  these  fetuses 
might  have  been  delivered  safely.  If  pains  had  not  started  in 
a  reasonable  time,  a  second  attempt  to  start  them,  after  the 
patient  was  well  rested,  might  have  succeeded.  If  not.  Cesarean 
section  could  always  have  been  resorted  to. 

It  is  to  be  especially  noted  that  in  all  these  cases  of  complete 
inertia  the  membranes  were  artificially  ruptured  before  the 
cervix  was  entirely  obliterated,  and  while  the  head  was  still 
at  the  brim. 

In  contrast  to  the  above  five  cases  treated  by  the  "stimu- 
lating" method,  I  wnsh  to  mention  the  result  of  nine  cases  of 
complete  inertia  treated  by  a  waiting  method. 

In  the  foiu:  remaining  cases  of  the  series  of  eighteen,  an  early 
spontaneous  rupture  of  the  membranes,  or  the  persistance  of 
weak  pains  without  any  stopping,  allowed  of  only  one  method  of 
treatment,  the  termination  of  labor  as  soon  as  feasible.  These 
are  of  no  particular  interest  and  will  not  be  further  discussed. 

A  brief  description  of  some  of  these  nine  cases  will  suffice  to 
illustrate  the  methods  and  results. 

I  may  say  that  in  none  of  these  cases  was  there  serious  obstruc- 
tion from  the  pelvis,  size  or  position  of  the  fetus.  In  all  but  one 
labor  was  induced.  In  all  at  the  time  of  induction,  the  cervix 
was  soft  and  admitted  two  or  more  fingers;  in  all  the  head  was 
at  the  brim,  except  in  one,  where  it  was  in  mid-pelvis;  and  in 
all  the  position  was  L.  O.  A.  or  R.  O.  A.  except  in  one  when  it 
was  R.  O.  P.  Moreover,  the  inertia  which  appeared  was  appar- 
ently just  as  marked  as  that  seen  in  the  five  previous  cases. 

Mrs.  G.  C,  a  primigravida,  twenty- three  years  old,  went  into 
active  labor  at  eight  months,  in  the  country.  After  having 
regular  labor  pains  for  five  hours,  the  patient  heard  the  carriage 
with  doctor  and  nurse  drive  up  to  the  door.  Immediately  all 
"pains"  ceased.  The  cervix  was  found  dilated  four  fingers, 
thinned  out,  and  the  membranes  intact.  The  cervix  was 
stretched  with  the  fingers,  but  the  patient  slept  all  night.  The 
next  day  she  walked  all  over  the  farm,  climbed  hills,  went  up 
and  down  stairs,  but  no  pains  developed.  The  following  day 
she  came  to  the  city.  Three  weeks  later  a  sudden  gush  of 
fluid  made  the  patient  think  her  membranes  had  ruptured. 
Examination  showed  the  cervix  entirely  oblfterated.  Artificial 
rupture  of  the  membranes  was  followed  by  expulsive  labor  pains, 
and  normal  birth  of  a  7  pound  child  in  an  hour. 

Mrs.  A.  W.,  a  duogravida,  thirty- two  years  old,  one  week  past 
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term,  had  labor  induced  by  a  Xo.  3  bag.  The  bag  was  expelled 
in  six  hours  leaving  the  cervix  dilated  four  fingers.  Xo  further 
pains  resulted,  in  spite  of  the  introduction  of  a  bougie  and 
vaginal  packing.  After  these  had  been  in  place  for  twelve  hours 
they  were  removed,  thirty-six  hours  from  the  first  introduction 
of  the  bag.  The  membranes  were  still  intact,  and  the  cervix 
admitted  four  fingers.  The  patient  was  left  alone,  and  told  that 
labor  would  not  start  for  a  day  or  two.  One  hour  later, 
very  strong  "pains"  started  spontaneously,  and  continued  till 
the  membranes  ruptured,  also  spontaneously,  and  the  head  was 
crowded  down  well  into  the  pelvis,  when  labor  was  terminated 
by  an  easy  forceps  operation.  The  child  weighed  7  pounds 
II  ounces. 

The  next  case  was  practically  the  same.  An  attempt  was 
made  to  induce  labor  in  a  primigravida,  twenty-six  years  old, 
two  weeks  past  term.  The  bag  was  in  the  cervix  twenty-four 
hours  with  practically  no  "pains."  At  the  end  of  that  time, 
as  the  bag  was  still  in  place  and  the  cervix  was  apparently 
unchanged,  the  stem  of  the  bag  was  cut,  and  the  collapsed  bag 
was  removed.  Further  attempts  were  abandoned.  About  one 
hour  later  strong,  frequent  "pains"  started  spontaneously,  and 
seven  hours  after,  a  6  pound  2  ounce  baby  was  born  naturally, 
the  membranes  rupturing  spontaneouslv  a  short  time  before 
birth. 

In  both  of  these  cases  the  inertia  seemed  stubborn,  and  yet 
when  attempts  to  overcome  it  were  abandoned,  labor  started 
spontaneously  within  an  hour.  The  reason  for  this  is  not  clear, 
unless  the  mental  attitude  of  the  patient  was  responsible. 

The  other  cases  were  similar,  except  that  labor  pains  started 
again  spontaneously,  not  in  one  hour,  but  after  several  days. 

Mrs.  J.  S.,  a  duogravida  twenty-eight  years  old,  developed 
slight  albuminuria  and  vomiting  at  term.  Labor  was  induced 
by  a  No.  3  bag  which  was  expelled  in  a  few  hours,  leaving  the 
cervix  four  fingers  dilated.  After  this  no  "pains"  developed,  in 
spite  of  the  introduction  of  a  bougie  and  vaginal  packing.  These 
were  removed  in  twelve  hours,  and  as  the  membranes  were  still 
unruptured  and  the  vomiting  had  stopped,  the  patient  was  left 
alone.  Four  days  later,  labor  started  spontaneously  and  seven 
hours  after  resulted  in  the  normal  birth  of  a  baby  weighing 
8  pounds  13  ounces. 

Mrs.  G.  E.  C,  a  thirty-five-year-old  duogravida,  a  week  before 
term,  had  labor  induced  by  a  No.  3  bag  which  was  expelled  in  a 
few  hours  with  rather  weak  pains.  These  then  stopped.  The 
cervix  admitted  four  fingers,  the  membranes  were  intact,  and 
the  head  was  at  the  brim.  All  further  attempts  were  abandoned. 
Two  days  later  labor  started  after  a  dose  of  castor  oil,  and  pro- 
gressed until  the  head  was  well  do\^Ti  in  the  pelvis,  when  a 
7  1/2  pound  infant  was  safely  delivered  by  an  easy  forceps 
operation. 
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The  remaining  cases  were  similar  to  those  just  quoted.  After 
bags  had  been  expelled  through  the  cervices,  the  pains  ceased 
with  or  without  further  stimulus  of  bougies.  As  the  membranes 
were  intact,  no  further  efforts  were  made  to  stimulate  the  uterus. 
In  each  case  except  one,  after  four  days  of  entire  rest,  labor 
started  spontaneously,  with  no  suggestion  this  time  of  inertia. 
The  one  case  in  which  labor  did  not  start  spontaneously  might 
or  might  not  have  done  so  later,  but  as  the  head  was  well  down 
in  the  pelvis,  with  the  cervix  admitting  four  fingers,  after  four 
days  of  waiting,  delivery  was  accomplished  safely  with  forceps 
without  labor  pains. 

These  nine  cases  show,  I  think,  the  advantage  of  waiting, 
instead  of  persisting  in  attempts  to  whip  into  action  an  inert 
uterus. 

Of  the  nine  cases,  eight  fetuses  were  saved.  One  was  lost 
because  of  a  prolapsed  cord. 

In  every  case  except  one,  labor  finally  started  again  spon- 
taneously (one  after  three  weeks,  tw^o  wdthin  one  hoiu*,  one  within 
two  days,  and  four  wdthin  four  days) .  After  so  starting  the  pains 
were  satisfactory,  so  much  so,  that  three  had  normal  deliveries, 
and  in  the  others  sufficient  progress  was  made  to  permit  of  easy 
artificial  deliveries. 

It  is  to  be  especially  noted  that  the  membranes  were  not 
ruptured  artificially  except  in  two  cases,  in  one  of  which  the 
cervix  was  entirely  obliterated,  and  in  the  other  the  head  was 
well  below  the  brim  of  the  pelvis. 

It  seems  safe  to  infer  that  the  inertia  in  these  nine  cases  was 
as  persistent  as  in  the  five  previously  described,  and  that  con- 
tinued attempts  to  overcome  it,  especially  rupturing  of  the 
membranes  early,  would  have  led  to  similarly  poor  results. 

Conclusions. — These  cases  emphasize  certain  points. 

Primary  inertia  is  especially  seen  in  women  over  twenty-five 
years  of  age,  slightly  more  often  in  w^omen  over  thirty  years  of 
age.. 

While  due  to  many  causes,  it  is  frequently  due  only  to 
mental  conditions,  is  often  temporary,  and  at  a  later  time  may 
not  exist.     This  is  especially  true  of  labor  artificially  induced. 

The  danger  of  rupturing  the  membranes  artificially  in  primary 
inertia,  before  the  cervix  is  fully  dilated,  or  before  the  head  is 
w^ell  within  the  brim,  cannot  be  too  strongly  emphasized. 

Primary  inertia  is  a  most  trying  complication,  but  when  proper 
treatment  can  be  followed,  the  results  are  favorable. 
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When  proper  treatment  cannot  be  followed,  especially  where 
there  is  a  desire  for  haste,  the  results  are  bad. 

By  the  hurrying  method,  four  out  of  five  fetuses  w^ere  lost — 80 
per  cent.  By  the  waiting  method  one  out  of  nine  was  lost — -i  i 
per  cent.,  or  with  the  whole  remaining  thirteen,  two  out  of 
thirteen — -15  per  cent.  The  only  fetuses  lost  by  the  waiting 
method,  were  from  prolapsed  cords. 

Treatment. — When  from  previous  history,  or  appearance  of  the 
patient,  inertia  is  apprehended,  remedies  to  build  up  the  patient's 
general  health  should  be  used,  long  before  the  onset  of  labor. 
Strychnine  thus  used,  as  advocated  by  Edgar,  may  be  beneficial. 
But  attempts  to  induce  labor  should  not  be  made,  unless  indi- 
cation is  lurgent.  If  labor  must  be  induced,  the  dilating  bag  is 
better  than  the  bougie,  for  it  is  less  likely  to  cause  rupture  of 
the  membranes. 

In  primary  inertia  do  not  rupture  the  membranes  artificially, 
unless  the  cervix  is  entirely  obliterated,  or  the  head  is  well 
within  the  brim,  for  if  inertia  still  persists,  deUvery  must  be 
accomplished  entirely  by  the  obstetrician,  through  a  cervix  not 
fully  dilated,  or  with  the  fetal  head  not  well  moulded.  It  is 
generally  safer  to  let  the  membranes  rupture  spontaneously. 

The  treatment  of  primary  inertia  therefore  depends  largely 
upon  W'hether  the  membranes  are  intact  or  not.  When  intact, 
waiting  does  no  harm,  and  is  usually  the  best  treatment.  If 
necessary,  the  uterus  should  be  quieted  with  morphine  or  chloral. 
Trying  to  hurry  the  labor,  or  to  w^hip  the  uterus  to  action,  is 
often  useless  and  dangerous,  and  in  the  absence  of  urgent  indi- 
cation should  not  be  done.  It  is  better  to  wait  for  labor  to  start 
again  spontaneously.  When  the  membranes  are  already  rup- 
tured, waiting  for  any  length  of  time  (over  12  or  24  hours)  is 
usually  dangerous,  especially  to  the  fetus,  and  active  measures 
should  be  taken  to  end  labor. 

Distinguish  carefully  between  primary  and  secondary  inertia, 
for  the  treatment  is  very  dift'erent.  In  secondary  inertia  there 
is  alw^ays  some  cause  outside  of  the  uterine  muscle.  This  should 
be  excluded,  and  no  diagnosis  of  primary  inertia  should  be  made 
if  such  a  cause  be  present. 

Primary  inertia  is  most  frequently  seen  and  is  of  chief  importance 
in  the  first  stage  of  labor.  It  gives  relatively  little  concern  in 
the  second  and  third  stage. 

There  does  not  seem  to  be  marked  tendency  to  postpartum 
hemorrhage  after  primary  inertia,  but  this  should  be  guarded 
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against.  Large  doses  of  ergot  are  useful  at  the  end  of  labor, 
and  if  the  uterus  does  not  contract,  packing  prevents 
hemorrhage. 

Cesarean  section  has  a  place  in  primary  uterine  inertia,  and 
should  be  seriously  considered  even  in  the  absence  of  obstruction. 
It  is  absolutely  safe  for  the  fetus,  and  is  often  safer  for  the 
mother  than  a  hard  forceps  operation  or  a  breech  extraction. 

There  is  great  need  of  a  drug  which  will  stimulate  regular 
uterine  contractions  in  primary  inertia.  Strychnine  takes  too 
long  to  act.  Quinine  is  of  little  use.  Alcohol  is  only  occasionally 
efficacious.  Ergot  is  dangerous,  and  should  not  be  used  till 
after  labor.  Pituitary  extract  offers  hope. 
43  West  Fiftieth  Street. 


REPORT   OF   A   CASE   OF   STREPTOCOCCEMIA   DUE   TO 

STREPTOCOCCIC  INFECTION  OF  A  SUBMUCOUS 

FIBROID.* 

BY 

HIRAM  X.  VIXEBERG,  M.  D., 

Xew  York  City. 

Mrs.  W.,  a  patient  of  Dr.  Chas.  Schram,  was  admitted  into  the 
Private  Pavilion  of  Mt.  Sinai  Hospital  on  the  night  of  March  23, 
191 2.  I  was  asked  to  see  her  the  next  morning.  The  history 
of  the  present  illness  was  that,  in  the  morning  of  March  23,  the 
patient  was  suddenly  seized  with  a  severe  chill  followed  by  a 
temperature  of  105  and  pulse  120.  There  was  no  pain  anv- 
where.  The  patient  felt  very  weak  and  looked  ill.  Of  her  previ- 
ous history,  it  was  known  she  had  had  fibroid  growths  in  the  uterus 
for  a  number  of  years  and,  three  years  before,  had  been  cureted 
in  Munich  for  uterine  hemorrhage.  For  some  months  there  had 
been  cessation  of  menstruation,  but  on  March  16,  quite  profuse 
bleeding  had  set  in,  for  which  Dr.  Schram  had  tightly  packed  the 
vagina.  The  packing  was  removed  at  the  end  of  twenty-four 
hours,  a  vaginal  douche  given  and  the  packing  reapplied.  This 
was  repeated  for  three  days,  when  the  bleeding  ceased.  No 
instrumentation  of  the  interior  of  the  uterus  had  been  resorted  to. 
The  patient  was  fifty-six  years  of  age,  married  thirty  years,  never 
pregnant.  She  had  been  under  the  constant  care  and  super- 
vision of  Dr.  E.  Gruening  for  over  thirty  years,  for  cholesteatoma 
in  the  right  ear.  Dr.  Gruening  would  find  it  necessary  to  re- 
move cholesteatomatous  masses  from  the  canal  from  time  to 
time,  but  at  no  time  had  there  been  any  purulent  discharge  from, 
nor  inflammation  of,  the  middle  ear.    \\'hen  the  present  tempera- 

*  Presented  to  the  X'ew  York  Obstetrical  Society,  May  14,  1912. 
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ture  set  in,  the  family  physician  naturally  assumed  that  this 
might  be  an  expression  of  the  lighting  up  of  an  acute  process  in  the 
ear.  Accordingly,  Dr.  Gruening  Avas  asked  to  see  the  patient, 
who,  after  a  careful  and  thorough  examination  of  the  ear,  stated 
he  could  find  nothing  to  explain  the  chill  and  fever.  The  pa- 
tient ahd  also  been  seen  by  one  of  our  most  prominent  gyne- 
cologists. He  was  called  into  consultation  that  evening  and, 
after  a  pelvic  examination,  expressed  the  opinion  that  there  was 
nothing  in  the  pelvis  to  cause  her  present  illness  and  inferred 
that  the  trouble  must  be  in  the  ear.  Upon  this  the  patient  was 
admitted  into  Mt.  Sinai  Hospital  for  the  purpose  of  exploring  the 
lateral  sinus.  But  before  proceeding  with  this,  further  counsel 
was  sought.  Dr.  F.  Whiting  and  myself  were  asked  to  see  the 
case.  I  found  when  making  a  digital  examination  that  con- 
siderable seropurulent  discharge  escaped  from  the  vagina.  The 
uterus  was  irregularly  enlarged  to  the  size  of  the  gravid  organ  at 
eight  weeks  and  presenting  several  fibroid  nodules,  one  of  which, 
the  size  of  a  small  marble,  was  presenting  in  the  cervical  canal. 
The  uterus  was  moderately  tender.  On  ocular  inspection,  the 
fibroid  in  the  cervix  had  a  deep  reddish  color.  The  temperature 
was  105.6,  pulse  130.  Blood  count,  w.b.c.  24,400,  pohmuclear 
88  per  cent.,  large  lymphocytes  7  per  cent.,  small  l3^mphocytes 
4  per  cent.,  basophiles  i  per  cent.  After  hearing  the  positive 
assertions  of  both  Drs.  Gruening  and  Whiting,  that  they  could  not 
find  on  the  most  careful  examination  any  sign,  subjective  or 
objective,  in  the  ear  of  an  acute  mastoiditis  or  sinus  thrombosis, 
I  expressed  the  opinion  that  some  changes  had  probably  taken 
place  in  the  submucous  fibroids,  giving  rise  to  her  present  symp- 
toms, although,  I  added,  I  could  not  recall  a  single  instance 
where  degeneration  or  sloughing  of  a  submucous  fibroid  gave 
rise  to  such  a  serious  illness,  unless  it  was  postabortive  or  post- 
partum. I  advised  an  immediate  hysterectomy.  The  opera- 
tion was  performed  by  me  at  3  p.  m.  on  that  day.  The  only 
feature  worthy  of  note  during  the  operation  was  that  when  cutting 
through,  after  ligation  of  the  uterine  vessels,  on  the  right  side, 
a  few  drops  of  thick  pus  escaped.  The  patient  withstood  the 
operation  very  well.  She  had  a  fairly  good  night,  the  temperature 
fell  to  103.2  and  pulse  to  118,  but  in  the  morning  the  tempera- 
ture began  to  rise  and  at  noon  reached    106,4,   pulse    140- 

A  blood  culture  was  taken  on  the  patient's  admission,  this 
was  negative  eighteen  hours  later  (at  the  time  of  the  operation) , 
but  in  the  morning  of  the  25th,  thirty-six  hours  later,  it  showed 
colonies  of  streptococci,  although  few  in  number.  A  con- 
sultation was  now  hurriedly  called,  at  which  were  present  Drs. 
Gruening,  E,  Libman,  Chas.  Schram  and  myself.  In  view  of  the 
positive  blood  culture  and  the  deepening  of  the  septic  condition 
of  the  patient,  in  spite  of  the  removal  of  the 'supposed  infected 
fibroids,  it  was  held,  especially  by  Dr.  Libman,  that  the  infective 
process  must  be  situated  in  the  lateral  sinus.  It  was  therefore 
decided  to  make  an  exploration  of  the  mastoid  and  of  the  lateral 
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sinus  and  to  ligate  the  jugular  vein.  To  determine  the  patient's 
chances  of  withstanding  so  severe  a  stugical  intervention,  a 
hemoglobin  test  was  taken  and  it  was  found  to  be  60  per  cent. 
On  the  same  day  at  3  p.  m.,  Dr.  Gruening,  assisted  by  Dr.  A.  A. 
Berg,  ligated  the  jugular  vein  and  made  an  exploration  of  the 
mastoid  and  of  the  lateral  sinus.  Nothing  abnormal  was  found  be- 
yond the  chronic  condition  of  the  temporal  bone  giving  rise  to  the 
formation  of  the  cholesteatomatous  masses.  No  evidences  of 
suppiu^ation  of  the  mastoid  nor  of  thrombosis  in  the  sinus  were 
found.  The  patient  withstood  the  intervention  very  poorly  and 
died  two  hours  afterward.  A  full  autopsy  was  not  permitted, 
but  Dr.  Libman  inspected  the  temporal  bone  and  the  lateral 
sinus  and  did  not  find  anything  abnormal. 

As  soon  as  the  uterus  was  removed,  Drs.  Gruening  and  Schram, 
at  my  request  laid  it  open  and  the  several  fibroid  nodules.  In 
the  center  of  the  nodule  in  the  cervix  there  was  a  dark  red  streak 
occupying  almost  its  entire  length.  Dr.  F.  S.  Mandlebaum, 
Pathologist  at  Mt.  Sinai  Hospital,  reported  on  this  specimen  as 
follows.  Referring  to  this  nodule,  he  states,  "  that  the  Gram- 
Weigert  stain  shows  an  enormous  number  of  steptococci  pres- 
ent throughout  the  section.  These  bacteria  are  not  localized  in 
any  particular  area,  but  are  seen  everywhere  in  the  section. 
Sections  made  from  the  wall  of  the  uterus  at  the  site  of  the 
right  uterine  vessels,  show  a  considerable  degree  of  acute  inflam- 
mation. The  uterine  artery  seems  to  be  free,  but  many  of  the 
veins  in  this  area  contain  what  appear  to  be  purulent  thrombi. 
The  muscular  tissue  here  is  infiltrated  with  a  large  number  of 
leucocytes.     Streptococci  are  present  throughout." 

There  can  be  no  reasonable  doubt  that  the  severe  general  infec- 
tion of  the  patient  was  caused  by  the  streptococcic  invasion  of 
the  submucous  fibroid  in  the  cervix  and  this  in  turn  gave  rise  to 
the  septic  thrombosis  of  the  uterine  veins  on  the  right  side. 
The  infection  was  evidently  of  the  most  virulent  type,  and  while 
it  is  true  the  patient's  end  was  hastened  by  the  exploration  of  the 
lateral  sinus,  it  was  our  opinion  that  the  patient  had  little  or  no 
chance  of  recovery  prior  to  this  intervention.  This,  in  spite  of 
the  fact  that  the  evident  source  of  the  infection  was  removed 
thirty  hours  after  the  onset  of  the  first  symptom. 

With  the  short  time  at  my  disposal,  I  have  not  been  able  to 
find  much  in  the  literature  on  the  subject  of  bacterial  infection 
of  fibroids,  independent  of  abortion  and  postpartum.  In  the 
Archiv.  f.  Gyn.,  vol.  xciv,  there  is  an  excellent  article  by  Sitzen- 
frey  of  von  Franque's  Klinik,  upon  the  bacteriology  and  histol- 
ogy of  uterine  fibroids  attended  with  fever  not  due  to  extra- 
genital causes.  Full  reports  are  given  of  thirteen  cases  in  six  of 
which  bacteria  were  found  in  the  growth.     In  one  of  these  cases 
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operated  upon  by  von  Franque,  the  tumor,  which  was  quite 
large  (i6  cm.  long  diameter),  showed  on  section  small  abscesses, 
varying  in  size  from  a  pin  point  to  a  bean.  The  veins  in  the 
tumor  were  thrombosed  and  contained  streptococci.  Portions 
of  the  tumor,  even  in  which  the  small  abscesses  were  absent, 
showed  the  presence  of  streptococci,  although  in  limited  num- 
bers. In  a  second  case,  staphylococci  pyogenes  albus  and  citreus 
were  found  in  the  interior  of  the  tumor.  In  a  third  case,  pseudo- 
diphtheria  bacilli  in  the  interior  of  an  interstitial  fibroid  were 
found.  The  patient  presented  no  fever  and  made  a  good  recov- 
ery. In  a  fourth  case,  with  a  temperature  of  loi  and  a  pulse  of 
150,  streptococci  and  staphylococci  pyogenes  were  found  in  the 
neighborhood  of  the  abscess  in  the  fibroid.  The  patient  died 
suddenly  on  the  third  day  after  operation,  presumably  from  an 
embolism.  Von  Franque  on  the  basis  of  these  observations 
asserts  that  myoma,  of  usual  consistency  and  formation,  exhibit- 
ing in  nowise  any  disturbance  in  circulation,  may  reveal  strep- 
tococci in  their  interior,  in  areas  entirely  free  of  abscess  formation 
and  without  any  plausible  etiology.  They  may  manifest  no 
clinical  phenomena,  apart  from  some  slight  febrile  disturbance. 
This  description,  however,  would  not  cover  one  of  the  fatal  cases 
in  Sitzenfrey's  series,  in  which,  prior  to  operation  the  patient 
was  very  ill  with  a  pulse  of  150.  After  operation,  the  rapid  pulse 
(140)  persisted  and  the  temperature  rose  to  104°.  It  would  not 
fit  our  case  either,  in  which  the  clinical  phenomena  were  most 
alarming  from  the  outset  and,  in  which,  the  sepsis  evidently  was 
of  the  most  malignant  type. 

Our  case,  perhaps,  belongs  to  the  type  described  by  English 
and  French  authors  as  "red  degeneration,"  in  which,  the  central 
portion  of  the  tumor  undergoes  necrobiosis,  becomes  soft  and 
pulpy  and  presents  a  red  coloration.  It  will  be  remembered  that 
the  infected  nodule  in  our  case  exhibited  a  narrow  streak  of 
dark  red  color  running  through  its  center.  In  none  of  the  cases, 
however,  reported  in  the  literature  was  the  affected  tumor  as 
small  as  in  our  case  and  in  none  was  there  so  severe  a  general 
infection. 

In  two  cases  reported  by  J.  Lorrain  Smith  and  Wm.  Fletcher 
Shaw(i)  in  which  toxemia  was  present,  bacteria  (staphylococci 
p3^ogenes  and  diplococci)  were  found  in  the  t^irombosed  vessels 
of  the  tumor.  J.  Bland  Sutton(2)  published  a  case  of  large  sub- 
serous fibroid  attached  to  a  uterus  pregnant  two  months,  with 
a  temperature  of  100  and  a  pulse  of  120.     The  tumor  on  section 
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showed  an  area  of  red  softening,  5  cm.  in  diameter  and  from  this, 
pure  cultures  of  staphylococci  pyogenes  aureus  were  obtained. 

How  do  the  bacteria  reach  these  grow^ths? 

Von  Franque  holds  that  the  infection  occurs  through  accidental 
contamination  of  the  blood  current  with  bacteria  and  that  the 
bacteria  find  a  suitable  medium  for  lodgment  in  areas,  in  which, 
the  circulation  and  nutrition  have  become  disturbed. 

J.  Lorrain  Smith  and  Wm.  Fletcher  Shaw  maintain  that  the 
bacterial  infection  is  secondary  to  the  thrombosis  of  the  veins 
of  the  tumor.  They  make  no  mention  of  the  source  of  the 
bacteria.  Is  it  not  more  probable  that  the  infection  is  a  local 
one?  We  know  that  bacteria,  especially  streptococci,  frequently 
inhabit  the  vaginal  canal  and  may  it  not  be  that  they  are  more 
often  present  in  fibroid  growths  than  we  have  any  cognizance  of. 
This  w^ould  seem  to  be  borne  out  by  a  case  presented  to  this 
Society  Jan.  14,  1908,  by  Dr.  Geo.  G.  \Vard(3).  The  operation 
consisted  of  a  supravaginal  amputation  of  a  large  uterine  myoma 
in  a  patient  apparently  w^ell.  Virulent  streptococcic  infection 
followed  with  death  in  twenty-seven  hours.  Examination  of 
the  uterus  afterward,  showed  the  presence  of  numerous  strep- 
tococci on  the  endometrium.  All  other  probable  sources  of 
infection  could  be  reasonably  excluded.  Von  Franque  has  such 
a  dread  of  occult  bacterial  infection  of  fibroid  growths  that, 
during  operation,  he  takes  precaution  not  to  seize  the  growth 
with  any  sharp  instrument.  This  seems  to  be  carrying  the  fear 
to  extreme. 

The  important  lesson  that  the  foregoing  case  and  kindred 
cases  in  the  literature,  teach  us,  is  that  w^hen  obscure  toxemia 
or  general  infection  suddenly  manifest  themselves  in  a  patient 
with  uterine  myomata,  we  must  bear  in  mind  the  probability  of 
a  bacterial  infection  of  the  grow^th  and  act  accordingly.  These 
cases  should  also  make  us  somewhat  fearful  of  the  general  use 
of  the  .T-ra}'  in  uterine  myomata  as  seems  to  be  the  growing 
fashion  abroad. 
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STATISTICS    IX    RADICAL    OPERATION    FOR    CANCER 
OF  THE  CERVIX  UTERI. 

BY 

J.  WESLEY  BOVEE,  M.  D., 

Washington,  D.  C. 

On  March  31,  1898,  I  began  the  employment  of  radical  surgical 
treatment  of  cancer  of  the  uterus  under  the  stimulation  of 
Werder's  paper  that  had  appeared  the  month  before  in  the 
Amer.  Jour.  Obst.  (xxxvii,  289-293). 

The  operation  I  then  began  using  was  a  combination  of  Wer- 
der's and  the  one  proposed  by  Ries  (Chicago  Med.  Rec,  1895,  ix, 
284-285)  and  was  described  with  a  report  of  my  first  fifteen 
cases    in    the  American  Gynecological   and  Obstetrical  Journal, 

1 90 1,  xvii,    312-322.     This    plan    was    modified  February  22, 

1902,  by  ligating  the  trunk  or  the  anterior  branch  of  the  internal 
iliac  arteries.  Occasionally  I  have  modified  it  by  severing  the 
vagina  from  above  through  a  ribbon  compressed  and  cooked  by 
the  Downes  electrothermic  angiotribe.  My  statistics  of  the 
employment  of  broad  radical  excision  for  cancer  of  the  cervix 
down  to  three  years  ago  are  as  follows : 

Number  of  cases  operated  on 36 

Mortality  of  operation  was  as  follows : 

Shock 5 

Peritonitis 2 

Fecal  fistula-asthenia  (fourteenth  day) i 

Renal  insufficiency i 

9 
Died  from  recurrence  of  cancer  at 

End  of  one  year i 

At  end  of  eighteen  months i 

At  end  of  twenty-one  months i 

At  end  of  two  years .....' 2 

At  end  of  three  years i 

6 
Died  from  other  diseases: 

Of  uremia  after  ureterocystostomy  at  time  of  opera- 
tion (lived  eleven  years) i 

Unknown  intercurrent  disease  (lived  two  years) ....  i 

Of  tuberculosis  (lived  six  months) i 

3 
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Number  living  for  more  than  three  years  without 

recurrence 8 

Total  after  recovery  from  operation  and  not  traceable   lo 

From  this  table  it  will  appear  that  twenty-seven  patients 
(75  per  cent.)  recovered  from  operation  and  that  of  these  eight 
(practically  30  per  cent.)  have  remained  well  for  more  than  four 
years.  In  fact  the  precise  amount  of  time  they  have  survived 
the  operation  is  for 

One 14  years  and  2  months. 

"    12  years  and  3  months. 

Two 12  years  and  o  months. 

One 9  years  and  8  months. 

"    9  years  and   i   month. 

"    7  years  and  4  months. 

"    4  years  and  9  months. 

My  second  case,  operated  on  April  4,  1898,  was  unique.  A 
cancerous  mass  was  found  in  the  broad  ligament  surrounding 
and  dilating  the  left  ureter.  The  mass  and  its  contained  portion 
of  the  ureter  were  removed  and  the  ureter  implanted  into  the 
bladder. 

The  late  Dr.  James  Carroll,  U.  S.  A.,  examined  the  specimen 
microscopically  and  reported  that  while  the  duct  was  not  involved 
in  the  malignant  process,  the  surrounding  mass  was  cancerous. 
This  case  was  reported  in  my  article  of  1901.  The  patient  was 
readmitted  to  the  hospital  in  September,  1909.  As  I  was  absent 
from  home,  my  associate,  Dr.  G.  Brown  Miller,  treated  her. 
She  died  a  few  hours  after  admission  and  no  autopsy  was  done. 
Dr.  Miller  believed  her  fatal  illness  was  uremia  and  I  have 
wondered  since  if  a  defect  in  the  unnatural  ureterovesical  junction 
had  not  been  an  etiological  factor  or  if  cancer  had  not  recurred 
in  the  kidney  or  kidneys. 

But  assuming  that  the  three  patients  dying  from  intercurrent 
disease  and  the  ten  that  were  not  traceable,  all  died  of  recurrences, 
we  have  left  eight  patients  that  have  lived  a  total  of  eighty-one 
years  and  three  months,  an  average  of  ten  years  and  two  months 
since  operation,  without  recurrence.  The  practical  question 
we  desire  answered  is  whether  such  radical  surgical  procedures 
as  we  are  now  considering  for  the  treatment  of  cancer  of  the 
cervix  uteri  are  advisable. 

While  my  experience  is  small,  I  am  greatly  influenced  by  it 
and  believe  the  saving  of  22  per  cent,  of  cases  for  an  average  of 
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more  than  ten  years  is  strong  supportive  argument.  No  doubt 
each  of  us  has  several  cases  of  nonrecurrence  for  years  following 
vaginal  hysterectomy  for  cancer  of  the  cervix.  I  frequently  see 
two  ladies  that  are  in  splendid  health  whose  carcinomatous  uteri 
I  thus  removed  more  than  seven  years  ago.  But  I  would  reserve 
that  operation  for  only  those  patients  whose  conditions  prohibit 
the  employment  of  the  broad  dissection  by  the  abdominal  route. 
I  believe  that  an  improvement  in  results  may  be  secured  not 
alone  by  an  educational  propaganda  calculated  to  bring  women 
suffering  from  this  disease  to  operation  early,  but  by  changing 
the  technic  in  two  ways,  to  wit:  to  lessen  the  primary  mortality 
and  to  lessen  contamination  during  the  operation.  For  the 
latter  I  would  recommend  the  use  of  the  cautery  in  some  form. 
In  my  work  I  have  since  1903  employed  for  this  purpose  Downes' 
electrothermic  angiotribe  which  I  have  found  to  be  a  very 
serviceable  instrument.  Ligation  of  the  trunks  of  both  internal 
iliac  arteries  or  of  their  anterior  branches,  if  large,  greatly  assists 
in  controlling  hemorrhage,  an  important  matter. 

I  am  less  an  advocate  of  removing  the  pelvic  lymphatic  glands 
than  formerly,  as  I  think  it  markedly  increases  our  primary 
mortality  rate  from  shock.  The  time  of  the  operation  should 
come  within  the  hour  and  will  do  so  if  not  much  time  is  used  in 
dissecting  out  glands. 


PERINEORRHAPHY  IN  PRINCIPLE  AND  IN  PRACTICE* 

BY 

ARNOLD  STURMDORF,  M.  D., 

Associate  Surgeon,  Woman's  Hospital, 
New  York  City. 

(With  12  Illustrations.) 

The  practice  of  perineorrhaphy  dates  from  the  middle  ages, 
tradition  pointing  to  one  Trotula,  a  woman  attached  to  the 
school  of  Salernum  in  the  eleventh  century,  as  the  first  to  suture 
a  lacerated  perineum:  "Post  modum  rupturam  intra  anum  et 
vulvam  tribus  locis  vel  quatuor  suimus  cum  filo  de  serico." 

From  this  remote  record  to  the  present  time,  a  span  of  nearly 
one  thousand  years  encompasses  the  evolution.of  perineorrhaphy, 
every  phase  of  which  is  linked  with  names  of  the  most  illustrious 
surgical  exponents,  and  with  a  literature  which  offers  the  most 

*  Read  before  the  New  York  Couni)-  Medical  Society,  Feb.  26,  1912. 
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ancient,    the   most   voluminous,    and   yet   the   most   incomplete 
chapter  in  modern  gynecology. 

The  history  of  perineorrhaphy  exemplifies  the  clinical  axiom, 
that  "multiplicity  in  methods  implies  diversity  in  fundamental 
conceptions." 

"To  no  department  of  gynecology,"  wrote  Thomas  thirty 
years  ago,  "does  there  attach  more  surgical  rubbish  which  needs 
a  thorough  clearing  away,  than  to  perineorrhaphy. 

"  It  has  afforded  a  fruitful  field  for  attempts  at  originality  and 
innovation;  successive  investigators  too  often  seeming  to  strive 
not  so  much  for  simplicity  as  for  some  peculiarity  of  procedure 
which  they  could  call  their  own." 

Three  years  later  Emmet  inaugurated  what  may  be  termed  a 
renaissance  in  perineorrhaphy  by  demonstrating  the  significance 
of  the  musculofascial  elements  in  the  nature  and  repair  of  perineal 
injuries.  Xevertheless,  while  thus  among  the  first  to  recognize 
correct  anatomic  es.sentials  for  a  reparative  method,  he  devised 
an  operation,  the  ultimate  results  of  which  have  not  tended  to 
sustain  that  prestige  among  contemporaneous  procedures,  be- 
stowed upon  it  by  the  authoratitive  name  of  its  advocate,  for 
after  a  vogue  of  nearly  three  decades,  Jewett  in  1905  characterizes 
"The  female  perineum  with  its  surgical  problems"  as  the  "pons 
asinorum  of  the  gynecologist";  adding  that  "the  surgical  ana- 
tomy, the  nature  of  obstetric  injuries  and  the  rationale  of  their 
repair,  are  questions  long  in  dispute  and  their  solution  still 
remote." 

Irving  S.  Haynes,  in  an  article  on  "The  anatomic  basis  for 
successful  repair  of  the  female  pelvic  outlet,"  asserts  that  "the 
treatment  of  pelvic  lacerations  is  in  sufficient  chaos  to  justify  a 
reasonably  careful  review  of  the  salient  features  of  the  subject." 

In  the  same  vein  W.  W.  Babcock  pointedly  depicts  the  practice 
of  perineorrhaphy  in  1909  as  follows:  "The  methods  of  perineo- 
rrhaphy that  have  been  chiefly  employed  for  the  last  twenty-five 
years,  suggest  more  of  a  mathematical  than  an  anatomic  basis 
for  their  existence.  For  the  most  part,  they  have  consisted  of 
excisions  of  mucous  membrane  from  the  posterior  vaginal  wall, 
having  geometrical  patterns  that  vary  as  do  the  fancies  of  the 
different  surgeons." 

"In  support  of  the  various  operations,  much  has  been  written 
about  the  laceration  in  the  muscular  and  fascial  planes  and  of 
the  effectiveness  of  particular  operations,  yet  one  who  studies  the 
work  of  various  gynecologists  will  be  impressed  by  the  thought 
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that  usually  the  precise  anatomic  restoration  of  the  perineum 
occurs  only  in  the  theory  of  the  operator,  for  the  operation  as  a 
rule,  consists  of  little  more,  than  the  removal  of  an  area  of  mucous 
membrane  and  the  union  of  the  wound  edges.  ...  If  at 
times,  the  operator's  needle  is  made  to  sweep  in  various  direc- 


FiG.  I. — Normal  deflection  of  intra-abdominal  pressure  and  dissection  of 
levator  action. 


tions,  with  the  specification  that  certain  muscles  are  caught  in 
its  grasp,  the  precise  evidence  that  such  muscles  are  included  and 
especially  any  evidence  that  the  important  fascial  planes  of  the 
perineum  are  restored  is  rarely  observed." 

The  veteran  Henrv  O.  Marcv  concludes  one  vear  later  that 
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"The  basic  principles  of  the  operation  are  still  in  a  measure 
misunderstood." 

C.  M.  Watson  tersely  epitomizes  the  sum  and  substance  of  the 
whole  problem  by  stating  that  "The  classic  operations  for  the 
secondary  repair  of  the  torn  or  relaxed  perineum,   have  been 


Fig.  2. — Direction  of  intra-abdominal  pressure,  '"undeflected"  as  a  result  of 
incompetence.     Development  of  cystocele. 

successful  only  to  a  degree :  the  more  extensive  the  inj  ury  to  the 
levator  ani  muscle,  the  less  effective  these  operations." 

The  last  clause  in  this  quotation  embodies  the  crux  of  our 
theme — namely,  the  significance  of  the  levator  ani  in  perineal 
support  and  the  essentials  of  its  repair  in  perineal  injury. 

This  statement,  like  all  that  precedes  and  follows,  found 
previous  utterance  in  my  paper  on  this  subject  puVjlished  nearly 
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eight  years  ago,  the  present  communication  only  elaborating  and 
elucidating  my  former  contentions. 

Any  imbiased  criticism  of  the  results  following  the  classic 
methods  of  perineorrhaphy  in  vogue  will  concede  a  more  or  less 
perfect  cosmetic  restoration  of  perineal  contours  and  bulk,  in 
which,  however,  the  all  essential  physiologic  muscular  element 
in  pelvic  support  is  supplanted  and  immobilized  by  a  vicarious 
cicatricial  plug  at  the  vaginal  outlet. 

Such  result  fulfills  all  the  indications  for  those  who  continue  to 
see  a  "perineal  body  forming  a  triangular  wedge,  composed  of 


fiG    . — Appearance  of  leavator  ani  with  body  in  horizontal  position. 

fascia  and  areolar  tissue,"  instead  of  a  muscular  pelvic  floor — 
and  who  still  adhere  to  the  theory  that  ascribes  the  role  of  the 
perineum  in  the  coordination  of  gynecic  support  to  form  rather 
than  function. 

Obstructive  retention  at  the  vaginal  outlet  cannot  permanently 
replace  normal  physiologic  support,  and  the  aim  in  perineo- 
rrhaphy must  be  the  restitution  of  such  anatomic  relations,  as  to 
restore,  as  far  as  possible,  physiological  as  well  as  mechanical 
support  to  the  pelvic  contents. 

The  keynote  in  the  clinical  significance  and  therapeutic  indica- 
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tions  of  perineal  lacerations  is  the  existence  of  prolapse;  which 
presents  itself  in  two  forms. 

First  as  a  simple  ectopia  of  the  relaxed  and  redundant  vaginal 
mucosa.  This  form  of  prolapse  need  not  occupy  us  here  beyond 
stating  that  it  is  curable  by  any  of  the  stereotyped  operations, 
which  remove  various  patterns  of  the  protruding  vaginal  tissues. 

The  second  form,  which  presents  the  true  hernial  descent  of 
bladder,  rectum  and  uterus,  cannot  be  permanently  cured  by  any 
procedure  that  substitutes  mechanical  occlusion  in  the  form  of  a 


Fig.   4. — -Appearance  of  le%ator  ani  with  liody  in  semi-prone  jiosition. 

cicatricial  wedge  at  the  vaginal  outlet  for  the  physiologic  reten- 
tion exercised  by  the  muscular  contractility  in  the  pelvic  floor. 

It  is  a  gross  misconception  of  function  that  attributes  visceral 
support  to  the  mere  textural  resistance  of  supporting  structures. 

Muscular  contraction  as  the  essential  factor  in  perineal  support 
is  still  di.sputed;  nevertheless,  the  occular  and  palpatory  evidence 
of  this  function  can  be  convincingly  demonstrated  in  every  nor- 
mal perineum  by  the  simultaneous  contraction  and  elevation  of 
the  vagina  that  responds  to  every  augmentation  of  intraabdomi- 
nal pressure,  such  for  example  as  that  induced  by  coughing;  in 
other  words,   it  will  be  found   that   the   same  impulse  induces 
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synchronous  but  opposite  contractions  in  the  perineal  and 
abdominal  musculature;  furthermore,  the  muscular  character  of 
pelvic  support  accords  entirely  with  a  recognized  morphological 
law  which  holds  throughout  the  mammalian  order,  recognizing 
all  weight-bearing  functions  as  essentially  muscular  in  nature, 
clonic  in  rhvthm  and  continuous  in  effect. 


Fic 


-Showing  normal  levator  fibres  in  recto-vaginal  septum. 


On  the  other  hand,  the  perineal  musculattire  should  not  be 
conceived  as  presenting  simply  a  sphincter  at  the  pelvic  outlet, 
nor  a  mere  muscular  bottom  passively  bearing  the  weight  of  its 
superimposed  organs.  It  is  an  active  integral  part  in  a  compli- 
cated mechanism,  that  counteracts  the  expulsive  force  of  intra- 
abdominal pressure,  not  by  the  strength  of  its  tcxtural  resistance  as 
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such,    but   by   mechanically   deflecting   the   direction    of  that  force 
toward  the  normal  outlets. 

To  elucidate  the  nature  of  this  mechanism,  we  must  recall 
certain  physical  principles  that  dominate  its  function  as  a  sup- 
porting apparatus. 


Fig.  6. — Locating  levator  bands  prior  to  denudation. 

According  to  a  fundamental  law  in  dynamics,  the  direction  of 
a  given  force,  or  body  impelled  by  such  force,  impinging  against 
a  resistant  plane,  becomes  deflected  in  a  definite  manner:  the 
degree  of  deflection  being  governed  by  the  axis  of  the  plane's 
surface. 

This  finds  familiar  exemplication  in  the  mechanism  of  labor, 

4 
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when  the  initial  direction  of  the  expulsive  force  becomes  deflected 
by  the  pelvic  planes  and  thus  impels  the  fetal  ovoid  through  the 
different  axes  of  the  parturient  channel. 

In  applying  this  law  to  the  problem  of  perineal  support  we 
define  intraabdominal  pressure  as  the  initial  force  to  be  deflected; 
the  mobile  intestinal  coils  as  the  medium  through  which  this 
force  manifests  itself  and  the  pelvic  floor  as  the  deflecting  plane. 


Fig.  7. — Outlining  flap. 

Owing  to  the  normal  backward  tilt  of  the  pelvis  the  abdominal 
and  pelvic  cavities  do  not  communicate  in  a  straight  line  but  at 
an  obtuse  angle.  The  equalization  of  tension  essential  to  visceral 
equilibriimi  between  the  two  cavities  necessitates  a  uniform 
deflection  of  intraabdominal  pressure  from  its  initial  vertical 
direction  in  the  abdomen  to  the  oblique  axis  of  the  pelvic  inlet; 
this  deflection,  as  already  indicated,  is  exercised  by  the  inclined 
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upper  surface  of  the  plane  which  serves  as  a  common  floor  to  both 
the  abdominal  and  pelvic  cavities. 

While  abdominal  pressure  is  constant  and  continuous  it  varies 
in  intensity,  being  augmented  by  every  effort  that  calls  the  ab- 
dominal muscles  into  action.  Each  augmentation  of  pressure 
demands  a  proportionate  increase  in  resistance,  which  demand  is 
met  by  a  synchronous  counter-contraction  in  the  perineal 
musculature. 


Fig.  S. — Elevation  of  fla;j. 

Accepting  the  principle  of  deflection  as  applicable  to  our  prob- 
lem, it  follows  that  every  deviation  from  the  normal,  in  the  angle 
and  resistance  of  this  deflecting  plane,  must  necessarily  induce  a 
corresponding  deviation  in  the  direction  of  intraabdominal 
pressure,  with  resulting  topographic  disturbance. 
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The  normal  contours  and  topographic  arrangement  of  the  pelvic 
floor  and  its  superimposed  organs  all  conform  to  subserve  this 
deflecting  function. 

If  we  study  the  pelvic  floor  with  the  body  in  the  erect  posture, 
we  will  find  that  the  cutaneous  perineum  extends  horizontally 
from  the  posterior  vulvar  commissure  to  the  coccyx,  while  the 
upper  or  intraabdominal  surface  of  the  pelvic  floor,  conformable 


Fig.  9. — Sutures  passed  around  muscles. 

with  its  function  as  a  .deflecting  plane,  slopes  obliquely  from  the 
pubes,  downward  and  backward,  in  a  line  parallel  to  the  axis  of 
the  pelvic  inlet. 

This  divergence  of  the  upper  from  the  tmder  surface  outlines 
the  triangular  configuration  of  the  pelvic  floor.  Its  apex  at  the 
coccyx  is  less  than  half  an  inch  in  thickness,"  its  base  at  the  pubic 
arch  occupies  a  space  of  over  3  inches. 

The  vagina,  bladder,  uterus  and  rectimi  rest  upon  and  consti- 
tute part  of  this  inclined  plane,  the  whole  structure  being  s^^'ung 
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in  the  muscular  hammock  formed  by  the  levator  ani  loops,  which, 
by  their  contractile  response  to  pressure,  maintain  its  form,  level, 
incline,  and  topographic  relations. 

Contrary  to  general  impression,  the  direction  of  the  vaginal 
canal  is  practically  horizontal,  it  is  interposed  between  the 
muscular  layer  in  the  pelvic  floor  and  the  superimposed  pelvic 
viscera,  the  disposition  of  its  walls  being  superior  and  inferior, 
not  anterior  and  posterior. 


Fig.  io. — Muscle  suture  tied.     Suture  of  deep  and  superficial  layers  not  tied. 


Its  orifice  is  held  in  the  most  anterior  of  the  levator  loops,  in  a 
plane  just  posterior  to  that  of  the  pubic  arch. 

Every  augmentation  of  pressure  that  forces  the  uterus  down- 
ward stimulates  the  levator  to  lift  the  vagina  upward,  constricting 
its  orifice  against  the  pubic  arch  and  closing  the  uterovaginal 
angle;  the  greater  the  pressure,  the  narrower  the  angle  and  the 
firmer  the  resulting:  vaginal  closure. 
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Concisely  stated,  the  levator  ani  muscle  prevents  prolapse  of  the 
pelvic  contents  by  counteracting  the  influence  of  intraabdominal 
pressure.  It  is  the  antagonist  of  the  diaphragm  and  abdominal 
muscles,  contracting  when  these  opposing  muscles  contract  and 
relaxing  when  they  relax.     When  intact  it  maintains  the  equi- 


l-'iG.  II. — Suture  complete. 

librium  of  the  pelvic  viscera;  when  its  integrity  is  impaired,  equi- 
librium is  disturbed  and  displacement  ensues. 

The  levator  ani  is  not  a  single  muscle  but  a  radially  disposed 
plexus  of  flat  muscle  segments  enclosed  and  separated  by  fascial 
investments  and  composed  of  striped  and  unstriped  muscle 
fibers.     While  its  individual  segments  may  be  separately  demon- 
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h^'f /'•!!!'"  '5^^"'  '^'-'  ^'"^"^^  intimately  and  inseparably 
blended  with  each  other  and  with  the  aponeurotic  tissued  in  the 
perineal  center  and  anococcygeal  raphe 

Functionally,  a  sharp  demarcation  characterizes  the  coccygeal 
and  pubic  divisions  of  the  levator  muscle 

The  coccygeal  division  comprises  the  thin  posterior  semimem- 
branous segments  that  are  inserted  into  the  sides  and  tip  of  the 


Fig.  12.— Appearance  at  end  of  operation. 

coccyx      These  are  devoid  of  special  function,  representing  ves- 
tigial structures  homologous  with  the  caudal  flexors  in  the  lower 
animals,  and  are  of  anthropologic  interest  onlv 
n,  ^^\^""^^^°"^">'  ^^sential  elements  of  the  levator  ani  are  the 

and  nt.h'         '""^"^°"'>'  designated  pubovaginalis,  puborectalis, 
and  pubococcygeus,  respectively. 

_  :The  bulk  and  strength  of  these  muscles  are  much  greater  than 
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current  anatomic  descriptions  and  postmortem  appearances 
would  indicate. 

Their  lines  of  origin  extend  for  i  i  2  inches  on  either  side  of  the 
posterior  surface  of  pubic  symphysis,  thus  equalling  in  width  the 
average  sterno  mastoid;  they  are  twice  as  thick  as  the  diaphragm, 
weigh  one-fourth  as  much  as  this  muscle  and  half  as  much  as 
the  external  oblique,  altogether  presenting  a  muscular  support 
exceeding  that  guarding  the  inguinal  ring. 

Their  dynamic  energy  as  developed  by  Dickinson's  experi- 
ments, ranges  from  10  to  27  traction  pounds. 

These  pubic  segments  course  almost  horizontally  backward  and 
inward  along  the  lateral  vaginal  walls.  They  converge  rapidly 
toward  each  other  to  become  inserted  into  the  rectovaginal 
septum,  the  perineal  center,  the  rectal  walls  and  the  anococcy- 
geal tendon,  encircling  the  vagina  and  rectum  in  distinct  loops. 

Their  median  borders,  which  are  plainly  palpable  through  the 
lateral  vaginal  walls,  half  inch  or  less  behind  the  plane  of  the 
hymen,  form  a  V-shaped  interspace  which  embraces  the  introitus 
under  the  pubic  arch. 

Every  perineal  laceration  that  impairs  or  destroys  a  previously 
normal  intrapelvic  support,  has  injured  or  severed  the  junction 
of  the  pubic  levator  segments  along  their  line  of  insertion,  which 
usually  corresponds  to  the  posterolateral  vaginal  sulcus. 

The  severed  muscles  retract  behind  the  ischial  rami,  widening 
the  introitus,  with  resulting  eversion  and  ultimate  protrusion  of 
the  vaginal  folds  through  the  gaping  orifice. 

The  cleft  created  by  the  divergence  of  their  median  borders 
gives  vent  to  the  anterior  rectal  wall  in  the  formation  of  rectocele. 

The  vaginal  floor,  thus  deprived  of  its  muscular  crotch  and 
shortened  to  the  extent  of  its  laceration  exposes  the  upper 
vaginal  wall  and  leaves  the  bladder  base  unsupported. 

The  entire  vaginal  canal. with  its  superimposed  viscera  descends 
to  a  lower  level.  The  prolapsed  vaginal  pouches  with  their  her- 
nial contents  gradually  drag  the  anteverted  cervix  toward  the 
yielding  outlet.  The  uterovaginal  angle  becomes  widened,  the 
uterus  telescopes  the  vagina  and  the  prolapse  is  complete. 

The  prevailing  practice  of  combining  perineorrhaphy  and 
laparotomy  in  one  sitting  affords  opportunity  to  note  the  effects 
of  levator  rupture  upon  the  pelvic  contents-  as  seen  from  above. 

The  first  abnormality  to  obtrude  itself  after  opening  the  abdo- 
men is  the  absence  of  the  uterine  fundus  from  its  normal  situation 
and  the  presence  in  its  place  of  intestinal  coils. 
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On  clearing  the  pelvis  of  these  coils,  the  normal  incline  of  the 
upper  pelvic  floor  is  found  converted  into  a  hollow  formed  bv 
the  distorted  uterovesical  space  with  the  retroverted  uterus 
posterionly  and  the  bladder  at  the  bottom;  in  other  words  the 
crippled  levator  permits  the  anterior  part  of  the  pelvic  floor  to 
sag,  levelling  its  essential  incline.  The  direction  of  intraabdominal 
pressure,  no  longer  deflected,  falls  full  upon  the  vesicouterine 
space  which  deprived  of  its  muscular  buttress,  becomes  pouched 
and  distended  with  intestinal  coils. 

^    From  all  the  foregoing  the  function  of  the  levator  ani  muscle 
m  perineal  support  may  be  tersely  summarized  as  follows- 

Its  contraction  diminishes  the  force  of  intraabdominal  pres.sure 
upon  the  pelvic  contents  by  deflecting  its  course;  increases  the 
resistance  to  that  pressure  by  closing  the  uterovaginal  an-le- 
closes  the  pelvic  outlet  against  that  pressure  by  compressino-^the 
vaginal  canal.  "^ 

A  study  of  the  vaginal  extrusions  resulting  from  perineal 
lacerations  reveals  elements  closely  analogous  to  those  of  in-uinal 
hernia. 

Both  conditions  result  from  muscular  insufficiencv  over  a 
vulnerable  intraabdominal  site,  tunnelling  their  outward  course 
along  potential  channels  between  the  muscular  and  fascial  lavers 
of  the  abdominal  walls. 

The  levator  ani  embracing  the  abdominal  floor  is  as  much  an 
abdominal  muscle  as  the  obliquus,  transversalis  or  rectus 
Furthermore,  the  form  and  nature  of  the  muscular  arrangement 
guarding  the  inguinal  openings  above  the  pubes  is  the  exact 
counterpart  of  the  levator  arrangement  beneath  the  pubes 

The  fully  developed  cystocele  is  a  complete  hernia,  equipped 
with  Its  peritoneal  sac  containing  intestine  and  frequently  omen- 
tum, differing  from  inguinal  hernia  onlv  in  that  the  bladder  and 
vaginal  wall  enter  into  the  formation  of  its  coverings. 

In  the  same  manner  the  rectocele  will  be  found^o  present  a 
hernia  of  Douglas's  pouch. 

The  radical  cure  of  inguinal  hernia  became  possible  onlv  with 
the  recognition  of  its  two  essentials-namely,  the  restoration  of 
contractile  muscular  resistance  to  the  hernial  area  and  the  obliter- 
ation of  Its  peritoneal  funnel.  In  other  words,  the  muscular  and 
serous  planes  are  so  reconstructed  as  to  reestablish  the  normal 
deflection  of  intraabdominal  pressure,  causing  the  intestines  to 
glide  over  instead  of  into  the  hernial  gap. 

The  application  of  this  principle  to  perineorrhaphv.   bv  the 
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method  of  levator  interposition  and  suture,  was  first  submitted 
by  me  before  the  Medical  Society  of  Greater  New  York,  Feb., 
1905,  and  published  in  the  Medical  Record,  April  i,  of  the  same 
year.  Notwithstanding  that  this  paper  failed  to  attract  authori- 
tative notice  at  the  time,  I  had  the  subsequent  gratification  to 
find  its  fundamentals  advocated  in  methods  practised  by  widely 
separated  surgeons,  notably  Holden,  Kelly  and  Noble,  Haynes, 
Babcock  and  Watson  in  this  country,  Piquand  and  Renaud  in 
France. 

All  of  these  latter  procedures,  however,  present  only  technical 
variants  of  one  and  the  same  principle — namely,  restoration  of 
levator  function. 

The  operation  may  be  described  as  comprising  four  essential 
steps. 

1.  Exposure  of  the  seat  of  lesion. 

2.  Mobilization  of  the  muscles. 

3.  Sutural  interposition  of  the  muscles. 

4.  Readjustment  of  the  superficial  coverings. 
Preliminary  to  the  first  step,  the  uterus  should  be  replaced 

in  its  normal  position  and  the  retracted  levator  bands  located 
on  each  side  by  palpating  their  inner  borders  where  they  jut 
from  behind  the  pubic  rami  toward  the  median  line  under  the 
vaginal  mucosa. 

The  separation  of  the  mucosa  is  facilitated  by  hooking  a 
tenaculum  on  each  side  of  the  vaginal  orifice  into  the  tissues 
just  external  to  the  lowermost  caruncle  and  another  into  the 
center  of  the  posterior  mucocutaneous  margin ;  by  traction  upon 
these  three  points  a  triangular  flap  is  outlined  which  is  separated 
from  the  underlying  tissues  up  to  the  crest  of  the  rectocele  but 
not  excised. 

The  confusing  multiplicity  of  terms  applied  to  the  anterior 
levator  segments  make  it  necessary  to  recall  here  that,  surgically, 
this  whole  group  constitutes  one  muscle  bundle  about  i  inch  in 
width  and  3   8  inch  thick  behind  either  pubic  ramus. 

The  flap  of  vaginal  mucosa  being  reflected  upward,  a  finger  or 
closed  scissors  is  thrust  into  the  narrow  lateral  sulcus,  which  is 
distinctly  palpable  on  either  side  between  the  inner  edges  of  the 
ramus  and  muscle  and  the  latter  bluntly  liberated  from  its 
fascial  and  cicatricial  surroundings  along  the  whole  extent  of  its 
outer  circumference,  preserving  its  median  coverings  as  far  as 
possible. 

The  mobilization  should  be  of  sufficient  extent  to  permit  a 
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broad  approximation  of  the  corresponding  levator  bands  without 
tension. 

Occasionally  a  spurting  branch  of  the  internal  pudic  artery 
demands  ligation,  otherwise  the  bleeding  though  free  is  largelv 
venous  and  promptly  controlled  by  pressure. 

The  method  practised  by  a  number  of  surgeons,  in  which  a 
thin  edge  of  muscle  is  drawn  through  a  slit  in  the  lateral  fascia  on 
each  side  and  sutured  without  previous  mobilization,  is  not  to  be 
commended  as  it  results  in  the  formation  of  a  thin  crescentic 
diaphragm  behind  the  introitus,  productive  of  disagreeable 
sequellee. 

From  three  to  four  interrupted,  twenty-day  chromic  gut 
sutures  coapt  the  muscles  and  close  the  intermuscular  gap  in 
front  of  the  rectocele;  each  suture  is  passed  from  side  to  side 
7iot  through  but  entirely  around  both  muscles,  encircling  them  so 
as  to  secure  their  broadest  possible  surface  contact  under  the 
vaginal  floor. 

The  rectocele  should  not  be  caught  in  the  suture  nor  pinched 
between  the  muscles,  the  uppermost  suture  being  inserted  just 
high  enough  to  normally  appose  the  lower  to  the  upper  vaginal 
wall. 

In  adjusting  the  superficial  coverings  no  vaginal  mucosa  is 
removed ;  the  transverse  wound  is  converted  into  a  perpendicular 
slit  by  properly  applied  traction,  and  the  edges  united  side  to 
side  by  continuous  or  interrupted  plain  gut  suture. 

From  the  tip  of  the  vaginal  flap  to  the  caruncles  the  suture 
includes  vaginal  mucosa  only,  while  from  the  caruncles  down- 
ward, each  stitch  is  made  to  gather  the  skin  and  all  of  the  fascial 
layers  which  are  dra\^Ti  from  under  the  lateral  edges  of  the 
wound  toward  the  median  line. 

The  resultant  comb  of  vaginal  flap  is  tucked  into  the  vagina 
and  the  operation  completed  by  the  introduction  of  a  gauze  strip 
to  absorb  the  first  oozings. 

The  interposed  muscle  in  the  rectovaginal  septum  thus  provides 
contractile  resistance  over  the  two  hernial  areas  in  the  vaginal 
canal — namely,  the  uterovesical  above  and  the  uterorectal  below. 

Sanctioned  by  an  active  experience  with  this  operation,  now 
covering  a  period  of  nearly  ten  years,  I  can  conscientiouslv 
assert  that  a  strict  adherence  to  the  details  of  the  foregoing 
technic  will  yield  results  which,  three  months  after  operation, 
make  it  impossible  to  distinguish  the  previously  lacerated  per- 
ineum from  the  normal,  both  in  form  and  in  function. 
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HODGKIX'S  DISEASE  IXVOLVIXG  THE  UTERUS.* 

BY 

D.  S.  D.  JESSUP,  M.  D., 

New  York  City. 

(With  Si.K   Illustrations.) 

Cases  of  Hodgkin's  disease  in  which  ovaries  or  testicles  have 
been  involved  are  on  record,  but  examination  of  the  literature 
does  not  show  any  description  of  changes  in  the  uterus.  A 
feature  of  interest  in  this  case  is  the  fact  that  pregnancv  took 
place,  and  birth  was  given  to  a  healthy  child  four  months 
after  the  neck  enlargement  occurred,  and  one  month  before 
admission  to  the  hospital.  The  size  of  the  uterus  on  admis- 
sion, and  the  marked  sclerotic  changes  show-n  at  autopsy  three 
months  later  would  indicate  that  this  organ  had  been  affected 
early  in  the  disease.  From  the  standpoint  of  clinical  diag- 
nosis the  case  is  of  interest,  the  enlargement  of  the  uterus 
suggesting  a  new  growth  of  an  advanced  inoperable  character 
with  metastases  in  most  of  the  superficial  lymph  nodes. 

Clinical  History. — Mrs.  H.,  admitted  to  the  Xe^-  York  Skin 
and  Cancer  Hospital,  March  17,  1911.  Age  forty-three  years. 
Birthplace,  Russia.  vService  of  Dr.  Bainbridge,  by  whose 
courtesy  the  case  is  reported.!  FamJly  historv  negative.  Does 
not  use  alcohol.  Has  had  ten  children,  last  four  weeks  old. 
One  miscarriage. 

Previous  Diseases.— Chronic  rheumatic  manifestation  during 
the  past  year. 

Present  illness  began  Xovember,  1910,  \vith  enlargement 
of  glands  of  both  axillse.  Two  weeks  later  glands  of  right 
groin  enlarged,  then  glands  of  neck,  and  finally  there  was 
general  enlargement  of  the  external  glands  to  the  size  of  a 
pea  or  greater. 

Physical  Examination. — Poorly  nourished.  Heart  and  lungs 
negative.  Glands  of  neck,  axillse,  and  groins  enlarged.  Xeck 
and  breasts  greatly  swollen,  and  skin  tense  over  this  area.  Vag- 
inal examination  showed  an  enlarged  uterus.  The  clinical 
diagnosis  of  sarcoma  of  the  uterus  with  metastases  in  the  lymph 
nodes  was  made.  The  patient  was  under  observation  for  three 
months.     Axillary  and  inguinal  nodes  were  excised  for  examina- 

*  From  the  Research  Laborator\-  of  the  New  York  Skin  and  Cancer  Hospital, 
t  Presented  at  a  meeting  of  the  New  York  Pathological  Society,  January-  10,  1912. 
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Fig.  I. — Photograph  after  admission  to  hospital,  showing  swelling  of  the  neck 
and  skin  lesions. 
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tion.  The  inguinal  nodes,  excised  in  March,  showed  necrosis. 
A  month  later  axillary  nodes  showed  typical  tubercle  tissue 
with  giant  cells.  (Some  of  these  nodes  later  showed  tubercle 
bacilli.*)  The  great  superficial  swelling  of  the  upper  part  of 
the  body  was  accompanied  by  itching.  Thickening  and  infection 
of  the  skin  resulted  from  the  patient's  scratching.  Sections  of 
this  thickened  skin  showed  inflammatory  changes,  but  nothing 
on  which  to  base  a  diagnosis  of  new  growth  or  of  Hodgkin's 
disease. 


Fig.  2. — Uterus  invaded  throughout  by  Hodgkin's  disease.     Tubes  and  one  ovary 
also  invaded.     Photos  by  K.  Bosse. 


During  her  stay  in  the  hospital  the  patient  suffered  from 
pain  in  the  neck  and  arms,  which  remained  swollen.  There 
was  rapid  pulse,  dyspnea,  and  periods  of  marked  restlessness, 
especially  at  night.  The  temperature  remained  normal  except 
for  an  occasional  short  rise.  Repeated  blood  examinations 
showed  an  increase  of  polynuclears,  the  range  being  85  to  93 

*  Reexamination  of  some  of  these  nodes  in  the  light  of  subsequent  diagnosis 
shows  areas  suggesting  Hodgkin's  disease. 
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per  cent.     There  was  no  increase  of  eosinophiles.     Death  ap- 
peared to  be  the  result  of  exhaustion. 

Autopsy,  by  Dr.  R.  F.  Barber,  June  25,  191 1-  I'^male  of 
about  forty;  emaciated.  Extensive  swelHng  of  neck,  more  so 
on   right   side.     Rigor   mortis  not  developed.   Both  axillae  and 
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Pig    ,  —Uterine  wall  near  mucosa  showing  giant  cells  and  endothelial  cells. 
•      (X400.) 

breasts  infiltrated  with  hard  nodules;  nodules  also  in  groins. 
Entire  body  covered  with  an  eruption  of  spots  the  size  of  millet 
seeds,  some  crusted,  some  showing  complete  healing.  Thorax: 
Mediastinal  glands  enlarged.  Left  lung  collapsed;  left  pleural 
cavity  filled  with  bloody  fluid.  Right  lung  adherent.  Heart 
normal.     S[^lccn  normal  size;  shows  small  white  nodules.     Kid- 
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7ieys  and  pancreas  normal.  Liver  congested.  Gall-bladder  nor- 
mal. Iliac  lymph  nodes  enlarged,  ranging  in  size  from  i  to 
3  cm.  Mesenteric  nodes  uniformly  enlarged.  Stomach  normal. 
Uterus  measures  12  cm.  in  length  and  9X6  cm.  at  fundus.  vSur- 
face  nodular.  Entire  wall  infiltrated  with  growth  of  dense 
fibrous  tissue,  which  has  caused  apparent  destruction  of  all  the 


muscularis.  Tubes  show  similar  nodular  thickening  at  uterine 
end.  Ovaries  normal  size;  fibrous.  One  of  them  shows  an  area 
of  pale  fibrous  tissue  similar  to  the  area  in  the  tubes. 

Microscopical    Examination. — Sections     of    different    parts 
of   the  uterus   show  growth   of   endothelial   cells,    small   round 
cells,   with  scattered   giant  cells.     Portions   are   densely   fibrous 
S 
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in  character.  The  mucosa  is  almost  entirely  replaced  by  the 
growth,  only  a  few  scattered  glands  appearing  in  sections 
from  the  body  and  the  cervix.     The  nodules  in  the  tubes  and  in 


one  ovary  show  similar  changes.  The  appearance  characteristic 
of  Hodgkin's  disease  was  found  in  the  me'senteric,  iliac,  and 
bronchial  lymph  nodes,  in  the  breast,  and  beneath  the  skin  of 
the  neck.     In   the  spleen  the  growth   was  very   cellular  with 
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mitoses  in  many  cells  and  but  little  fibrous  tissue,  indicating 
recent  involvement. 

Diagnosis. — Hodgkin's  disease  involving  the  uterus,  tubes 
and  ovary.  It  seems  proper  to  consider  the  tuberculosis  of 
the  axillary  nodes  as  accompanying  and  not  as  causing  the 


Fig.  6. — Hodgkin's  nodule  in  spleen  showing  mitoses  in  some  cells.      (X900.) 

changes  found  elsewhere,  the  appearance  of  the  tuberculous 
nodes  being  entirely  different  from  those  showing  Hodgkin's 
disease.  This  would  agree  with  the  conclusions  of  Dorothy 
Reed  in  her  study  of  the  relationships  of  tuberculosis  to  Hodgkin's 
di^^ease.* 
601  West  113TH  Street. 

^*  Johns  Hopkins  Hosp.  Rep.,  1902. 
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A  CONSIDERATION  OF  PARAGRAPH  79  OF  THE  "PAGE 
LAW"  AND  THE  METHOD  OF  ITS  ADMIN- 
ISTRATION IN  THIS  CITY. 

BY 

FREDERIC  BIERHOFF,  M.  D., 

New  York. 

In  1908  a  Commission  was  appointed  by  the  Legislature  of 
this  State,  pursuant  to  Chap.  211,  of  the  laws  of  190S,  whose 
duty  it  should  be  "To  inquire  into  the  manner  in  which  justice 
is  administered  in  the  courts  of  inferior  criminal  jurisdiction  in 
cities  of  the  first  class."  This  Commission  was  popularly  known 
as  "The  Page  Commission,"  after  its  chairman.  State  Senator 
Alfred  R.  Page.  It  began  its  inquiry  on  November  24,  1908,  in 
the  City  of  New  York,  and  after  seventeen  months  of  work, 
including  many  sessions  in  the  larger  cities  of  this  State,  to  which 
were  invited  many  persons  having  a  knowledge  of  matters  dealing 
with  correctional  and  penal  institutions,  the  Commission  presented 
its  report  to  Governor  Hughes,  on  April  4,  1910. 

The  recommendations  of  the  Commission  were  embodied  in  a 
measure  entitled,  "Assembly  Bill  No.  2240"  and  after  various 
hearings  this  was  passed  by  both  houses  of  the  Legislature  and 
signed  by  Governor  Hughes  on  June  25,  19 10,  becoming  a  law 
on  that  date. 

Among  the  provisions  of  this  law  there  was  one  for  the  estab- 
lishment of  a  separate  night  court  for  women,  which  provided 
also  for  the  separation  of  the  younger  and  less  hardened  from 
the  older  and  more  hardened  offenders,  as  well  as  further  pro- 
visions for  the  identification  of  the  prostitutes,  b}^  means  of  the 
finger-print  system,  and  also  for  the  medical  examination  of 
convicted  prostitutes.  The  paragraphs  in  question  read  as 
follows : 

"Par.  77.  Night  courts;  separate  court  for  women.  On  and 
after  the  first  day  of .  September,  nineteen  hundred  and  ten, 
the  board  of  city  magistrates  of  the  first  division  shall  provide 
for  the  holding  of  two  night  sessions  of  the  court,  one  of  which 
shall  be  exclusively  for  the  hearing  of  cases  and  proceedings 
against  men,  and  against  men  and  women  charged  with  offenses 
arising  out  of  the  same  transaction,  and  one'exculsively  for  the 
hearing  of  cases  and  proceedings  against  women.  The  said  night 
sessions  of  courts  shall  be  held  in  different  buildini^s,  and  each 
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night  court  shall  open  at  eight  o'clock  in  the  evening  and  remain 
open  until  three  o'clock  in  the  morning.  All  persons  who  are 
arrested,  except  upon  a  charge  of  felony,  after  the  day  courts 
are  closed,  or  at  any  hour  too  late  to  be  brought  to  a  day  court, 
must  be  brought  to  the  night  courts.  There  shall  be  established 
on  or  before  October  first,  nineteen  hundred  and  ten,  a  place  of 
detention,  under  the  jurisdiction  of  the  commissioner  of  correc- 
tion, convenient  to  the  night  court  for  women,  where  women 
may  be  detained  both  before  and  after  being  heard,  and  in 
such  detention  place  the  young  and  less  hardened  shall  be  segre- 
gated, so  far  as  practicable,  from  the  older  and  more  hardened 
offenders." 

'Par.  yS.  Identification  of  prostitutes;  finger-print  system. 
In  the  night  court  for  women,  and  such  other  courts  as  the 
board  of  magistrates  may  designate,  there  shall  be  established 
and  maintained  the  method  of  identification  of  prisoners  known 
as  the  finger-print  system.  The  finger-prints  of  all  females  con- 
victed under  subdivision  four  of  section  eight  hundred  and 
eighty-seven  of  the  code  of  criminal  procedure,  subdivision  two 
of  section  fourteen  hundred  and  fifty-eight  of  the  consolidation 
act  or  section  one  hundred  and  fifty  of  the  tenement  house  law, 
shall  be  taken  by  officers  or  employes  of  the  police  department 
detailed  for  that  purpose.  Three  impressions  shall  be  made  of 
all  such  finger-prints.  One  impression  shall  be  classified  and 
preserved  in  the  court  where  the  same  was  made;  a  second 
impression  shall  be  promptly  delivered  to  and  classified  and 
preserved  in  the  office  of  the  chief  clerk  of  the  division,  and  the 
third  shall  be  forthwith  delivered  to  the  police  commissioner. 
The  board  of  city  magistrates  of  each  division  shall  designate  a 
day  court  at  which  shall  be  arraigned  women  charged  with  the 
violation  of  the  provisions  of  law  in  this  section  referred  to,  at 
which  said  court  said  finger-print  system  shall  be  established 
and  maintained,  in  order  that  all  persons  convicted  of  the 
offenses  in  this  section  mentioned,  whether  arraigned  in  the 
day  time  or  at  night,  shall  be  identified  in  the  manner  herein 
described." 

"Par.  79.  Medical  examination  of  prostitutes.  On  and  after 
the  first  day  of  September,  nineteen  hundred  and  ten,  any  person 
who  is  a  vagrant,  as  defined  in  subdivision  four  of  section  eight 
hundred  and  eighty-seven  of  the  code  of  criminal  procedure,  or 
who  is  convicted  of  a  violation  of  subdivision  two  of  section 
fourteen  hundred  and  fifty-eight  of  the  consolidation  act,  or  of 
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section  one  hundred  and  fifty  of  the  tenement  house  law,  shall 
after  conviction  be  taken  to  a  room  adjacent  to  the  court  room, 
and  there  be  physically  examined  by  a  woman  physician  of  the 
department  of  health  detailed  for  such  purpose.  After  such 
examination  the  physician  making  the  same  shall  promptly  pre- 
pare and  sign  a  written  report  of  the  prisoner's  physical  condi- 
tion, and  if  it  thereby  appears  that  the  prisoner  is  afflicted 
with  any  venereal  disease,  which  is  contagious,  infectious  or 
communicable,  the  magistrate  shall  commit  her  to  a  public 
hospital  ward  or  wards  for  the  treatment  of  the  disease  with 
which  she  is  afflicted  for  detention  and  treatment  for  a  minimum 
period  fixed  by  him  in  the  commitment  and  for  a  maximum 
period  of  not  more  than  one  year ;  provided,  that  in  case  a  prisoner 
so  committed  to  any  institution  shall  be  cured  of  her  venereal 
disease,  which  is  contagious,  infectious  or  communicable,  after 
the  expiration  of  the  minimum  period  and  before  the  expiration 
of  the  maximum  period  for  which  she  was  committed  to  such 
institution,  she  shall  be  discharged  and  released  from  custody 
upon  the  written  order  of  the  officer  in  charge  of  the  institution 
to  which  she  was  committed,  upon  the  certificate  of  a  physician 
of  such  institution  or  of  the  department  of  health,  that  the 
prisoner  is  free  of  any  venereal  disease  which  is  contagious, 
infectious  or  communicable.  If,  however,  such  prisoner  shall 
be  cured  prior  to  the  expiration  of  the  minimum  period  for 
which  she  was  committed  she  shall  be  forthwith  transferred  to 
the  workhouse  and  discharged  at  the  expiration  of  said  minimum 
period.  Nothing  herein  contained  shall  be  construed  to  limit 
the  authority  of  a  city  magistrate  to  commit  any  prisoner  for 
an  indefinite  period  to  any  institution  now  having  authority  by 
law  to  receive  inmates  for  detention  for  more  than  one  year." 

Paragraph  78  dealing  with  the  finger-print  system  existed 
prior  to  the  date  of  the  passage  of  the  Page  Bill.  Paragraph  77 
provided  for  the  separation  of  female  prisoners  from  the  males, 
and  for  the  separation  of  the  younger  offenders  from  the  older 
and  more  hardened.  Paragraph  79  provided  for  the  medical 
examination  of  convicted  prostitutes  and  for  the  care  in  a  city 
hospital  of  those  found  to  be  afflicted  with  a  venereal  disease, 
but  as  may  be  seen  from  a  careful  perusal  of  the  paragraph  in 
question,  a  conviction  upon  the  misdemeanor  charge  was  necessary 
before  such  a  medical  examination  might  be  made — in  other  words, 
the  procedure  was  as  follows : 

The  woman  arrested  for  prostitution  or  for  soliciting  was  taken 
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to  the  women's  court,  and  brought  before  the  judge  on  duty. 
The  case  was  tried  in  the  usual  manner,  and  if  the  woman  was 
convicted,  the  provisions  of  the  law  required  that  sentence  be 
delayed  until  after  the  completion  of  the  medical  examination 
by  the  examining  physician.  Women  found  upon  examination 
to  be  afflicted  with  venereal  diseases  were  then  held  in  the  court 
prison  until  such  time  as  they  might  be  transferred  to  the 
hospital.  These  found  to  be  free  of  venereal  disease  were  again 
brought  before  the  court  for  disposition  of  their  cases,  in  the 
usual  manner — workhouse  sentences,  fines,  placing  under  parole, 
or  discharge.  All  examinations  of  convicted  women  were  made 
by  female  physicians,  appointees  of  the  Board  of  Health,  and 
were  made  only  in  the  presence  of  the  physician  in  question  and 
a  nurse  of  the  department,  and  occurred  in  a  room  in  the  court 
building,  specially  set  aside  for  that  purpose. 

It  was  the  aim  of  those  responsible  for  the  provisions  of  Para- 
graph 79  to  make  it  impossible  for  the  judges  sitting  upon  the 
cases  to  discharge  diseased  prostitutes  after  conviction  or  merely 
to  fine  them  and  turn  them  loose  again  to  spread  disease  (for, 
prior  to  the  passage  of  the  law  in  question,  there  had  been 
judges  who  made  it  a  practice  to  fine  even  hardened  offenders, 
or  regularly  to  dismiss  them  under  the  plea  that  it  was  a  hardship 
to  arrest  these  women,  and  who  maintained  that  they  should  be 
left  alone)  and  it  was  also  designed  to  make  it  possible  to  treat 
the  infected  prostitutes  in  a  hospital  and  to  keep  them  in  the 
institution  until  well,  and  with  this  end  in  view  the  sentences 
had  provided  for  a  minimum  term  and  a  maximum  of  one 
year.  Thus,  if  a  woman  sentenced  for  thirty  days  was  found  to 
be  cured  of  her  disease  within  three  weeks,  she  was,  after  dis- 
charge from  the  hospital,  at  once  transferred  to  the  workhouse 
where  she  served  the  balance  of  her  term.  Should,  however, 
the  disease  in  this  same  woman  not  be  cured  within  six  weeks, 
she  had  still  to  remain  in  the  hospital  under  treatment,  after  the 
expiration  of  the  minimum  term  of  thirty  days,  until  pronounced 
cured  by  the  medical  officer  in  charge  of  the  institution,  but  not 
for  longer  than  one  year. 

On  September  i,  1910,  the  Page  Law  went  into  effect,  and  at 
once  a  storm  of  protest  arose  which  was  directed  exclusively 
against  the  medical  examinations  of  the  convicted  prostitutes. 
Naturally,  the  greatest  part  of  these  protests  originated  in  the 
various  women's  rights  organizations;  but,  strangely,  "The 
Society  for  Sanitary  and  Moral  Prophylaxis"  took  a  stand  in 
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opposition  to  the  law,  and  carried  on  a  lively  campaign  against 
the  same.  The  County  Medical  Society  also  through  its  com- 
mittee on  legislation  took  a  position  in  opposition  to  the  law.  I 
have  been  told  that  the  committee  on  legislation  of  the  above 
society  held  a  number  of  meetings  to  discuss  the  pros  and  cons 
of  the  matter;  but  I  am  not  aware  that  the  committee  invited 
the  opinions  of  the  members  of  the  society  upon  the  question, 
before  making  its  decision  to  oppose  the  law\  It  may  possibly 
have  done  so,  but  I  can  find  no  evidence  to  that  effect.  It 
seems  to  have  been  sufficient  unto  itself  without  getting  the 
opinions  of  experts  upon  both  sides  of  the  matter  under  con- 
sideration. It  was  to  be  expected  that  the  women's  rights 
organizations  would  take  such  a  stand  since,  upon  the  surface, 
it  might  appear  that  the  female  sex  was  being  discriminated 
against;  but  I  believe  that  we  had  the  right  to  expect  something 
different  than  an  energetic  campaign  against  the  provisions  of 
a  bill  whose  object  was  to  attempt  to  get  at  the  chief  offender  in 
the  spreading  of  venereal  diseases — before  these  measures  had 
received  a  trial — from  a  society  whose  objects  appear  to  be,  on 
the  surface,  not  merely  to  preach  morality,  but  also  to  w^ork 
energetically  for  a  sanitary  prophylaxis  of  venereal  diseases. 
Had  they  waited  with  their  opposition  until  the  measure  in 
question  had  been  tried  for  a  reasonable  length  of  time,  and 
been  found  wanting,  then  they  would  not  have  laid  themselves 
open  to  criticism.  As  it  was,  however,  they  seemed  to  have 
lost  sight  of  the  fact  that  the  measure  was  one  which  was  in- 
tended to  be  sanitary  in  its  objects  and  not  punitive  in  character, 
and,  therefore,  I  feel  that  the  organizations — which,  of  course, 
follow  the  opinions  of  their  leaders  in  taking  a  position — laid 
themselves  open  to  the  criticism  that  they  have  sacrificed  the 
right  to  the  claim  that  one  of  their  aims  is  sanitary  prophylaxis. 
The  Department  of  Health  it  seems  to  me  was  not  particularly 
anxious  to  have  the  law  giveii  a  fair  trial.  The  examinations 
were  made  by  female  physicians,  appointees  of  the  Board  of 
Health,  who  were  everything  else  but  specialists  in  the  line  of 
work  required  of  them.  Thus,  for  instance,  I  asked  one  of  the 
physicians  on  duty  at  the  night  court,  from  what  sources  she 
took  the  secretions  which  were  to  be  examined  for  the  presence 
of  gonococci.  She  answered  me  that  she  took  scrapings  from 
the  vaginal  -wall,  and  if  there  was  a  visible  discharge  from  the 
cervix,  she  also  made  a  specimen  of  this.  I  asked  her  whether 
she  did   not  also   make  a  scraping  from  the  urethra,   and  she 
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answered  that  she  had  not  done  this,  and  had  never  done  it 
in  any  case.  Although  she  had,  at  the  time  I  spoke  with  her, 
already  been  making  the  examinations  at  the  night  court  for 
three  weeks;  the  Department  of  Health,  so  she  stated  to  me, 
had  given  her  absolutely  no  directions  concerning  the  manner  in 
which  the  examinations  were  to  be  made.  vShe  and  the  second 
physician  on  duty  at  the  time  were  making  the  examinations 
according  to  their  own  sweet  will.  When  I  asked  her  what  was 
her  method  of  examination  for  the  presence  of  syphilis  she  told 
me  that  she  examined  the  mouth  and  the  pharynx  and  the 
cervical  glands.  The  other  parts  of  the  body  were  not  examined 
at  all,  and  no  specimens  were  taken  for  examination  for  the 
presence  of  spirochaeta  pallida.  This  preposterous  and  superficial 
method  of  examining  for  symptoms  of  syphilis  was  employed, 
and  the  examinations  made  in  a  room  lighted  only  by  a  few 
small  electric  lamps.  Naturally  it  followed  that  she  had,  as 
she  told  me,  discovered  not  a  solitary  case  of  syphilis  during 
her  entire  time  of  service  at  the  night  court,  and  that  she  had 
discovered  only  isolated  cases  of  gonorrhea.  The  specimens 
taken, were,  in  part,  examined  in  the  laboratories  of  the  Depart- 
ment of  Health  and  in  part  in  the  court  buildings. 

Between  September  i,  1910,  and  December,  1910,  when  the 
examinations  were  interrupted — as  a  result  of  the  declaration  of 
Judge  Bischoff  that  the  examinations  were  unconstitutional, 
because  of  the  fact  that  the  testimony  of  an  individual  bearing 
no  relation  to  the  court  was  a  factor  in  the  determination  of 
the  sentence  and  a  maximum  punishment  specified  which  was 
greater  than  that  otherwise  specified  by  the  penal  code  for 
similar  offenses — there  were  in  all  279  convicted  prostitutes 
examined.  Of  these  eighty-one  (29  per  cent.)  were  declared  to 
be  infected  with  gonorrhea;  not  a  single  case  of  syphilis,  or 
chancroid  -was  discovered.  These  data- are  taken  from  a  report 
given  to  me  by  the  Department  of  Health. 

That  such  examinations,  carried  out  in  the  manner  in  which 
they  were  done  at  the  Night  Court,  must  be  absolutely  valueless 
requires  no  further  comment,  since,  owing  to  the  fact  that 
they  were  entrusted  to  physicians  who  knew  practically  nothing 
of  the  usual  and  necessary  methods  for  the  detection  of  these 
diseases,  nothing  else  could  be  expected. 

On  May  12,  191 1,  after  the  Appellate  Division  of  the  Supreme 
Court  had  again  declared  the  examinations  to  be  constitutional, 
they  were  again  begun,  and  during  a  part  of  this  time  they  were 
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entrusted  to  a  rabid  opponent  of  this  law — also  an  ardent 
women's  rights  advocate — and  from  that  date  until  May  26, 
191 1,  105  women  were  examined,  and  only  five  found  to  be 
diseased. 

After  this  the  case  was  taken  to  the  Court  of  Appeals,  which 
declared  the  examinations  to  be  unconstitutional.  As  a  result 
the  examinations  were  definitely  suspended  on  June  16,  191 1. 

Whether  we  may  hope  for  a  law  along  the  lines  of  the  Page 
Law,  which  shall  be  formulated  in  such  a  manner  that  it  shall  be 
constitutional,  is  questionable — at  least  for  the  immediate  future 
— for  I  doubt  whether  there  is  a  representative  to  be  found  who 
would  be  brave  enough  to  take  up  the  fight  against  the  hypocrisy 
and  fanaticism  upon  these  topics,  which  are  the  rule  here  in  this 
country. 

Before  me  lie  the  figures  of  the  arrests  for  prostitution  and 
solicitation,  in  the  year  extending  from  September  i,  19 10 — 
date  of  the  institution  of  the  examinations  under  the  Page 
Law — to  May  31,  1912,  which  data  were  kindly  furnished  me 
by  Mr.  Frederick  H.  Whitin,  Chairman  of  the  "Committee  of 
Fourteen,"  who  gathered  them  with  the  greatest  care.  The 
list  contains  also  the  number  of  finger-prints.     It  is  as  follows: 


Finger  printed 

Individuals 

Finger-prints  taken 

Once 

2087 
713 
384 

2X1 
142 

73 
38 
13 

7 
3 

2 

I 

Twice 

3  times 

4  times 

844 

S  times 

6  times 

A^8 

7  times 

8  times 

266 

9  times 

63 

10  times 

II  times 

12  times 

3674 

7164 

Disposition  of  the  above 

Workhouse 

Fines 

7154  convicted 

cases. 

•  5138 

.  980 

Probation 

Bedford 

Magdalen 

Good  Shepherd .  . 
House  of  Mercy.  . 
Other  Disposition 

86 

52 
69 . 

.    6 

.    6i7 

213 
.    216 

7164 
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In  other  words,  there  were  during  the  period  in  question,  3674 
prostitutes  "inscribed"  on  the  lists,  since  the  taking  of  the  finger- 
prints constitutes  a  positive  and  real  "inscription"  system  and, 
moreover,  one  from  whose  lists  the  prostitutes  cannot  again  he 
stricken,  since  the  finger-prints  are  preserved  in  the  minutes  of  the 
trial,  and  are  kept  among  the  archives  of  the  court  and  of  the  police. 

Three  thousand,  six  hundred,  seventy-four  women  were 
arrested,  7164  times;  of  these  713  twice;  384  three  times;  211 
four  times;  142  five  times;  seventy-three,  six  times;  thirty-eight, 
seven  times;  thirteen,  eight  times;  seven,  nine  times;  three, 
ten  times;  two,  eleven  times;  and  one,  twelve  times. 

The  list  of  the  arrests  and  the  disposition  of  the  case  between 
September  i,  1910,  and  August  31,  191 1,  follows: 

^  i  :  Other- 

T-,v        w    I  Pro-      ^9rrec-  Prison       wise 

Dis-      Work-    pj  ^  tional  Rescue     j^       j.        ^■^_ 

harge     house  -^^      Institu-  homes        ^^^  ^^^j 

'  1  1  ■  ,    ^'°''^-     1  I  ,       of 


Dis- 
charge 


September,  19  lo: 

First  arrests 58  o 

"  Repeaters  " o 

October,  1910: 

First  arrests 89  i 

"Repeaters" i 

November,  19 10: 

First  arrests 184  2 

"  Repeaters" 6 

December,  19 10.  (Dur- 
ing this  month  the  ex- 
aminations were  sus- 
pended.) 

First  arrests 147  4 

"Repeaters" 27 

January,  191 1 : 

First  arrests 278  5 

"  Repeaters" 62 

February,  191 1 : 

First  arrests 207  3 

"Repeaters" 85 

March,  191 1 : 

First  arrests 242  3 

"  Repeaters".  .  .  .  139 

April,  191 1 : 

First  arrests 279  4 

"  Repeaters".  . .  .  167 

May,  1911.  (Toward 
the  end  of  this  month 
the  examinations  were 
again  begun.) 

First  arrests 223  o 

"  Repeaters  "...  .147 

June,  19 1 1.   (Examina- 
tions again  suspended 
on  the  i6th.) 

First  arrests 130  i 

"  Repeaters". . .  .  107 

July,  191 1 : 

First  arrests 276  2 

"  Repeaters  "....277 

August,  191 1 : 

First  arrests 229  i 

"  Repeaters". . . .  295 

Totals 26 

First  arrests..  .  .2342 
Repeated     ar- 
rests  1313 
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Mr.  Whitin  has  further  informed  me  that,  during  October, 
191 1,  550  women  were  arrested  for  loitering  and  solicitation,  of 
which  number  fifty  were  discharged,  and  that  during  November, 
191 1,  436  arrests  were  made  for  the  same  offenses,  with  seventy- 
four  discharges,  and  that  90  per  cent,  of  the  arrests  made  under 
the  above  charges  were  really  made  because  of  prostitution. 
He  also  tells  me  that  the  large  majority  of  the  fines  is  now  $10, 
and  that  an  average  SS  fine  would  not  be  too  high  a  figure. 

If  we  study  more  closely  the  list  of  arrests  we  will  at  once  be 
struck  by  two  facts:  first,  the  great  difference  between  the 
number  of  arrests  during  the  period  in  which  the  medical  ex- 
aminations took  place,  and  that  in  which  they  were  not  made; 
and,  secondly,  by  a  great  difference  in  the  number  of  "repeaters " 
during  the  same  periods.  Thus,  there  were,  during  the  three 
months  between  September  i,  1910,  and  December  i,  1910,  331 
first  arrests  and  only  seven  repeated  arrests,  or  on  an  average 
iio  1/3  to  2  1/3,  while  in  the  five  subsequent  months,  December, 
1 9 10,  to  April,  191 1,  during  which  examinations  were  not  made, 
there  were  1154  first  arrests,  and  480  repeated  arrests,  or  on  an 
average  of  230  4/5  to  96.  In  other  words,  there  were  on  an 
average  more  than  twice  as  many  first  arrests  and  forty  tiynes 
the  repeated  arrests,  during  those  months  in  which  examinations 
were  not  made. 

Various  explanations  might  be  given  for  this  difference — it 
is  not  to  be  supposed  that  the  total  number  of  prostitutes  varied 
so  greatly  and  so  suddenly,  or  that  the  prostitutes  were  banished 
from  the  city.  That  they  did,  however,  in  great  measure  keep 
off  of  the  streets  and  did  not  so  openly  and  shamelessly  follow 
their  trade,  was  made  clear  to  everyone  who  knows  the  streets 
of  our  city.  They  knew  that,  should  they  be  found  venereally 
diseased,  it  was  not  longer  dependent  upon  the  will  or  the  whim 
of  the  judges  to  fine  them  a  few  dollars  or  to  send  them  for  a 
few  days  to  the  workhouse,  and  for  that  reason  the  older  and 
more  hardened  prostitutes  took  care  not  to  subject  themselves 
to  the  danger  of  compulsory  hospital  treatment.  Another 
view  might  be  that  they  were  perhaps  more  ready  to  bribe 
the  police  officers,  and  thus  to  escape  arrest — that  is,  of  course, 
possible,  for  anyone  at  all  acquainted  with  the  conditions  existing 
in  regard  to  prostitution  in  this  city,  must  know  what  a  rich 
source  of  income  for  some  of  the  officials,  these  individuals 
are.  But  in  the  present  case,  I  believe  this  not  to  have  been  the 
reason,  for,  during  the  months  in  which  the  examinations  took 
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place,  solicitation  was  far  less  evident  than  at  other  times.  A 
similar  fluctuation  is  to  be  found  during  May  and  June,  191 1, 
but  this  is  less  evident,  since  the  examinations  were  again  taken 
up  only  in  the  middle  of  May,  and  were  again  interrupted  about 
the  middle  of  June.  Furthermore,  the  prostitutes  were  aware, 
during  the  latter  jDeriod,  of  the  fact  that  the  Department  of 
Health,  owing  to  the  fact  that  the  case  had  been  brought  before 
the  Courts  of  Appeals,  did  not  any  longer  take  the  matter  quite 
seriously,  and  also  that  the  judges  were  no  longer  quite  sure  what 
position  they  were  to  take  with  regard  to  these  ca«es. 

The  opponents  of  the  Page  Law  argued  that  this  law  con- 
stituted the  first  step  toward  reglementation  of  prostitution, 
and  that  it  advocated  a  double  standard  of  morals.  They  also 
claimed  that  it  constituted  a  beginning  of  a  system  of  "in- 
scription" of  the  prostitutes,  but  they  forgot  that  the  finger-print 
system  constitutes  the  surest  and  most  exact  system  of  registration, 
or  inscription  of  the  prostitutes,  and  that  this  system  was  already 
in  force  prior  to  the  passage  of  the  Page  Law,  and  that,  although  the 
sanitary  provisions  of  the  bill  have  been  abolished  through  the 
shrieks  -of  the  fanatics,  the  inscription  of  prostitutes  still  remains 
in  force,  since  the  finger-print  system  is  still  in  use  at  the  present 
day. 

At  once  after  the  new  law  was  put  into  force,  the  various 
organizations  of  women's  rights  advocates  had  some  of  their 
members  watch  the  method  of  the  carrying  out  of  its  provisions, 
and  soon  there  appeared  in  various  publications  what  purported 
to  be  reports  of  the  procedures  at  the  night  court,  and  the  world 
was  regaled  with  accounts  of  the  brutality  which  was  used 
toward  the  poor  and  much  abused  prostitutes,  both  in  the  courts 
and  at  the  examinations,  and  the  proceedings  were  likened  almost 
to  the  tortures  of  the  Inquisition.  Women  were  reported  to  be 
dragged  from  the  platform  before  the  judge,  and  dragged  into 
the  prison,  where  they  remained,  weeping  and  moaning;  and 
the  reports  had  it  that  the  convicted  prostitutes  struggled  in- 
effectually against  the  brutal  desecration  of  their  persons  through 
the  examinations  by  physicians  of  their  own  sex;  yet  one  of  the 
examining  physicians  told  me  personally  that,  during  her  entire 
term  of  service,  in  only  a  few  isolated  cases  did  the  women  make 
any  objection  whatsoever  to  the  examinations,  and  that  of  those 
objecting  one  individual  was  intoxicated,  another  objected  be- 
cause she  had  been  told  she  jtoiild  be  operated  upon,  and  that 
this  woman,  as  soon  as  the  nature  of  the  examination  was  ex- 
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plained  to  her,  quietly  consented  to  the  examination;  that  in  a 
third  instance  a  woman  objected  because  she  stated  she  had 
been  informed  that  the  examination  was  a  breach  of  her  con- 
stitutional rights. 

"The  Women's  Municipal  League,"  however,  in  order  to  reach 
the  truth  of  the  matter,  had  one  of  their  employees,  Miss  Kelso, 
carefully  study,  in  an  unbiased  manner,  the  proceedings  before 
the  court,  and  at  the  examinations  in  the  prison,  and  in  the 
workhouse,  and  published  the  results  of  Miss  Kelso's  investi- 
gations, which  disproved  absolutely  the  statements  of  the 
women's  rights  advocates. 

What  have  been  the  conditions  since  the  abolition  of  the  Page 
Law?  The  streets  again  show  the  usual  number  of  promenading 
prostitutes;  the  Night  Court  has  its  usual  number  of  women 
arrested  for  prostitution  and  solicitation;  the  same  old  farce  is 
played  before  the  court,  and  the  women  either  pay  the  customary 
tribute  of  shame  (on  an  average  $8),  or  they  wander  off  to  the 
workhouse,  or  to  the  penitentiary — but  now  without  medical 
examination — but  not  into  the  hospitals,  and  the  infection  of  our 
citizens  and  others  with  venereal  diseases  proceeds  unhindered, 
thanks,  in  great  measure,  to  the  various  women's  rights  advo- 
cates, to  the  Society  for  Moral  and  Sanitary  Prophylaxis,  and  to 
the  County  Medical  Society. 

Mr.  Whitin  has  very  kindly  furnished  me  with  a  resume  of  the 
cases  of  women  charged  with  loitering  and  solicitation  at  the 
Women's  Court  from  January  i  to  April  30,  191 2.  This  is  as 
follows : 

Cases  of  Women  Charged  with  Loitering  and  Solicitation. 

Women's  Court,  January  to  April,  1912. 

Total  Number  of  Cases 1774 

Evidence : 

Loitering  or  indirect  solicitation....  1035   (58  per  cent.) 

Direct  solicitation 739  (42  per  cent.) 

Disposition: 

Discharged  loitering.  .  .230   (22  per  cent.)      Soliciting.  .  73 

(10  per  cent.) 
Conviction: 

Loitering   (indirect  solicitation).  First  offenders  230   (28 
per  cent.);  "Repeaters"  575  (72  per  cent.) 
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Sentence:  First  Offenders:  Repeaters: 

Workhouse  5  days 71  (31  per  cent.)  105  (19  per  cent.) 

Workhouse    10    to    25  27  (12  per  cent.)  297  (52  per  cent.) 

days. 

Workhouse  30  days  and  8(4  per  cent.)  66  (11  per  cent.) 

over. 

Cumulative  sentence.  .  33  (14  per  cent.)  66  (11  per  cent.) 

Fines 18(7  per  cent.)  9  (  2  per  cent.) 

Probation 58  (24  per  cent.)  14  (  2  per  cent.) 

Institutions 7(4  per  cent.)  14  (  2  per  cent.) 

Other  dispositions 8(4  per  cent.)  4(1  per  cent.) 

Convictions : 

(Direct    solicitation),    first    oflfenders    330    (50   per  cent.) 
"Repeaters'"  336  (50  per  cent.). 

Sentence: 

Workhouse  5  days 76  (23  per  cent.)  56  (16  per  cent.) 

Workhouse    10    to    25 

days 32  (10  per  cent.)  143  (43  per  cent.) 

Workhouse  30  days  and 

over 19  (  3  per  cent.)  62  (17  per  cent,) 

Cumulative  sentence.  .  36  (10  per  cent.)  32  (  9  per  cent.) 

Fines 16(5  per  cent.)  5(2  per  cent.) 

Probation 122  (37  per  cent.)  16(5  per  cent.) 

Institutions 33  (10  per  cent.)  20  (  7  per  cent.) 

Other  dispositions 6(2  per  cent.)  2(1  per  cent.) 

I  am  in  possession  of  a  communication,  from  a  gentleman 
who  is  in  a  position  to  get  reliable  information  upon  this  topic, 
who  said,  some  time  ago:  "  Have  you  observed  the  re-establish- 
ment of  the  segregation  of  brothels  in  West Street?     It 

is  stated  that  they  pay  $200  a  month  for  the  privilege  of  exist- 
ence. It  is  stated  that  the  segregation  is  with  the  consent  of 
the  *****  — interesting,  if  true." 

Magistrate  Corrigan  recently  made  the  public  statement  that 
the  conditions  at  present  in  this  city  are  just  as  bad  if  not  worse 
than  formerly,  and  I  believe  he  is  right.  Only  the  other  day  I 
was  informed  by  another  m^an,  in  a  position  to  know  whereof 
he  speaks,  that  a  certain  police  captain  in  this  city,  on  the  East 
side,  is  collecting  in  tribute,  from  prostitutes  and  their  pimps, 
from  brothels,  policy  joints,  gambling  houses,  etc.,  the  sum  of 

*****  A  prominent  city  ofl&cial  is  here  named. 
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$10,000  monthly.  It  would  be  interesting  to  know  how  much 
of  this  money  goes  to  the  men  "higher  up."  and  how^  much  is 
being  spent,  in  addition,  to  oppose  such  legislation  as  would  have 
for  its  object  the  adoption  of  measures  which  might  possibly 
help  to  limit  the  activities  of  those  who  are  chiefly  responsible 
for  the  — at  present  unchecked — spread  of  venereal  diseases  in 
this  city. 

I  feel  confident  that  if  some  of  our  most  prominent  exponents 
of  "moral  prophylaxis"  in  this  and  other  cities  of  this  country 
were  personally  to  study  this  problem  of  the  possibilities  of  a 
sanitary  control  of  prostitution,  from  points  other  than  a  com- 
fortable chair  before  a  desk  equipped  with  the  publications  of 
so-called  authorities,  they  might  be  brought  to  view  the  question 
from  an  entirely  different  point  of  view  than  that  which  they 
now  hold. 

One  of  those  whose  official  activities  bring  him  into  close  touch 
with  the  question  of  vagrancy'  and  prostitution,  and  who  is, 
perhaps,  among  those  best  fitted  to  judge,  is  Mr.  Whitin,  who 
has  been  previously  mentioned  in  this  article.  In  reply  to 
a  question  by  me,  concerning  his  candid  opinion  of  Clause 
79  of  the  Page  Law%  be  states  as  follows: 

"You  ask  my  candid  opinion,  with  privilege  to  quote  me 
regarding  the  present  situation  as  compared  with  that  which 
might  have  been  had  Clause  79  of  the  Page  Law  not  been  declared 
unconstitutional.  The  opinion,  it  must  be  remembered,  is  of 
one  who  was  favorable  to  that  clause.  It  is  my  opinion  that 
its  reasonable  enforcement  would  have  cleared  the  streets  of 
women  who  loiter  and  solicit  and,  granting  proper  hospital 
facilities,  would  have  resulted  in  vastly  better  conditions  than 
at  present.  It  must  be  remembered  that  our  existing  system 
of  treatment  is  seriously  handicapped  by  our  antiquated  work- 
house which  was  never  intended  for  the  commitment  of  many 
of  the  persons  of  the  class  now  sent  there.  I  do  not  believe  the 
enforcement  of  Clause  79  would  have  resulted  in  efforts  toward 
a  legalization  of  prostitution.  In  my  opinion,  the  proper  method 
to  have  been  pursued  by  those  opposed  to  the  clause  would 
have  been  a  positive  remedy  rather  than  the  negative  which 
they  successfully  accomplished.  They  should  have  made  an 
equally  strong  demand  for  an  extension  of  the  principle  of  the 
law  to  both  sexes :  to  have  made  it  an  equal  crime  for  any  person, 
male  or  female,  venereally  diseased  to  be  found  in  such  a  place 
or  in  such  a  relationship  that  no  reasonable  doubt  could  exist 
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that  he  or  she  was  about  to  subject  another  person  to  contagion; 

that  any  person  so  found  should  be  subject  to  the  necessary 

physical  examination." 

What  is  possible,  in  the  Hne  of  a  control  of  prostitution  and 

venereal  diseases,  in  a  small  city,  or  one  whose  population  is 

homogeneous,  is  difficult,  or  impossible,  in  a  city  like  New  York, 

with  its  millions  of  inhabitants,  drawn  from  all  quarters  of  the 

globe,  and  possessing  all  of  the  virtues  and  vices  of  its  various 

component  races.     I  feel  confident  that,  when  this  topic  shall 

be  studied  from  the  point  of  view  of  sanitary  prophylaxis,  as 

well  as  from  the  purely  moral  point  of  view,  we  shall  eventually 

in  this  city  have  to  adopt  some  measures  for  the  control  of  its 

prostitutes  and  prostitution,  similar  in  their  character  to  those 

wfhich  are  employed  in  some  of  the  European  countries.     Our 

authorities  might  with  profit  study  the  law^s  in  this  regard  which 

Denmark  possesses.     With  some  modifications — necessitated  by 

the  difference  in  size  and  characteristics  of  the  population — 

they  might  prove  a  valuable  help  to  us  in  our  fight  against  the 

spread  of  venereal  diseases.     Certainly  the  present  plan,  which 

contents   itself   w^th    preaching  morals   and    continence — both 

admirable  things,  when  they  are,  or  can  be  carried  out —  and 

entirely  neglects  to  take  into  account  the  existing  conditions, 

can  only  bear  fruit — if  at  all — in  the  dim  future,  and,  meanwhile, 

the  poison  is  allowed  to  spread  unchecked, 
lo  West  Sixty-first  Street. 
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Meeting  of  May  14,  191 2. 
The  First  Vice-President,  George  G.  Ward,  M.  D.,  in  the  Chair. 
Dr.  H.  D.  Furniss  read  a  paper  on 

COMPLETE  REMOVAL  OF  THE   URINARY  BLADDER  FOR  CARCINOMA, 
AFTER   PRELIMINARY   BILATERAL   LUMBAR    URETEROSTOMY. 

Dr.  H.  D.  Furniss  reported  the  following  case :  The  patient,  a 
school  teacher  fifty  years  of  age,  was  first  seen  by  Dr.  Furniss  on 
February  19,  191 2.  She  had  one  child  fifteen  years  of  age  and  her 
previous  history  was  negative.  Last  summer  she  had  had  some 
bladder  irritation  and  a  moderate  hematuria.  This  lasted  for 
two  weeks  and  cleared  up  under  some  form  of  medication.  For 
6 
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the  past  three  months  the  patient  had  been  having  freque^^ 
and  painful  urination.     The  urine  was  P^^^^^^^X^  tenesmus 
patient  was  standing.     When  sittmg  there  was  "^^.^^^f  ,  f^^^^"'^^ 
upon  attempt  to  urinate.     Of  late  at  Umes  there  had  been  sorne 
rectal   protrusion   from    straimng.     The   urme   had   been    ^ery 
turbid  and  contained  enough  blood  for  the  patient  to  notice  it. 
She  had  lost  i^  weight  and%trength.     Cystoscopic  exammation 
showed  a  more  or  less  smooth  rounded  mass  ansmg  from    he 
righTside  of  the  bladder   above  and  to   the   outer  side  of  the 
urethra      At  its  base  it  appeared  to  be  the  thickness  of  a  thumb 
and  extended  inward  for  an  inch  and  was  broader  three-quarters 
:fan  inch Irom  the  base  than  at  the  base.     The  tr^omirn  wa 
very  red,   infiltrated,   and   thrown  mto  folds.     ^  diagnosis   of 
primarv  carcinoma  of  the  bladder  was  "^^d^;    ,^he  P^tj^^^^^^^ 
not  seen  a^^ain  until  April  lo,  when  she  reported  that  the  bladder 
tenesmus  had  been  verv  severe  and  that  she  had  to  void  almost 
constantly  and  that  there  had  been  a  rectal  prolapse.     The  urme 
had  become  ammoniacal  and  caused  severe  burning  and  eczerna 
of  the  thi<rhs      Examinations  per  vaginavt  showed  a  mass  tne 
:L  o1  a  duck's  egg  in  the  bladder  region,  -st  oHt   ymg  to  th 
riaht  of  the  median  line.     Examination  with  the  water  cysto 
scope  was  impossible.     With  the  Kelly  cystoscope  P^acticahy 
nothing  was  Ln  but  a  mass  covered  with  V^-^P^-'^^^^^^^^, 
April  12    a  bilateral  lumbar  ureterostomy  was  done,  a  ureteral 
c^aTheter  being  tied  into  each  ureter.      Both  ureters  -re -^de  ^ 
ately  dilated.     A  silk  ligature  was  placed  at  the  upper  angle 
of   either   wound,   passing   through   the   external   coats   of   the 
ureter      The  next  day  urine  from  both  ureters  showed  a  mod- 
:;at  amiunt  of  pus,'a  few  epithelial  cells  and  a  rnoderate  ring 
with  Heller's  test.     On  the  left  side,  a  f^tula  into  the  ureter 
occurred  at  the  site  of  the  retaining  suture.     To  close  tms  a 
caSeter  was  left  in  for  several  days;  this  caused  an  infection  of 
the  renal  pel  ds  which  was  clearing  up  under  irrigations  wi  h 
boric  add  ^solution.     On  April  27,  the  bladder  was  moderately 
dSeUed  with  boric  acid  sLtion  and  a  ligatut.  P^-jd  around 
the  urethra.     A  median  abdominal  mcision  from  the  s>mphysis 
o  the  umbilicus  was  made.      Both  internal  iliac  artems  were 
ligated,  the  peritoneum  divided  in  the  median  Ime  o^er  the  pos 
tertorsurf ace  of  the  bladder  as  low  as  the  anterior  culdesac  and 
the  bladder  peeled  out  with  very  httle  hemorrhages.     Had  the 
ovarifn    artedes    been    Ugated    and    the    collateral    circu^at  on 
throu-h  the  vaginal  branches  of  the  uterme  thus  controlled   the 
operatL  would  have  been  almost  bloodless.       Vhen  the  bladder 
had  been  so  separated  that  the  only  attachment  was  the  urethra 
the  vagina  was  opened  from  above  under  the  urethra  and  then 
by    continuing    the    incision    around    the   --thra    through     he 
va-ina  the  whole  bladder  and  urethra  were  removed.     When  the 
operato  was  almost  finished  a  small  opening  was  accidentally 
S  into  the  anterior  wall  of  the  bladder  through  wh-^   -me 
foul  fluid  escaped.     An  iodoform  dram  was  placed  m  the  anterior 
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culdesac.  passing  through  the  space  from  which  the  bladder  was 
removed  and  mto  the  vagina.  The  abdominal  wall  was  closed 
m  layers.  The  abdommal  wall  broke  do^ra  for  there  had  been 
extensive  sloughing  of  the  fascia.  Aside  from  this  and  the  infec- 
tion of  the  left  kidney  which  was  under  control,  the  patient  had 
aone  well.  The  specimen  which  was  sho^^^l  was  prepared  bv  Dr 
;i?"  u  ■  t,^^  bladder  was  hardened  and  an  incision  was  made 
through  the  under  side.  Springing  from  the  right  side  of  the 
b ladaer,  above  the  urethra  was  a  large  growth,  the  size  of  a 
duck  s  egg  which  m  the  section  of  the  bladder  was  sc  divided 
that  a  small  portion  of  the  growth  was  on  one  side  and  the  -reatei 
portion  on  the  other  side  of  the  specimen.  Through  faiture  to 
make  request  for  a  microscopical  examination,  the  specimen  was 
mounted  m  jelly  and  put  into  glass  without  removing  a  piece 
for  examination.  Xo  glands  were  felt  in  the  pelvis  at  the  time 
ot  the  operation. 

DISCUSSION. 

^^'3  ^^'i'j^'KHAM  said  that  without  wishing  to  be  considered 
a  doubtmg  Thomas,  his  inspection  of  the  specimen  shown  by 
Ut.  l^urniss  did  not  reveal  any  absolute  reason  for  making  a 
diagnosis  of  carcinoma  ^^^thout  the  aid  of  the  microscope, 
lie  had  seen  non-malignant  papillomata  quite  as  extensive 
having  practically  the  same  appearance,  and  giving  rise  to  like 
symptoms 

The  speaker  said  he  was  rather  surprised  to  hear  that  Dr 
^FJ!^^^^  resorted  to  extirpation  of  the  bladder  for  a  gro^vth 
ol  this  kmd  without  microscopical  confirmation  of  malignancy 
or  before  trymg  the  effects  of  fulguration,  of  which  method  Dr 
i^urniss  was  such  a  great  enthusiast.  He  recalled  a  case  in  an 
elderly  man— an  undoubted  case  of  carcinoma  of  the  bladder— 
where  the  growth  originated  in  the  prostate.  The  patient  had 
already  been  subjected  to  an  open  operation,  when  a  section  of 
tne  growth  had  been  removed  and  the  diagnosis  of  carcinoma 
nad  been  confirmed  microscopically.  Very  little  relief  followed 
the  drainage  that  had  been  instituted  at  this  operation  and  for 
tne  past  six  weeks  the  man  had  been  treated  by  the  fulguration 
metnod,  with  marked  improvement  in  his  symptoms.  The 
bleedmg  had  been  checked,  and  the  bladder  now  held  onlv  one 
ounce  of  residual  urine.  This  was  in  a  case  of  undoubted 
carcinoma,  and  Dr.  Pinkham  said  he  was  surprised  to  hear  that 
Dr  l^umiss  did  not  give  the  fulguration  method  at  least  a  trial 
m  the  case  he  reported. 

Dr.  FuRNiss,  replying  to  Dr.  Pinkham,  said  that  while  he  had 
great  faith  m  the  fulguration  method,  he  believed  it  had  its 
limitations  He  could  recall  a  number  of  cases  of  papillomata 
of  the  bladder  which  did  beautifully  under  fulguration,  and  in 
one  instance  where  the  diagnosis  lay  between  carcinoma  and 
papilloma,  the  hemorrhage  was  controlled,  although  the  tumor 
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had  continued  to  increase  in  size.  In  the  case  under  discussion, 
from  the  size  of  the  growth  and  its  rapid  increase,  he  was  con- 
vinced that  he  was  dealing  with  carcinoma.  The  fact  should  also 
be  borne  in  mind  that  the  majority  of  cases  of  papillomata  of  the 
bladder  were  apt  to  prove  malignant  eventually,  and  in  this  par- 
ticular instance,  any  palliative  operation  like  fulguration  would 
have  been  foolhardy  and  a  loss  of  time.  Fenwick,  after  a  very 
extensive  experience  with  bladder  growths,  made  no  attempt  to 
remove  them  alone  unless  they  were  readily  accessible  and  on  the 
free  portion  of  the  bladder.  For  basal  infiltrating  growths  he  re- 
commended cystectomy  with  lumbar  implantation  of  the  ureters. 
A  very  important  point  in  connection  with  complete  removal 
of  the  urinary  bladder  was  the  best  disposition  of  the  lu-eters. 
By  implanting  them  in  the  rectum,  infection  was  almost  certain 
to  occur.  In  his  own  case,  where  he  had  resorted  to  a  bilateral 
lumbar  ureterostomy,  an  infection  of  the  left  kidney  had  taken 
place  as  the  result  of  leaving  the  catheter  in  situ.  This  infection 
was  improving  under  treatment,  and  as  soon  as  the  patient  was 
well  enough,  Dr.  Furniss  said  he  expected  to  have  a  band  made, 
holding  two  silver  cups,  draining  into  a  urinal,  according  to  the 
idea  suggested  by  Watson  and  carried  out  by  Roosing. 
Dr.  H.  N.  Vineberg  read  a  paper  on 

STREPTOCOCCEMIA   DUE    PROBABLY  TO     STREPTOCOCCIC    INVASION 
OF   A    SUBMUCOUS   FIBROID.* 

DISCUSSION. 

Dr.  George  G.  Ward  said  the  case  Dr.  Vineberg  referred  to 
was  reported  by  him  three  or  four  years  ago  at  a  meeting  of  this 
Society.  The  patient  suffered  from  a  very  virulent  infection, 
and  died  a  few  hours  after  the  operation.  Upon  autopsy,  the 
abdomen  was  found  invaded  with  streptococci,  and  as  these  were 
also  foimd  in  the  uterus,  they  were  led  to  believe  that  the  latter 
was  probably  the  source  of  the  infection,  when  the  cervix  was  cut 
across  in  doing  the  supravaginal  hysterectomy. 

Dr.  H.  G.   Boldt  presented  the  following  cases. — 

uterus   resected   after    UNSUCCESSFUL   RESULT   FOLLOWING 
AN    INTERPOSITION    OPERATION    FOR    PROCIDENTIA. 

A.  C.  had  been  operated  upon  sometime  previously  by  the 
method  devised  originally  by  Wertheim,  with  the  result  that  the 
patient  suffered  more  after  the  operation  than  before  it.  The 
body  of  the  uterus,  with  the  anterior  vaginal  wall  protruded 
from  the  vulva  and  caused  the  patient  unbearable  distress, 
because  it  was  an  impossibility  to  keep  the  uterus  within  the 
vagina.  The  colleague  who  did  the  operation,  had  a  one  abso- 
lutely perfect  technical  work,  as  regards  the  interposition  but 

*For  original  article,  see  page  375. 
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had  overlooked  the  fact  thatbecauseof  the  large  size  of  the  uterus, 
it  would  likely  again  protrude.  The  operation  consisted  of  again 
making  a  longitudinal  incision  along  the  entire  anterior  vaginal 
wall,  separating  the  adhesions  and  resecting  the  entire  anterior 
part  of  the  uterus  to  the  uterine  cavity,  only  retaining  enough 
of  the  organ  to  act  as  a  lever.  The  remaining  part  was  then 
shaped  and  reattached  to  the  anterior  wall,  after  it  had  been 
sufi&ciently  excised.  Then  the  pelvic  floor,  which  had  been 
impaired  by  the  seven  confinements  through  which  the  patient 
had  passed,  was  also  properly  built  up;  the  previous  operator 
having  failed  to  get  the  muscles  of  the  pelvic  floor  united.  The 
result  now^  seems  satisfactory. 

PAN-HYSTERO-SALPINGO-OOPHORECTOMY   FOR    BILATERAL  TUBO- 
OVARIAN    ABSCESS. 

The  chief  interest  in  the  case  centers  in  the  unusual  distortion 
that  the  bladder  had  undergone.  It  was  drawn  up  nearly  to  a 
line  midway  between  the  symphysis  and  the  umbilicus,  and  it 
was  extensively  adherent  to  the  intestines. 

PAN-HYSTERECTOMY    FOR    A   MYOMA    OF   THE    CERVIX. 

These  are  undoubtedly  the  most  difiicult  myoma  operations, 
from  the  technical  point  of  view.  Moreover,  from  their  loca- 
tion, they  also  often  cause,  most  excruciatingly  painful  pressure 
symptoms,  as  was  also  the  case  in  this  instance. 

LEFT    TUBAL    PREGNANCY,    REMOVED    PER    VAGINAM. 

While,  as  a  rule,  I  prefer  the  abdominal  route  for  such  opera- 
tions, yet  occasionally,  these  patients  may  be  satisfactorily  oper- 
ated upon  per  vaginam.  I  prefer  that  route  in  very  obese 
women,  if  the  pelvic  cavity  is  readily  accessible  from  below. 

DISCUSSION. 

Dr.  Ralph  Waldo  had  performed  this  operation  in  quite  a 
large  number  of  cases,  and  wished  to  lay  a  great  deal  of  stress  on 
the  importance  of  w^hat  Dr.  Boldt  had  said.  In  a  certain  per- 
centage of  these  cases,  the  uterus  is  very  much  elongated,  and 
usually  its  cervical  portion  is  the  part  most  increased.  The  fact 
that  recent  operations  have  proven  more  successful  than  those 
done  formerly  he  believed  is  largely  due  to  the  fact  that  a 
considerable  portion  of  the  uterus  was  taken  away,  and  that  the 
upper  section  of  the  uterus  was  brought  under  the  bladder. 

Another  essential  point  was  that  a  good,  muscular  perineal 
body  should  be  built  up.  In  most  of  these  cases,  this  support  is 
entirely  absent,  although  there  may  be  a  fairly  good  skin 
perineum. 

If  these  methods  were  followed,  in  a  very  large  percentage 
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of  cases  the  prolapse  would  be  cured  much  better  than  by  the 
older  methods  of  fixation  and  suspension  from  above. 

Dr  Furniss  thought  that  if  the  uterus  wa,s  replaced  m  these 
cases,  and  the  patients  kept  in  bed  for  a  time  it  would  materially 
decrease  in  size,  and  the  operation  ^^^l^  then  be  done  more 
satisfactorily  and  with  much  better  results.  Dr.  Watkins  m 
his  modified  operation,  had  advised  removing  a  P^^tion  of  toe 
anterior  wall  of  the  uterus  in  cases  where  the  hypertrophy  was 

""^^Z  VmEBERG  said  that  as  he  was  the  first  to  do  this  operation, 
in  this  country  he  was  naturally  interested  in  it.  He  had  never 
seen  a  case  where  the  uterus  had  come  out  after  vaginal  fixation 
and  he  thought  the  error  often  made  in  doing  this  operation  was 
that  the  sutures  were  not  properly  placed.  In  these  cases  tne 
difficulty  we  often  had  to  contend  with  was  a  very  large  uterus, 
and  he  recalled  three  instances,  seen  within  the  past  six  months, 
where  the  uterus  was  so  large  that  he  was  obliged  to  do  a  rather 
high  amputation  through  the  vagina,  using  the  cervix  as  a  cushion 
and  in  every  one  of  these  cases  he  got  a  very  good  result;  whether 
it  would  be  permanent  or  not  he  did  not  know. 

W^here  one  had  to  deal  with  an  enlarged,  fibroid  uterus  and  a 
badly  lacerated  cervix,  of  course  the  cervix  could  not  very  well 
be  left  and  then  the  question  came  up  whether  to  do  what 
Dr  Boldt  had  done  in  his  case,  and  excise  a  Portion  ^f  ^he 
uterus  leaving  the  remainder  to  serve  as  a  support  to  the  bladder 
Dr  Vineberg  said  he  had  done  this  in  two  or  three  cases  without 
great  success.  Nor,  he  added,  did  the  plan  appeal  to  him,  ot 
cauterizing  so  as  to  destroy  the  endometrium.  .     ,  ^^       ,     , 

Dr  Pinkham  said  that  at  the  Woman's  Hospital  they  had 
done  many  of  these  interposition  operations,  and  during  the  past 
three  or  four  years  they  had  had  quite  a  series  of  them.  In  some 
of  the  cases  the  uterus  had  been  very  large,  and  under  those 
conditions  the  patients  had  received  preliminary  treatment  tor 
three  weeks  or  longer.  He  recalled  one  private  case  which  he 
treated  for  at  least  two  months  with  little  or  no  diminution  m 
the  size  of  the  uterus,  and  then  he  did  the  operation  which 
Dr  Cleveland  advised,  taking  out  a  big,  wedge-shaped  piece, 
approximating  the  two  sections,  and  then  doing  an  mterposition 
operation  He  had  now  followed  this  method  m  five  cases, 
with  good  results.  The  speaker  said  he  did  not  know  who 
originated  this  operation. 

Dr  Boldt,  in  closing,  could  assure  Dr.  Vineberg  that  the 
gynecologist  who  did  the  original  operation  in  this  case  made  an 
absolutely  perfect  approximation  to  the  vagina.  The  operation 
was  well  done;  the  uterus  was  well  attached  to  the  vagma,  and 
the  failure  was  simply  due  to  the  large  size  of  the  uterus. 

So  far  as  the  pelvic  floor  was  concerned,  while  it  was  reiaxea, 
he  doubted  whether  that  had  anything  to  do  in  this  instance 
with  the  prolapse  of  the  body  of  the  uterus. 

Up  to  the  present  time,  in  this  case,  Dr.  Boldt  said,  the  result 
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of  his  operation  seemed  to  be  perfect.     Some  surgeons,  under 
those  conditions,  took  out  the  entire  uterus  in  preference  to 
removing  a  wedge-shaped  section. 
Dr.  George  Ryder  read  a  paper  on 

PRIMARY    uterine    INERTIA.* 

Dr.  O.  p.  Humpstone  read  the  second  paper  on 

PITUITRIN    IN    uterine    INERTIA. f 
DISCUSSION. 

Dr.  J.  Clifton  Edgar  had  been  much  interested  in 
hstening  to  these  two  most  excellent  papers  by  Dr.  Ryder 
and  Dr.  Humpstone.  He  was  very  closely  in  accord  with 
what  the  fotmer  had  said  in  his  summary  of  primary  uterine 
mertia,  and  personally,  in  his  treatment  of  that  condition, 
he  was  less  aggressive  today  than  he  had  been  a  few  years 
ago,  havmg  come  to  the  conclusion  that  a  waiting  policy  was  a 
very  good  one  in  dealing  with  those  cases.  It  was  impossible, 
of  course,  to  lay  do\\Ti  any  one  line  of  treatment,  as  the  causes 
of  the  condition  varied  so  greatly.  In  certain  instances,  as  Dr. 
Ryder  had  said,  it  was  the  result  of  a  low  innervation  of  the 
uterus,  and  the  speaker  had  in  mind  two  such  cases  occturing  in 
sisters.  Any  obstetrician  of  experience  could  recall  cases  of  this 
type.  There  was  also  another  type,  the  woman  who  had  two 
or  three  children,  and  then,  after  a  long  interval,  perhaps  late 
m  the  thirties,  again  became  pregnant.  Such  a  woman  may 
have  the  worst  kind  of  primary  inertia. 

Dr.  Edgar  said  he  would  hesitate  to  accept  the  teaching  of 
Cesarean  section  for  primary  uterine  inertia,  without  obstruction. 
Provided  the  membranes  were  unruptured,  a  waiting  policy 
should  be  followed.  He  recalled  such  a  case  where  the  woman 
was  allowed  to  go  on  for  days  and  days ;  she  had  a  few  nights 
sleep,  and  then  one  morning  he  found  full  dilatation,  and  after 
simple  rupture  of  the  membranes  she  had  a  practically  painless 
labor.  In  a  case  where  the  membranes  had  ruptured,' however, 
he  did  not  think  we  could  wait  for  many  hours. 

Dr.  Edgar  thought  there  was  something  more  to  the  treatment 
of  uterine  inertia  than  high  forceps  or  version.  Personally,  he 
was  a  great  believer  in  massage  of  the  fundus.  He  recently  saw 
the  wife  of  a  physician  who  was  suffering  from  this  condition  of 
primary  inertia,  as  had  her  sister  before  her.  It  was  a  typical 
case.  Bags  were  put  in  and  pituitrin  was  tried,  but  without 
effect.  The  nurse  was  then  instructed  to  massage  the  fundus, 
and  whether  as  the  result  of  that  or  as  a  late  effect  of  the  pituitrin, 
fairly  strong  labor  pains  soon  set  in,  and  the  woman  delivered 
herself  spontaneously  in  spite  of  a  contracted  outlet. 

*  For  original  article,  see  page  365. 
t  For  original  article,  see  page  3S7. 
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The  speaker  said  another  feature  that  had  impressed  him 
strongly  in  connection  with  some  of  these  cases  was  their  un- 
certainty. True  uterine  inertia  might  come  on  for  a  couple  of 
days;  then,  after  full  dilatation,  the  pation  might  pull  herself 
together  and  the  labor  terminate  spontaneously.  This  was  a 
strong  argument  in  favor  of  a  waiting  policy,  providing  the 
membranes  were  unruptured. 

Discussing  Dr.  Humpstone's  paper,  Dr.  Edgar  said  that  about 
a  year  ago  he  obtained  a  supply  of  pituitrin,  and  in  the  beginning 
he  felt  very  enthusiastic  about  it.  He  used  it  freely,  both  in 
hospital  and  private  practice,  and  he  thought  that  here  we  had 
something  which  would  replace  ergot,  or  at  least  be  more  satis- 
factory, because  it  was  less  painful  to  inject  it.  In  a  large  number 
of  cases  it  acted  Avell,  and  in  giving  it  a  trial  he  was  mainly 
influenced  by  the  reports  from  the  German  clinics.  Personally, 
he  had  never  been  able  to  see  that  pituitrin  mitiated  labor, 
either  with  the  bougie  or  bags  or  without  them.  In  his  experi- 
ments with  the  remedy,  he  had  found  the  English  preparation 
the  most  certain,  and  while  it  had  given  him  the  best  results,  it 
could  not  be  depended  on.  Even  in  repeated  doses  he  had  seen 
it  given  without  effect,  and  in  connection  with  its  use  he  thought 
a  note  of  warning  should  be  sounded  in  that  there  was  a  possi- 
bility of  its  producing  premature  separation  of  the  placenta. 
It  was  still  an  uncertain  factor,  and  we  did  not  know  how  it  was 
going  to  act.  It  had  been  remarked  by  others  and  he  himself 
had  observed  it  produce  such  vigorous  contractions  of  the  uterus 
that  the  child  was  born  asphyxiated,  and  he  had  also  seen 
meconium  appear  in  the  uterine  discharges,  which  could  only  be 
ascribed  to  the  vigorous  action  of  the  pituitrin. 

In  closing  his  remarks.  Dr.  Edgar  said  he  was  not  prepared 
to  be  as  optimistic  as  the  reader  of  the  paper  in  regard  to  this 
new  remedy,  and  he  believed  that  ergot,  where  we  wished  to 
increase  the  uterine  contractions — only,  of  course,  in  non- 
obstructive cases — was  just  as  efficacious  and  just  as  prompt  in 
its  action  as  pituitrin. 

Dr.  R.  L.  Dickinson  said  that  in  a  case  of  t)T)ical  uterine 
inertia  which  came  under  his  observation,  where  the  cervix  was 
fully  dilated  and  where  the  fundus  had  been  faithfully  massaged 
without  effect,  he  had  called  Dr.  Humpstone  in  consultation. 
The  patient  was  given  two  ampules  of  the  Parke,  Davis  &  Co. 
preparation  of  pituitrin,  and  after  the  second  dose  she  had  a 
spectacular  series  of  pains,  and  completed  the  labor  spontane- 
ously. Nothing  could  have  been  more  graphic  than  the  effect 
of  the  remedy  in  this  case. 

Dr.  Henry  C.  Coe  said  that  some  of  the  cases  of  so-called 
uterine  inertia  were  really  cases  in  which  pains  were  absent 
because  the  time  had  not  yet  arrived  for  the  child  to  be  delivered. 
This  was  not  infrequent  when  uterine  contractions  and  beginning 
dilatation  had  actually  begun.  He  recalled  the  case  of  a  multi- 
para who  sent  for  him  every  Saturday  night  three  times  and 
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was  apparently  soon  to  be  delivered.  The  third  time  was  the 
real  thing. 

In  dealing  with  primary  uterine  inertia,  Dr.  Coe  said  he  still 
favored  some  of  the  old-fashioned  remedies.  He  believed  in 
strychnia  in  i/40-grain  doses,  administered  as  a  routine  practice 
during  the  last  two  months  of  pregnancy,  and  he  had  never  seen 
any  injurious  results  from  it.  He  also  believed  in  quinine  and 
castor  oil,  given  in  sufficiently  large  doses.  He  had  seen  20 
grains  of  quinine  and  a  full  dose  of  castor  oil  effect  satisfactory 
results  in  such  cases  as  were  described  by  the  reader,  and  he 
agreed  wdth  Dr.  Edgar  that  when  there  was  no  real  obstruction, 
no  attempt  should  be  made  to  hurry  matters.  A  full  dose  of 
opium  often  causes  a  complete  change  in  the  situation. 

Dr.  Coe  said  that  he  had  never  seen  a  case  of  primary  uterine 
inertia  in  private  practice  in  which  he  had  felt  inclined  to  urge 
Cesarean  section,  and  he  had  yet  to  meet  with  a  husband,  who 
would  permit  the  operation,  even  in  cases  of  true  dystocia,  where 
it  was  clearly  stated  that  the  child  would  probably  be  sacrificed. 
This,  of  course,  was  only  his  individual  experience. 

Dr.  R.  B.  Talbot  said  that  a  number  of  years  ago  he  was 
called  in  consultation  to  see  a  woman  whose  cervix  was  dilated  to 
about  the  size  of  a  half-dollar,  when  the  pains  suddenly  ceased. 
This  was  on  a  Sunday.  After  waiting  all  day  he  advised  her  to 
go  out  for  a  carriage  ride,  and  it  was  not  until  the  following 
Saturday  that  she  was  delivered  after  a  normal  labor. 

In  some  of  these  cases,  the  speaker  said,  we  simply  did  not 
give  the  patient  sufficient  time.  If  we  did  this,  instrumental  or 
other  help  could  often  be  avoided.  He  recalled  a  case  on  the 
upper  East  side  where  he  found  two  physicians  waiting  for  a 
child  to  be  bom,  and  insisting  that  something  had  to  be  done. 
They  were  assured  that  it  was  simply  a  question  of  time,  and  in 
about  six  hours  the  woman  was  delivered  without  instruments. 

As  to  the  use  of  drugs  to  hasten  delivery.  Dr.  Talbot  thought 
that  some  of  the  old-time  remedies  were  about  as  efficacious  as 
any  now  in  use. 

Dr.  C.  G.  Child  said  he  was  much  interested  in  the  report  of 
the  five  cases  in  Dr.  Ryder's  paper,  but  he  did  not  think  they 
could  be  considered  cases  of  true  uterine  inertia.  They  were 
cases  where  labor  had  not  yet  begun.  It  was  difficult,  at  times, 
to  say  when  a  patient  was  at  term,  and  in  Dr.  Ryder's  cases  he 
saw  no  sufficient  reasons  for  the  induction  of  labor.  He  may 
have  misunderstood  the  paper,  and  he  asked  Dr.  Ryder,  in  sum- 
ming up,  to  state  what  the  indications  were  for  inducing  labor 
in  his  cases. 

According  to  the  remarks  made  by  Dr.  Edgar,  we  should  act 
promptly  in  inducing  labor  after  the  membranes  had  once 
ruptured,  and  yet,  Dr.  Child  said,  he  had  never  been  able  to 
bring  himself  to  that  way  of  thinking,  in  the  absence  of  more 
positive  indications.  He  had  at  times  permitted  his  patients 
to  go^for  two  weeks  or  even  longer  after  rupture  of  the  mem- 
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branes,  and  the  labor  had  eventually  started  spontaneously. 
He  recalled  to  mind  two  cases  from  his  practice.  One  which  he 
was  asked  to  see  for  another  physician,  a  primipara  about  at 
term,  where  the  membranes  had  ruptured  spontaneously,  but 
no  pains  had  started.  He  telegraphed  to  her  physician,  who 
was  out  of  the  city,  telling  him  of  the  condition  of  his  patient. 
Immediately  on  his  return  to  town  this  physician  started  in  to 
induce  labor  finally  ending  up  with  a  forceps  operation  and  a 
dead  baby.  The  second  case  seen  at  about  the  same  time,  also 
a  primipara,  near  term  with  sudden  rupture  of  the  membranes 
without  pains,  was  allowed  to  go  for  two  weeks  after  rupture  of 
the  membranes,  when  labor  started  spontaneously  and  went  on  to 
a  low  forceps  with  the  delivery  of  a  live  baby.  The  question,  was 
how  long  it  was  safe  to  wait  after  rupture  of  the  membranes,  and 
what  were  the  indications  for  hastening  labor  under  such  con- 
ditions? he  felt  that  this  was  yet  to  be  answered.  He  considered 
that  pretty  positive  indications  should  exist  before  interference  was 
justified  in  these  cases,  and  had  little  patience  with  the  "frenzied 
obstetrics"  such  as  he  mentioned  above.  Uterine  inertia  he 
understood  to  be  a  deficiency  of  uterine  contractions  in  labor, 
and  not  the  non-appearance  of  labor. 

Dr.  Dickinson  said  that  with  the  fetal  heart  as  a  guide, 
he  thought  it  safe  to  wait  eight  or  ten  hoiu-s  after  the  membranes 
had  ruptured.  After  twelve  hours,  however,  most  of  us  begin 
to  feel  some  apprehension  concerning  the  child. 

Dr.  Edgar  said  that  under  the  conditions  referred  to  by  Dr. 
Child,  where  there  was  moderate  dilatation  and  some  of  the 
water  was  retained  after  rupture,  he  would  not  hesitate  to  wait 
several  days,  allowing  himself  to  be  governed  by  the  fetal  heart, 
the  condition  of  the  mother  and  the  absence  of  meconium  in 
the  discharges.  In  many  instances,  the  rupture  was  high  up, 
and  there  was  a  good  deal  of  water  left  about  the  child's  body. 
In  his  previous  remarks  he  had  in  mind  those  cases  where  the 
head  was  in  the  pelvis  and  there  was  pressure  on  the  bladder 
and  surrounding  parts.  When  the  head  was  floating  and  there 
was  an  absence  of  pressure,  it  was  unnecessary  to  do  anything, 
providing  the  fetal  heart  was  not  too  rapid. 

Dr.  Edgar  said  there  was  one  point  he  wished  to  refer  to  in 
connection  with  true  uterine  inertia,  and  that  was  the  dilatation 
of  the  cervix.  In  true  primary  inertia,  after  we  had  some  pains — 
not  exhaustive — it  might  be  advisable,  under  an  anesthetic,  to 
resort  to  manual  dilatation  of  the  cervix,  enough  to  remove  the 
barrier  at  that  point,  and  then  leave  the  patient  alone.  This 
often  had  a  remarkable  effect  in  stimulating  the  uterus  to  effec- 
tive pains.  He  also  believed  that  there  was  a  place  for  ergot  in 
uterine  inertia  where  the  passages  were  wide  open,  and  he  could 
see  no  more  objection  in  giving  ergot  than 'pituitrin  under  these 
circumstances. 

Dr.  Ryder  in  closing  said  he  was  much  interested  in  what 
Dr.  Edgar  had  said,  especially  because  a  year  ago  he,  had  tried 
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unsuccessfully  to  get  him  to  write  a  paper  on  non-obstructive 
uterine  inertia  for  the  Society  of  the  Alumni  of  the  Sloane 
Hospital.  He  had  thought  in  writing  on  the  subject  himself, 
Dr.  Edgar  might  discuss  it,  and  thus  give  his  ideas  after  all. 

As  to  the  advisability  of  performing  Cesarean  section  in  non- 
obstructive inertia,  Dr.  Ryder  said  that  he  thought  at  times 
it  was  distinctly  indicated.  This  was  especially  true  in  dry 
labors  where  the  liquor  amnii  had  drained  off  and  the  pains  had 
ceased  entirely.  Long  delay  means  almost  certain  death  to  the 
fetus.  Version  was  often  impossible  and  forceps  difficult 
and  dangerous.  The  third  case  in  the  series  illustrated  that 
Cesarean  section  might  have  saved  the  fetus.  In  cases  where 
the  membranes  were  unruptiu'ed,  and  the  patient  was  in  good 
condition,  but  simply  without  labor  pains,  he  saw  no  indication 
for  Cesarean  section.  The  thing  to  do,  of  com-se,  was  to  wait 
for  labor  pains  to  start  again,  when  they  would  often  prove 
sufficient.  Still  it  must  be  remembered  there  was  a  limit  to 
the  length  of  time  one  should  wait.  And  one  might  easily 
imagine  a  case  of  persistent  inertia,  and  persistent  lack  of 
response  to  attempted  induction  of  labor,  where  a  Cesarean 
section  would  be  far  preferable  to  the  attempted  delivery  of 
a  fetus  much  too  large  for  the  pelvis. 

Speaking  of  massage  of  the  fundus  for  inertia,  Dr.  Ryder  said 
he  had  often  used  it,  but  never  as  suggested  by  Dr.  Edgar,  with 
relays  of  niurses.  This  would  seem  to  be  well  worth  trying.  He 
had  also  tried  manual  dilatation  of  the  cervix  for  inertia  to  some 
extent,  but  never  quite  in  the  manner  described  by  Dr.  Edgar. 

As  to  the  use  of  ergot  in  inertia,  he  had  never  used  it  before 
the  end  of  labor,  but  he  saw  no  great  objection  to  using  it  thus, 
provided  the  cervix  was  fully  dilated  and  there  was  no  other 
obstruction,  but  under  these  conditions,  forceps  would  answer 
the  same  purpose. 

Taking  up  Dr.  Coe's  criticism  that  many  of  the  cases  quoted 
were  not  true  cases  of  inertia  at  all,  but  simply  delayed  labor, 
the  speaker  said  that  in  all  the  cases  cited  except  two,  actual 
labor  pains  had  started  and  had  progressed  for  a  time  sufficient 
to  increase  the  dilatation  of  the  cervix.  The  two  exceptions  had 
been  classed  as  inertia  because  they  had  resisted  so  stubbornly 
attempts  at  induction  of  labor. 

In  regard  to  the  use  of  strychnine  to  which  Dr.  Coe  had  referred. 
Dr.  Ryder  said  he  often  gave  this  drug,  as  advised  by  Dr.  Edgar 
in  his  text-book,  in  small  repeated  doses  for  a  month  or  so  before 
labor.  As  to  castor  oil,  each  of  the  cases  cited  had  received  a 
full  dose,  often  more  than  one,  before  other  measm-es  were 
attempted.  This  was  almost  a  routine.  Quinine  he  had  found 
of  little  value,  possibly  because  he  had  not  used  sufficiently  large 
doses. 

In  reply  to  the  question  of  Dr.  Child  as  to  how  he  knew  that  the 
cases  he  had  reported  were  at  term,  the  speaker  said  that  theo- 
retically by  Naegele's  rule  they  were  all  at  or  within  two  weeks 
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of  term;  the  fetus  in  each  case  seemed  large,  and  the  cervix  was 
soft  and  admitted  two  or  more  fingers.  His  object  in  trying  to 
induce  labor  was  to  give  the  woman  ah  easier  time,  before  the 
fetus  grew  too  large. 

Recently  he  had  not  been  inducing  labor  so  frequently,  only 
where  there  was  some  very  special  indication,  such  as  albuminuria. 
Induction  of  labor  should  be  deferred  in  cases  where  there  was 
probability  of  inertia  and  should  not  be  persisted  in. 

As  to  letting  patients  go  on  for  days  undelivered  after  the 
membranes  had  rupttired,  Dr.  Ryder  said  he  did  not  believe  this 
a  good  plan ;  rather  he  had  followed  the  rule  in  force  at  the  Sloane 
Hospital,  of  waiting  only  24  hoius  and  then  inserting  a  bag.  He 
recalled  quite  a  number  of  cases  admitted  to  the  hospital,  where 
the  membranes  had  ruptured  and  the  liquor  amnii  had  drained 
off  several  days  before  labor  started,  and  where  seemingly  as  a 
consequence  of  this,  the  patients  had  temperatmre  and  the 
fetus  was  dead.  In  case  of  high  rupture  of  the  membranes, 
however,  where  only  part  of  the  liquor  amnii  was  lost,  or  where 
the  head  was  low  in  the  pelvis  and  acted  like  a  ball-valve  and 
some  of  the  waters  were  retained,  there  was  less  danger  in  delay. 

The  following  officers  were  elected  for  the  ensuing  year: 
President,  Dr.  George  G.  Ward;  First  Vice-President,  Dr.  S.  M, 
Brickner;  Second  Vice-President,  Dr.  J.  O.  Polak;  Secretary. 
Dr.  Howard  C.  Taylor;  Treasurer,  Dr.  Herman  Grad. 
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{Continued.) 
THE    treatment    OF   ECLAMPSIA. 

Dr.  George  Tucker  Harrison,  Charlottesville,  Virginia, 
said  that  whatever  be  the  nature  and  origin  of  the  toxic  sub- 
stance which  evoked  the  phenomena  characteristic  of  eclampsia, 
two  facts  stood  out  in  a  clear  light.  In  the  first  place,  the 
potency  of  the  poison  that  produced  the  toxemia  was  made  mani- 
fest by  the  degenerative  changes  in  the  kidneys,  the  anemic  and 
hemorrhagic  necroses  in  the  liver,  the  hemorrhages  into  the 
brain,  and  multiple  thrombosis.  In  the  second  place,  as  a  rule, 
the  evacuation  of  the  contents  of  the  uterus  was  attended  by  a 
speedy  relief  of  the  symptoms — restitutio  ad  integrum.  Bearing 
these  facts  in  mind,  it  was  logical  to  maintain  that  in  cases  of  acute 
toxemia  in  pregnancy,  whether  with  or  without  eclamptic 
attacks,  the  indication  of  treatment  was  to  empty  the  uterus  as 
speedily  as  may  be.  The  prophylactic  treatment  of  Stroganoff, 
which  consisted  in  placing  the  patient  at  absolute  rest,  in  a  room 
to   herself,    morphin    in    small    doese    hypodermically,    chloral 
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hydrate  per  rectum,  and  a  milk  diet,  had  its  advocates.     In  the 
speaker's  hands  the  results  were  good  only  in  mild  cases. 

He  agreed  with  Fritsch  when  he  asserted  that  it  was  surely 
unreasonable  to  continually  add  to  an  already  poisoned  organism, 
new  poisons  in  excess.  If  the  cervix  was  dilatable  or  dilated, 
either  by  manual  dilatation  or  by  the  use  of  the  metreuynter,  but 
not  by  metallic  dilators,  sufficient  dilatation  might  be  obtained, 
so  that  version  and  delivery  might  be  accomplished  in  a  short 
time.  Forceps  should  be  applied  only  when  the  head  was  fixed 
in  the  pelvis.  In  the  case  of  primiparae,  when  the  cervix  was 
maintained  in  its  entire  length,  the  indication  was  the  vaginal 
Cesarean  section.  Beckmann  found  that  by  employing  this 
operation  he  reduced  the  mortality  40  per  cent,  in  the  mothers 
as  compared  with  results  obtained  by  the  conservative  method 
previously  used.  The  low  mortality  of  the  new-born  was  very 
striking.  In  forty-three  cases  he  lost  no  child  among  multiparae, 
and  only  four  in  primiparse.  Such  a  low  mortality  in  vaginal 
Cesarean  section,  was  an  argument  not  to  be  underestimated,  as 
he  remarked  in  favor  of  this  operation.  It  was  important  not  to 
waste  time  in  prophylactic  measures.  Every  hour  increased  the 
danger  by  adding  to  the  destructive  processes,  and  hence  the 
sooner  recourse  was  had  to  actual  interference,  the  better  it  was 
for  mother  and  child.  The  abdominal  Cesarean  section  should 
be  reserved  for  cases  of  contraction  of  the  pelvis.  Decapsulation 
of  the  kidneys  was  an  operative  procedure  not  indicated. 

THE  INDICATIONS  FOR  AND  THE  TYPE  OF  OPERATION  TO  SELECT  IN 
THE  TOXEMIA  OF  PREGNANCY. 

Dr.  John  O.  Polak,  Brooklyn,  New  York,  stated  that  having 
determined  upon  the  interruption  of  the  pregnancy  the  question 
arose,  by  what  method  should  we  proceed?  This  was  deter- 
mined by  certain  factors:  first,  the  period  of  pregnancy;  second, 
the  condition  of  the  cervix;  third,  the  general  condition  of  the 
woman. 

What  he  was  about  to  say  relative  to  surgical  evacuation, 
presupposed  that  the  operator  was  skilled  in  gynecological  technic 
and  had  at  hand  the  facilities  of  a  modern  and  well-equipped 
operating  room. 

Evacuation  in  hyperemesis  cases  might  be  made  with  the 
curet  after  careful  dilatation  of  the  cervix,  when  the  pregnancy 
was  eight  weeks  or  under.  After  this  period,  owing  to  the  bulk 
of  the  placental  mass,  and  the  presence  of  an  embryo  of  some 
size,  the  pregnancy  was  best  terminated  by  anterior  hysterotomy 
and  removal  of  the  ovum  with  the  Ward  placental  forceps. 

Experience  had  taught  him  that  these  toxic  patients  were 
more  susceptible  to  infection.  This  possible  complication  could 
be  minimized  by  the  strict  observance  of  an  aseptic  technic, 
complete  evacuation  of  the  uterus  and  the  avoidance  of  trauma. 
It  was  usual  in  this  class  of  patients  to  find  a  long,  rigid,  hyper- 
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plastic  cervix,  which  was  more  apt  to  tear  than  to  dilate  and  thus 
introduce  the  dangers  from  trauma.  Time  was  another  element 
which  influenced  the  prognosis.  Prolonged  anesthesia  was 
detrimental  and  not  well  borne.  These  difficulties  were  met  by- 
anterior  hysterotomy  and  the  employment  of  ether-oxygen  vapor 
anesthesia  for  the  narcosis.  Chloroform  should  never  be  used 
in  the  presence  of  a  pregnancy  toxemia  on  account  of  the  liver 
destruction  which  is  apt  to  follow  its  employment. 

The  above  statements  also  applied  to  the  toxemias  in  primi- 
parae  of  mid-pregnancy.  When,  however,  we  were  dealing  with 
eclampsia  in  the  last  month  or  at  term,  in  women  other  than 
primiparse,  less  radical  procedures  should  receive  consideration. 
Vaginal  Cesarean  section  was  not  well  adapted  to  the  delivery 
of  the  full-term  child,  especially  in  the  presence  of  a  small  vagina 
and  a  rigid  vulvovaginal  orifice,  unless  sufficient  room  was  gained 
by  deep  lateral  incisions  through  the  introitus. 

An  analysis  of  twenty-nine  consecutive  cases  without  maternal 
mortality  from  the  service  of  the  writer  might  elucidate  some 
points  of  clinical  significance.  Twenty  were  pregnant  for  the 
first  time.  Of  this  number,  eight  were  in  the  hyperemesis  class, 
twelve  were  later  toxemias  or  eclamptics.  Of  the  remaining 
nine,  all  multiparae,  only  one  was  suffering  from  pernicious  vomit- 
ing, while  eight  had  eclamptic  seizures. 

Of  the  early  toxemias,  but  one  woman  presented  symptoms 
so  grave  as  to  require  evacuation  before  the  tenth  week.  All 
were  delivered  before  the  end  of  the  fourth  month,  every  palliative 
method  having  been  used  before  interruption  was  resorted  to. 

Among  the  twenty  cases  of  the  toxemia  of  the  later  months, 
from  five  and  a  half  to  term,  there  were  three  women  whose 
cervices  were  unusually  long  and  rigid,  upon  which  repeated 
packing  had  made  no  impression.  These  women  were  about 
six  months  pregnant.  Eight  were  in  the  preeclamptic  state, 
with  persistent  blood-pressure  of  i8o  to  220  mm.  Convulsions 
had  occurred  in  all  of  the  remaining  twelve.  One  had  two 
seizures,  another  eleven,  before  delivery  was  attempted.  An- 
terior vaginal  hysterectomy  was  selected  because  it  afforded 
the  safest,  quickest  and  surest  method  of  securing  sufficient 
dilatation  for  delivery.  The  average  length  of  the  operation, 
including  the  delivery,  was  twenty-three  minutes,  the  shortest 
nineteen,  the  longest  thirty-seven.  No  vesical  injury  was  sus- 
tained. Lateral  incision  of  the  pelvic  floor  was  required  twice, 
owing  to  the  small  size  of  the  vulvar  outlet.  None  of  the 
deliveries  was  complicated  by  pelvic  contraction  sufficient  to 
interfere  with  bringing  down  the  uterus.  A  longitudinal  in- 
cision of  the  anterior  vaginal  wall  was  made,  extending  from  the 
meatus  to  the  cervix,  not  the  "T-incision"  recommended  by 
Peterson.  The  anterior  uterine  incision  alone  was  employed  in 
all  of  the  cases  in  this  series,  as  he  had  found  no  great  advantage 
from  the  anterior  and  posterior  division  of  the  cervix  and  lower 
uterine  segment.     The  hemorrhage  had  been  inconsiderable  in 
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his  cases,  which  he  beUeved  to  be  due  to  the  free  use  of  ergot 
immediately  on  the  delivery  of  the  fetus,  the  manual  removal 
of  the  placenta  and  the  firm  tamponade  with  gauze,  until  the 
sutures  had  been  placed  in  the  upper  angle  of  the  incision.  The 
convalescence  had  been  smooth  and  without  complication  and 
primary  union  of  the  vaginal  and  uterine  incision  resulted. 
One  other  technical  point  was  the  use  of  interrupted  sutures  in 
both  incisions,  thus  maintaining  the  length  of  the  anterior  wall, 
keeping  the  cervix  pointing  backward  by  straightening  the 
canal,  and  securing  better  drainage.  Two  women  had  sub- 
sequently been  delivered  spontaneously  of  full-term  children 
without  complication,  the  cervix  dilating  naturally. 

In  the  hyperemesis  cases,  the  effect  of  evacuation  by  section 
had  been  most  striking.  The  vomiting  ceased  almost  from  the 
moment  the  patient  recovered  from  her  light  anesthesia.  In 
this  series  of  eclamptics,  all  the  children  were  premature,  fifteen 
were  born  alive,  only  two,  however,  were  sufficiently  viable  to 
survive. 

In  summarizing  he  drew  the  following  conclusions: 

1.  That  toxic  vomiting  which  resisted  rest,  lavage,  dextrose 
enemata,  enterocleisis,  in  which  the  urine  showed  a  high  ammonia 
ratio  or  a  persistent  acetonuria,  the  blood  a  total  white  cell  count 
of  under  nine  thousand,  and  the  maternal  pulse  remained  one 
hundred  or  more,  should  have  the  pregnancy  interrupted. 

2.  Before  the  placental  formation,  the  curet  was  the  method  of 
choice,  and  after  this  period  anterior  hysterotomy  offered 
decided  advantages. 

3.  The  preeclamptic  state,  characterized  by  its  high  blood- 
pressure,  diminished  urinary  output,  persistent  albuminuria,  etc., 
not  yielding  to  dietetic,  eliminative  and  medicinal  measures, 
justified  evacuation,  and  that  surgical  methods  in  skilled  hands 
did  less  injury  and  had  a  lower  mortality  and  morbidity  than  the 
less  radical  procedures. 

4.  When  convulsions  and  coma  had  occurred,  the  termination 
of  pregnancy  improved  the  chance  of  the  patient's  recovery,  and 
that  the  method  of  delivery  depended  on  the  condition  of  the 
cervix,  which  determined  whether  it  be  by  incision,  bag  or 
nature,  supplemented  by  version  or  forceps. 

Finally,  that  anterior  hysterotomy  should  always  be  the 
choice  over  manual  dilatation,  where  no  effacement  of  the  cervix 
had  taken  place. 

TREATMENT    OF    ECLAMPSIA. 

Dr.  Cyrus  A.  Kirkley,  Asheville,  pointed  out  that  prophy- 
laxis was  the  more  satisfactory  treatment  in  the  toxemia  of 
pregnancy.  Indefinite  treatment  was  due  to  obscure  etiology. 
Renal  and  hepatic  insufficiency  were  probably  the  main  etiolo- 
gical factors.  The  symptomatology  was  briefly  discussed  and 
the  speaker  believed  that  the  quantity  of  urea  excreted  rather 
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than  the  presence  of  albumin  determined  the  proper  course  of 
treatment. 

To  eliminate  accumulated  toxins  and  to  restore  impaired  or 
arrested  function  in  the  eliminative  organs  was  the  aim  of  treat- 
ment. Calomel  and  soda,  followed  by  a  saline,  alkaline  diuretics, 
if  not  contraindicated,  the  hot  pack,  the  hot-air  bath,  glonoin, 
massage,  pure  air,  and  abundance  of  pure  water  were  important 
aids  in  treatment.  Venesection,  if  not  contraindicated,  both  as 
a  prophylactic  and  during  and  after  the  eclamptic  seizure,  was 
strongly  endorsed.  Chloroform  and  morphin  were  in  disfavor. 
Veratrum  viride  was  second  only  to  venesection  as  an  anti- 
eclamptic,  but  was  in  no  sense  a  substitute.  Decapsulation  of 
the  kidney  had  a  doubtful  place  in  the  treatment  of  eclampsia, 
but  thyroid  extract  might  be  useful  as  a  prophylactic  measure. 

The  uterus  should  be  emptied  as  soon  as  it  could  be  done 
without  increasing  the  risk  to  the  mother.  Should  labor  not 
begin  with  the  first  seizure,  and  if  the  internal  os  uteri  was 
obliterated,  dilatation  and  delivery  by  forceps  or  podalic  version 
might  be  accomplished. 

The  indications  for  Cesarean  section  were  pointed  out,  but  too 
radical  as  well  as  too  conservative  treatment  might  result  dis- 
astrously. Convulsions  did  not  always  cease  after  the  uterus 
was  emptied,  but  the  prognosis  was  certainly  more  promising. 
While  Cesarean  section  should  not  be  the  dernier  resort  we  should 
be  absolutely  sure  that  delivery  by  other  means  was  impossible. 

DISCUSSION. 

Dr.  Reuben  Peterson,  Ann  Arbor,  Michigan,  stated  that  as 
long  as  the  prophylactic  treatment  could  be  carried  on  and  the 
patient  was  improving,  it  was  the  duty  of  every  obstetrician  to 
carry  it  out.  If  the  patient,  however,  failed  to  improve  under 
the  prophylactic  treatment,  then  came  the  question  of  what  to 
do,  and  he  held  with  Dr.  Polak  and  with  Dr.  Harrison  that  the 
best  method  was  to  empty  the  uterus  and  to  do  so  as  quickly  as 
possible.  If  the  cervix  was  dilated  so  that  one  could  with  a 
little  more  manual  dilatation  deliver  the  woman,  this  should  be 
done.  On  the  other  hand,  if  the  cervix  was  rigid,  it  was  a  good 
deal  better  rather  to  do  a  vaginal  Cesarean  section  than  spend 
considerable  time  in  dilating  the  cervix.  The  trouble  with  vagi- 
nal Cesarean  section  and  the  statistics  which  he  gave  last  year 
had  been  that  the  profession  had  not  recognized  the  fact  that  all 
other  methods  of  treatment  under  certain  conditions  should  be 
done  away  with  and  we  should  immediately  empty  the  uterus  in 
the  quickest  possible  time.  His  statistics  last  year  showed 
conclusively  that  in  this  large  number  of  cases,  namely,  530,  by 
all  kinds  of  operators,  with  convulsions  varying  from  one  up  to 
forty  or  fifty  or  more,  the  mortality  from  vaginal  Cesarean 
section  was  very  high.  On  the  other  hand,  if  one  carefully  read 
the  statistics,  he  would  see  that  quick  evacuation  of  the  uterus 
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immediately  upon  the  first  convulsion,  or  in  the  toxemia  of 
pregnancy  when  it  was  decided  to  empty  the  uterus,  was  followed 
by  very  favorable  results.  The  reason  that  there  had  been  so 
much  opposition  to  this  method  of  terminating  pregnancy,  was 
because  the  statistics  showed  that  the  mortality  was  very  high. 

He  would  like  to  say  a  word  in  regard  to  abdominal  Cesarean 
section  in  the  termination  of  pregnancy.  Since  his  paper  last 
year,  being  interested  in  the  subject,  he  had  sent  letters  practically 
all  over  the  world,  and  he  had  collected  something  like  421  cases 
where  abdominal  Cesarean  section  had  been  employed  to  empty 
the  uterus  in  eclampsia.  He  was  not  ready  to  give  his  conclu- 
sions on  this  vast  number  of  cases,  because  to  him  it  was  surpris- 
ing that  the  operation  had  been  performed  so  many  times  for 
this  indication,  but  he  could  only  say  that  as  far  as  statistics  were 
concerned,  the  operation  of  abdominal  Cesarean  section  was  not 
attended  iDy  as  good  results  as  one  might  suppose.  It  showed 
that  after  other  attempts  had  been  made  to  empty  the  uterus, 
abdominal  Cesarean  section  was  done,  and  the  statistics  were 
poor.  On  the  other  hand,  when  the  convulsions  were  few  and  the 
operation  was  performed,  the  statistics  were  good.  According 
to  the  last  or  most  recent  statistics  of  abdominal  Cesarean  section, 
the  mortality  was  50  per  cent,  or  more.  With  the  varying 
number  of  convulsions  and  the  operation  being  done  by  operators 
at  the  country  cross-roads  and  all  over  the  country  and  the 
world,  the  maternal  mortality  in  421  cases  was  only  36.1  per 
cent.  This  was  a  high  mortahty,  when  it  was  compared  with 
Stroganoff's  of  5  or  6  per  cent.  But  we  must  remember  the 
conditions  present  in  his  cases,  while  others  waited  and  waited, 
which  meant  a  poorer  chance  for  the  patient. 

In  regard  to  the  fetal  mortality,  this  should  be  far  less  than 
with  vaginal  Cesarean  section.  The  mortahty  of  vaginal 
Cesarean  section  in  530  cases  was  21.2  per  cent.;  the  fetal  mor- 
tality in  421  abdominal  sections  was  5.9  per  cent.,  so  that  the 
last  word  had  not  been  said  in  regard  to  the  method  of  emptying 
the  uterus  in  the  presence  of  eclampsia.  As  an  obstetrician  he 
did  not  mean  to  say  that  when  a  woman  had  convulsions  and 
she  consulted  him  that  the  uterus  should  be  emptied  by  abdom- 
inal Cesarean  section.  Not  by  any  means,  but  we  would  have  to 
consider  this  subject  in  the  Hght  of  modern  methods  and  reserve 
our  judgment.  When  the  time  came,  instead  of  employing 
other  methods  first,  and  vaginal  or  adbominal  Cesarean  section 
second,  if  operators  would  do  the  operation  first,  they  would  see 
a  great  improvement  in  the  mortality. 

Dr.  Barton  Cooke  Hirst,  Philadelphia,  considered  the 
suggestion  offered  by  Dr.  Ward  very  valuable,  but  he  would  like 
to  ask  him  and  the  other  members  if  they  had  considered  the 
greater  efficacy  of  parathyroid  extract,  which  the  Italian  obste- 
tricians had  demonstrated  to  be  of  greater  benefit  in  the  toxemia 
of  pregnancy  than  the  secretion  of  the  thyroid  gland  itself. 
Personally,  he  had  used  parathyroid  extract  for  five  or  six  years, 
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and  he  believed  that  in  these  types  of  toxemia  he  got  better  re- 
sults than  from  the  thyroid  extract  itself.  The  toxemias  that 
required  parathyroid  treatment  were  rare  however;  they  con- 
stituted only  a  small  proportion  of  the  cases  of  toxemia  seen  in 
practice.  As  to  the  paper  of  Dr.  Davis,  who  had  called  attention 
to  the  treatment  applicable  to  the  cases  seen  by  the  specialist 
from  the  beginning,  these  were  easily  dealt  with,  and  by  the 
modern  means  advocated  by  Dr.  Davis,  success  was  assured, 
but  the  majority  of  cases  were  seen  in  consultation  and  in  hospital 
practice.  He  did  not  find  such  severe  cases  of  toxemia  as  those 
described,  and  he  almost  never  saw  a  case  of  eclampsia  in  his  own 
practice.  The  preventive  treatment  which  he  carried  out  made 
this  disease  one  of  the  rarest  in  dealing  with  private  patients. 
While  Dr.  Davis'  treatment  was  good  in  the  class  of  cases  he 
was  describing,  it  did  not  sufiQce  in  the  majority  of  cases  he  had 
encountered.  There  would  have  to  be  more  energetic  means 
taken  for  elimination,  especially  in  regard  to  sweating,  than 
Dr.  Davis  had  advocated,  to  get  the  best  results. 

He  felt  strongly  opposed  to  Dr.  Harrison's  unqualified  advoca- 
tion of  the  operative  treatment,  and  he  thought  the  Society 
ought  to  carefully  consider  its  responsibilities  to  the  general 
profession.  In  the  United  States  there  were  approximately 
7500  cases  of  eclampsia  every  year.  Of  that  number,  the  vast 
majority  were  attended  by  the  general  physician,  and  if  the 
doctrine  went  forth  from  the  Society  to  the  effect  that  the 
unqualified  treatment  of  toxemia  and  eclampsia  was  the  operative 
treatment,  it  would  do  a  vast  deal  of  harm. 

Dr.  Richard  C.  Norris,  Philadelphia,  agreed  with  Dr. 
Hirst.  He  thought  Dr.  Polak  had  struck  the  keynote  of  the 
situation  when  he  discussed  the  condition  of  the  maternal  soft 
parts  and  the  critical  condition  in  which  the  mother  was  found. 
He  was  quite  sure  that  many  men  had  not  been  persuaded  that 
vaginal  Cesarean  section  was  the  only  operative  method  in 
treating  these  cases. 

Yesterday,  before  coming  to  the  meeting,  he  had  his  assistant 
look  up  the  last  thirty  cases  of  toxemia  at  the  Preston  Retreat, 
in  order  that  he  might  take  part  in  this  discussion.  The  last 
thirty  cases  occurred  during  the  period  when  vaginal  Cesarean 
section  had  been  discussed  by  the  profession.  Of  these  cases 
there  were  thirteen  actually  eclamptic  women  who  had  forty-two 
convulsions;  there  were  seventeen  preeclamptic  cases  past  the 
seventh  month  of  pregnancy.  This  group  of  cases  was  treated 
by  the  conservative  plan,  cases  that  in  his  judgment  did  not 
require  the  aggressive  operative  methods,  yet  only  one  woman 
died  without  eclampsia,  from  a  widespread  accumulation  of  fluid 
in  the  serous  cavities  chronic  Bright's  disease,  and  none  of  the 
infants  died,  most  of  them  being  premature.  He  was  sure,  if 
he  had  subjected  every  one  of  these  women  to  vaginal  Cesarean 
section  he  would  not  have  had  better  results.  He  believed  the 
time  had  come  for  us  to  attempt  to  study  individual  cases  and 
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properly  classify  them.  There  were  unquestionably  some  cases 
of  eclampsia  so  fulminating  in  character,  so  serious  and  accord- 
ingly dangerous,  with  the  soft  parts  in  such  a  condition,  that  men 
of  experience  could  decide  that  these  cases  must  be  treated  by 
vaginal  Cesarean  section,  but  it  was  utter  folly  to  his  mind  to 
advocate  that  if  a  woman  was  eclamptic  or  there  had  been  ec- 
lampsia, she  should  have  the  soft  parts  cut  open  and  immediately 
extract  the  fetus  without  any  attempt  at  other  methods  of 
elimination.  To  his  mind  this  was  the  very  height  of  surgical 
folly.  Reasonmg  on  such  a  basis,  one  might  as  well  treat  every 
septic  case  by  removing  the  uterus.  Time  would  clarify  this 
subject.  We  must  wait  for  the  physiological  chemist;  we 
must  have  clinical  methods  at  our  disposal  which  will  dif- 
ferentiate the  types  of  cases.  At  the  present  time  we  could  say 
only  this,  that  in  the  hepatic  types  of  toxemia  in  primiparous 
women,  with  rigid  hyperplastic  birth  canals,  we  should  seriously 
think  of  vaginal  Cesarean  section,  and  not  use  it  as  a  routine,  at 
least  in  the  exceptional  cases. 

Dr.  J.  Whitridge  Williams,  Baltimore,  was  very  much  inter- 
ested in  what  Dr.  Polak  had  to  say  because  what  the  latter  said 
concerning  the  operative  technic  was  better  said  than  the 
speaker  could  describe  it.  When  we  had  to  empty  the  uterus  for 
vomiting  of  pregnancy,  vagmal  hysterotom}^  or  Cesarean  section 
was  the  method,  and  he  had  employed  this  method  for  some 
years. 

As  to  the  method  of  emptymg  the  uterus  in  cases  of  eclampsia, 
it  was  very  essential  to  individualize,  but  he  believed  that  in 
every  case,  where  the  cervix  was  rigid  and  where  prompt  delivery 
was  necessary,  vaginal  Cesarean  section  was  the  operation  of 
choice.  He  had  employed  this  operation  in  a  large  number  of 
cases   with   great   success   and   great   operative   satisfaction. 

Dr.  Charles  M.  Greene,  Boston,  said  the  paper  of  Dr. 
Davis  was  one  that  appealed  to  a  conservative  man.  It  seemed 
to  him  that  his  results  were  better  on  that  general  line  than  by 
the  more  active  operative  measures.  If  we  were  going  to  be  of 
the  greatest  service  to  womankind  in  this  matter  of  pregnancy 
toxemia,  steps  must  be  taken  to  get  at  the  cases  early.  He 
happened  to  have  had  considerable  experience  this  winter  as  the 
result  of  a  pregnancy  clinic  they  had  been  running  in  Boston 
since  a  year  ago  last  May,  and  the  result  had  been  a  considerable 
diminution  in  the  number  of  cases  of  actual  eclampsia,  that  is, 
women  who  went  on  to  the  point  of  having  fits.  They  got  these 
patients  in  all  periods  during  pregnancy,  not  only  when  they 
presented  themselves  at  the  clinic,  but  when  found  by  the  visiting 
nurse,  who  was  sent  to  keep  track  of  the  women  when  they  pre- 
sented symptoms  of  toxemia  of  pregnancy.  As  the  result  of  this 
work,  they  had  had  no  cases  of  eclampsia.  He  did  not  mean  to 
say  by  that  none  of  them  had  to  be  delivered  or  had  not  been 
delivered,  but  they  had  found  by  putting  these  patients  under 
the  usual  eliminative  treatment,  very  often  labor  began  and  they 
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delivered  themselves  and  recovered  without  having  had  any 
convulsions,  so  that  he  was  firmly  of  the  belief  that  we  would 
get  better  results  and  have  less  actual  eclampsia  to  treat,  if  we 
took  steps  in  our  clinics  to  get  control  of  these  women  early. 

Dr.  Henry  D.  Fry,  Washington,  D.  C,  pointed  out  that 
just  when  the  obstetrician  ought  to  assist  in  treating  these  cases 
and  trying  to  get  them  over  the  toxemia,  and  when  he  should 
empty  the  uterus,  was  a  difficult  point  to  decide,  and  he  had 
hoped  that  when  Dr.  Williams  brought  out  his  ammonia  coeffi- 
cient idea,  we  would  have  some  solid  ground  to  stand  on,  but  that 
did  not  work  out  in  his  practice.  He  had  seen  cases  that  would 
have  died  when  the  ammonia  coefficient  did  not  get  above  6  per 
cent.,  and  he  had  seen  other  cases  get  well  when  it  was  40  per 
cent,  and  no  operation  was  done.  He  was  never  satisfied  to 
empty  the  uterus  until  he  had  tried  one  remedy  which  had 
served  a  good  purpose  in  the  treatment  of  the  early  stage  of 
eclampsia.  After  putting  the  woman  to  bed  and  taking  away  all 
food  by  stomach  and  giving  nutrient  enemata,  he  used  inhala- 
tion of  oxygen,  and  if  he  could  not  stop  pernicious  vomiting, 
he  was  satisfied  that  he  ought  to  empty  the  uterus. 

The  paper  of  Dr.  Ward  regarding  the  use  of  thyroid  extract 
was  interesting  to  him.  He  had  made  it  a  routine  practice  in 
the  later  months  of  pregnancy  to  examine  the  thyroid  glands  of 
all  women,  and  if  they  did  not  have  physiological  enlargement 
of  the  thyroid  at  that  time,  if  they  had  restlessness,  sleeplessness, 
indigestion,  he  put  them  on  thyroid  extract,  and  had  seen  the 
symptoms  disappear.  He  had  seen  the  nitrogen  output  increase, 
and  this  did  good  in  a  certain  class  of  cases. 

A  debatable  question  was  whether  or  not  we  should  empty 
the  uterus  in  cases  of  eclampsia  where  there  was  a  severe  pre- 
eclamptic condition,  or  where  the  woman  had  had  one  convulsion. 
He  was  glad  to  hear  Dr.  Hirst  say  that  the  notion  for  immediate 
operation  was  getting  so  prevalent  that  doctors  would  come  in 
and  recommend  emptying  the  uterus  at  once.  If  we  could  get 
an  analysis  of  the  7000  cases  of  eclamptic  women  over  the  United 
States,  we  might  be  able  to  save  a  great  many  women's  lives. 
We  should  not  use  as  an  argument  against  vaginal  Cesarean 
section  that  men  could  not  tell  the  difference  between  hysterical 
convulsions  and  eclamptic  convulsions,  or  that  they  could  not 
tell  the  difference  between  gut  and  placental  tissue.  This  was 
no  argument  against  vaginal  Cesarean  section.  He  believed 
that  if  we  could  not  relieve  the  preeclamptic  woman  and  felt  we 
were  getting  into  deep  water,  we  should  empty  the  uterus  at  once. 
If  the  woman  had  one  convulsion,  we  should  not  wait  for  two. 
Liver  lesions  occurred  from  the  absorption  of  toxins  and  we  had 
no  way  of  telling  the  degree  of  hepatic  disease  or  trouble,  nor 
how  far  the  pathological  conditions  had  advanced.  If  one  were 
dealing  with  a  multipara  with  a  dilated  cervix,  no  one  would 
think  of  doing  a  vaginal  Cesarean  section  in  that  kind  of  case, 
if  forceps  could  be  applied.     No  one  advised  vaginal  Cesarean 


AMERICAN    GYNECOLOGICAL   SOCIETY.  441 

section  in  every  case  of  eclampsia,  but  it  should  be  recommended 
to  deliver  the  woman  at  once,  whether  by  vaginal  Cesarean  section 
or  otherwise.  If  the  woman  had  a  rigid  cervix,  and  she  was  a 
primipara,  he  believed  in  doing  vaginal  Cesarean  section  every 
time,  and  not  abdominal  Cesarean  section. 

Dr.  George  W.  Kosmak,  New  York  City,  (by  invitation),  said 
the  term  eclampsia  was  a  misnomer  in  the  class  of  cases  to  which 
we  generally  applied  it.  We  had  called  a  disease  entity,  the 
toxemia  of  pregnancy,  by  one  of  its  prominent  symptoms,  but  in 
a  great  many  instances  this  prominent  symptom  did  not  appear. 
There  were  numerous  cases  of  toxemia  of  pregnancy  in  the 
late  months  that  did  not  have  convulsions;  some  of  them  got 
over  the  toxemia,  and  some  of  them  terminated  fatally. 

In  the  postpartum  cases  lesions  were  found  exactly  similar 
to  those  which  were  found  in  cases  that  went  into  convulsions 
before  labor  and  during  labor,  and  in  certain  cases  where  no 
convulsions  occurred  pathological  lesions  were  found  exactly 
similar  to  those  of  cases  in  which  convulsions  occurred. 

At  an  A.  M.  A.  meeting  held  in  Atlantic  City  several  years  ago 
Dr.  Welch  of  the  New  York  Lying-in  Hospital,  showed  specimens 
from  a  series  of  four  cases.  They  included  brains  and  livers 
from  each  of  these  women,  two  of  whom  had  had  convulsions  and 
died  as  the  result  of  toxemia,  while  the  other  two  never  had  any 
convulsions,  but  passed  into  a  fatal  coma.  Therefore,  it  was  not 
fair  in  the  treatment  of  these  cases  to  assume  that  convulsions 
were  the  deciding  factors,  and  this  was  why  the  speaker  personally 
objected  to  basing  a  series  of  statistics  on  the  presence  of 
convulsions. 

It  had  been  stated  that  any  woman  who  had  had  one  con- 
vulsion should  not  be  allowed  to  have  another.  What  were  we 
going  to  do  with  those  women  who  did  not  have  any  convulsions? 
Many  patients  got  well  who  had  had  seventeen  or  more  con- 
vulsions, in  whom  no  operative  delivery  was  resorted  to,  but  who 
were  delivered  spontaneously.  If  these  women  had  had  vaginal 
or  abdominal  Cesarean  section  done  after  the  first  convulsion,  they 
would  have  been  put  in  that  column  in  which  the  operation  was 
stated  to  have  had  a  favorable  outcome.  This  was  not  a  fair 
basis  upon  which  to  draw  conclusions  in  a  disease  which  had  so 
many  manifestations  as  eclampsia. 

Dr.  Hugo  Ehrenfest,  St.  Louis,  Missouri,  referred  to  vene- 
section in  the  treatment  of  eclampsia  and  pregnancy,  and  said  it 
was  an  interesting  fact  that  of  late  venesection  had  been  sug- 
gested and  recommended.  Many  of  these  cases,  he  thought, 
were  spoiled  by  the  introduction  of  saline  solution.  One  never 
knew  when  saline  solution  might  prove  detrimental  to  the 
patient,  but  the  withdrawal  of  a  large  amount  of  blood  worked 
approximately  the  same  way  as  forcing  delivery.  According  to 
investigation,  the  true  effect  and  force  of  saline  solution  lay  in 
the  loss  of  blood. 

No  matter  what  method  of  treatment  was  resorted  to  in  these 
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cases,  the  patient  should  be  put  into  a  hospital,  if  possible,  and  all 
statistics  based  on  the  hospital  experience  in  treating  these  cases. 
This  should  be  one  of  the  first  points  in  any  therapeutic  effort. 
The  majority  of  patients  suffering  from  the  toxemia  of  pregnancy 
could  be  brought  into  a  hospital.  He  thought  it  was  unsafe  to 
resort  to  operative  measures  amid  unfavorable  surroundings. 
Conservatism  should  always  be  kept  in  mind  in  dealing  with  this 
class  of  patients. 

president's  address:  the  history  of  vesicovaginal  fistula. 

Dr.  Howard  A.  Kelly,  Baltimore,  pointed  out  that  the 
ancients  confused  all  forms  of  inability  to  retain  the  urine  under 
the  common  heading  of  "incontinence."  T.  G.  Thomas  had 
spoken  of  the  plan  of  treatment  by  means  of  hooks  which  was 
recommended  by  Ambrose  Pare,  though  Thomas  failed  to  give 
the  reference. 

Felix  Plater  (1597)  discussed  the  condition  with  the  utmost 
clearness,  but  had  no  remedy  ready  to  propose.  The  first  great 
light  upon  the  subject  was  found  in  the  work  of  van  Roonhuyse 
in  1663,  describing  a  method  of  posture,  exposure,  denudation, 
and  closure  by  means  of  a  quill  suture.  Fatio  in  the  same  century 
carried  out  the  van  Roonhuyse  suggestions  successfully.  The 
great  light  thus  shed  upon  the  subject  was  then  lost  and  writers 
for  the  succeeding  150  years  seemed  to  have  known  little  about 
the  work  of  van  Roonhuyse.  The  subject  was  treated  by 
Velthem  in  1724;  the  great  French  surgeons  Petit  and  Desault 
in  the  last  decade  of  the  seventeen  hundreds;  by  the  great  Ger- 
man surgeon,  Naegele,  in  18 12  and  by  Schreger  of  Erlangen. 
Lallemand  continued  to  work  at  it  for  a  decade  without  success 
and  Dieffenbach  confessed  his  own  failures  as  well  as  the  lamen- 
table failures  of  his  predecessors  and  contemporaries.  Light  was 
shed  upon  the  subject  by  the  labors  of  Gosset  in  1834,  Hayward 
of  Boston  in  1839  and  Mettauer  of  Virginia  in  1848. 

The  speaker  paid  a  tribute  to  the  memory  of  Wuetzer,  who 
worked  so  patiently  and  faithfully  upon  the  subject  with  ever 
increasing  success  (1832  to  1843),  adding  that  the  work  of  the 
great  French  plastic  surgeon  Jobert  de  Lamballe  and  that  of  his 
pupil,  G.  Simon  of  Germany,  would  undoubtedly  in  time  have 
brought  this  difficult  field  of  surgery  into  the  light  of  successful 
treatment,  had  not  these  two  pioneers  been  eclipsed  by  the 
splendid  labors  of  Marion  Sims,  Emmet  and  Bozeman  of  this 
country. 

In  appreciation  of  Sims'  work,  he  stated,  that  every  step  had 
been  used  before  with  more  or  less  success  by  a  number  of 
surgeons  and  that  Sims  did  not  invent  any  single  step  or  pro- 
cedure, but  devised  his  successful  operation  and  put  it  on  a  plane 
never  iDcfore  realized  or  anticipated,  by  utilizing  various  steps, 
each  one  of  which  had  been  previously  employed.  In  this  way 
Sims  brought  success  out  of  failure  in  a  manner  which  did  far 
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more  to  demonstrate  his  genius  than  if  he  had  made  some 
entirely  new  discovery.  He  took  the  materials  which  lay  already 
to  hand,  available  for  all  men,  and  where  others  had  failed, 
brought  good  fortune  out  of  the  womb  of  failure.  His  successes 
were  due  to  his  clear  recognition  and  skillful  use  of  those  funda- 
mental principles  which  have  since  become  the  basis  of  all 
successful  plastic  surgery.  The  speaker  then  declared  his  con- 
viction that  Sims  and  Emmet  and  Bozeman  undoubtedly  suc- 
ceeded with  a  regularity  and  in  a  class  of  cases  which  no  operator 
of  to-day  could  hope  to  imitate.  This  was  due  to  the  enormous 
skill  acquired  through  their  patient  persistence  and  experience 
with  a  vast  number  of  cases. 

The  speaker  then  went  on  to  discuss  the  newer  dissection  and 
flap-splitting  methods  of  treatment  other  than  those  of  direct 
denudation  of  the  margins  of  the  fistula,  dwelling  particularly 
upon  the  work  of  Hay  ward,  Pancoast,  CoUes,  Blasius,  Macken- 
rodt,  Walcher,  and  their  followers. 

{To  he  contmued.) 
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Meeting  of  February  26,   191 2. 

The  President,  Charles  Gilmore  Kerley,  M.  D.,  in  the  Chair. 

The  scientific  session  was  devoted  to  a  symposium  on  perine- 
orrhaphy with  lantern  slide  demonstrations. 

ETIOLOGY      OF      PERINEAL      LACERATIONS:    PRIMARY      PERINEOR- 
RHAPHY:   INDICATIONS    AND    TECHNIC* 

Dr.  J.  Clifton  Edgar  read  this  paper. 

SECONDARY  PERINEORRHAPHY  :    IN  PRINCIPLE  AND  IN  PRACTICE,  f 

Dr.  Arnold  Sturmdorf  read  this  paper. 

THE  treatment  OF  PROLAPSUS  OF  THE  UTERUS  WITH  ATTENDANT 

cystocele  and  RECTOCELE. 

Dr.  J.  Riddle  Goffe  presented  this  paper.  He  said  that 
while  all  more  or  less  familiar  with  these  displacements 
they  were  the  bete  noir  of  the  surgeon  and  the  gynecologist 
not  because  they  were  not  amenable  to  treatment  but  because 
the  operations  were  not  based  upon  correct  dynamic  principles. 
Hitherto  the  perineum  or  the  floor  of  the  pelvis  had  been  con- 
sidered the  sole  support  of  the  pelvic  organs  but  they  now  had 


*  Paper  to  appear  later. 

tFor  originail  article,  see  page  382. 
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come  to  realize  that  the  support  of  the  pelvic  organs  conformed 
to  nature's  general  plan  of  holding  organs  in  place  by  suspension 
with  ligaments  from  above.  The  bladder  like  the  uterus  was 
supported  by  ligaments  under  normal  conditions.  The  func- 
tion of  the  perineum  thus  became  restricted  to  supporting 
the  rectum  and  assisting  in  parturition  and  defecation  by  lift- 
ing the  perineum  over  the  head  of  the  child  in  parturition, 
and  over  the  fecal  matter  in  defecation.  During  great  efforts 
such  as  straining  at  stool  or  lifting  great  weights,  the  intra- 
abdominal pressure  might  bear  the  uterus  and  also  the  bladder 
down  onto  the  floor  of  the  pelvis  where  it  might  receive  tem- 
porary support,  being  lifted  back  again  by  their  normal  at- 
tachments above  the  normal  position  thus  restoring  the  pelvic 
equilibrium.  A  rectocele  was  formed  in  only  incomplete  tears 
of  the  perineum.  The  supporting  and  lifting  influence  of  the 
levator  ani  was  here  destroyed  and  the  rectocele  became  a  pulling 
force  constantly  tending  to  drag  the  uterus  down.  It  became 
the  primary  factor  in  the  production  of  prolapsus  or  procidentia. 
In  the  operation  which  he  had  devised  for  the  relief  of  pro- 
cidentia with  rectocele  and  cystocele,  his  design  had  been  to 
shift  some  of  the  responsibility  for  success  in  these  operations 
from  the  floor  of  the  pelvis  to  the  ligaments  of  the  uterus  and 
bladder.  In  the  repair  of  the  floor  of  the  pelvis  he  had  always 
laid  stress  upon  the  restoration  of  the  levator  ani  muscle  as  the 
essential  factor  in  restoring  function  to  the  floor  of  the  pelvis  and 
securing  permanency  of  results.  More  recently  he  had  been 
convinced  that  these  objects  would  be  best  obtained  by  actual 
exposure  and  direct  union  of  the  two  limbs  of  the  levator  muscle, 
stitching  them  together  by  buried  sutures  in  front  of  the  rectum, 
i.e.,  between  the  rectum  and  vagina  in  accordance  with  the 
method  described  and  practised  by  Dr.  Sturmdorf.  From  the 
operative  standpoint,  cases  of  procidentia  and  cystocele  might 
be  divided  into  two  classes,  first  those  in  women  during  the 
child-bearing  period,  and  second  patients  at  the  time  of  meno- 
pause or  beyond.  In  the  first  class  the  condition  was  as  a  rule 
not  extreme  and  the  uterus  must  be  preserved.  First  the  uterus 
was  curetted  and  trachelorrhaph}'"  or  amputation  of  the  cervix 
was  performed.  Then  a  transverse  incision  through  the  vaginal 
wall  was  made  in  front  of  the  cervix  and  through  this  the  bladder 
was  dissected  from  the  uterus  up  to  the  peritoneal  reflection. 
The  peritoneal  cavity  was  then  entered  and  the  peritoneum  at 
the  line  of  reflection  was  torn  across  widely  from  side  to  side 
out  to  the  broad  ligaments.  The  bladder  was  then  dissected 
from  the  vaginal  wall  by  means  of  a  dull  dissector  or  the  end  of 
a  blunt  pointed  scissors.  The  dissection  should  extend  to  the 
urethra  and  reaching  out  to  the  limits  of  the  bladder  on  either 
side,  the  bladder  being  thus  set  free  from  all  i-ts  inferior  attach- 
ments. An  incision  was  then  made  through  the  vaginal  wall 
through  the  entire  length  from  the  middle  of  the  transverse 
incision   up   to   the  urethra.     With   an  anterior  retractor  the 
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bladder  and  the  vaginal  flaps  were  lifted  up  behind  the  sym- 
physis and  the  fundus  uteri  turned  down  into  the  vagina.  This 
brought  the  appendages  into  view  and  within  reach  where  they 
could  be  treated  surgically  if  necessary.  The  round  ligaments 
were  then  shortened  by  doubling  them  on  themselves  and  the 
loop  made  fast  to  the  uterus  at  the  anterior  origin  of  the  round 
ligaments.  Three  chromicized  catgut  ligatures,  No.  2,  were 
passed,  one  through  the  anterior  wall  of  the  uterus  at  its  middle 
point  and  the  other  two  through  the  anterior  walls  of  the  broad 
ligaments  just  outside  the  lateral  margins  of  the  uterus.  These 
were  left  long  and  protruded  through  the  vulva.  A  point  was 
now  selected  in  the  base  of  the  bladder  at  such  a  distance  from 
the  urethra  that  when  carried  up  to  the  point  of  insertion  of  the 
first  of  these  three  ligatures  it  would  cause  the  base  of  the  bladder 
to  make  a  straight  line  from  the  urethra  to  the  uterus.  Through 
this  the  suture  was  passed  catching  up  in  its  course  the  bladder 
attachment  of  the  peritoneum  where  it  was  torn  from  the  uterus. 
Two  points  in  the  base  of  the  bladder  were  now  selected  at  either 
side  of  the  first  selected  point  and  at  a  distance  from  it  of  an  inch 
to  an  inch  and  a  half.  Through  these  points  the  lateral  sutures 
were  passed  respectively.  The  three  were  then  tied,  beginning 
with  the  middle  one.  The  first  one  took  up  all  the  slack  in  the  line 
from  the  uterus  to  the  urethra,  but  made  a  ridge  in  the  interior 
of  the  bladder  with  a  sulcus  on  either  side.  By  tying  the  lateral 
sutures,  however,  these  sulci  were  obliterated  and  the  base  of 
the  bladder  was  spread  out  upon  the  anterior  face  of  the  uterus 
and  broad  ligaments.  The  overstretched  fascia  and  wall  of  the 
anterior  vagina  was  now  cut  away  to  such  a  degree  on  either 
side  of  the  median  line  that  when  stitched  together  would  make 
it  fit  snugly  under  the  base  of  the  bladder.  This  relieved  the 
hernia  and  restored  the  support  which  the  bladder  received  from 
the  fascia  lata  on  either  side.  The  vagina  was  then  stitched  to 
the  uterus  at  points  that  would  smooth  out  the  anterior  vaginal 
wall  but  would  not  shorten  it  to  a  degree  that  would  cause  it  to 
pull  on  the  cervix.  The  transverse  incision  in  the  vagina  was 
closed  with  a  running  suture.  The  floor  of  the  pelvis  was 
reconstructed  in  accordance  with  the  method  described  by  Dr. 
Sturmdorf.  The  vagina  was  loosely  packed  with  gauze  and 
the  operation  thus  completed.  The  cases  of  the  second  class 
were  found  in  elderly  women  who  had  borne  many  children. 
These  were  the  severest  and  most  unmanageable  cases.  The 
principles  of  the  operation  were  the  same  as  in  the  minor  cases, 
but  their  application  was  slightly  different.  As  the  tissues  in 
the  pelvis  in  these  cases  were  atrophic,  thin  and  friable,  they  were 
useless  as  supports  and  he  had  made  it  his  rule  to  remove  the 
uterus  by  vaginal  hysterectomy.  To  provide  a  support  for  the 
bladder  and  also  a  surface  to  act  as  a  deflector  of  intra-abdominal 
pressure,  he  stitched  together  the  broad  ligaments  from  the 
round  ligaments  dowm  to  their  bases  taking  in  sufficient  slack  to 
make  them  draw  taut  across  the  pelvis.     Upon  this  plane  he 
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proceeded  to  spread  out  and  make  fast  the  base  of  the  bladder 
following  the  same  technic  as  in  the  previous  cases.  The  anterior 
wall  of  the  vagina  was  cut  away  as  before,  its  edges  stitched 
together  and  the  upper  end  fastened  to  the  broad  ligaments. 
He  had  also  inaugurated  the  plan  of  plicating  the  rectum  on 
itself  by  inserting  a  line  of  buried  sutures  across  the  anterior  wall, 
passing  the  stitches  parallel  to  the  longitudinal  axis  of  the  rectum. 
In  some  instances  he  had  passed  two  or  three  lines  of  such  sutures 
going  up  to  the  peritoneal  covering.  This  necessitated  ex- 
tensive denudation  of  the  rectum.  The  floor  of  the  pelvis  was 
then  restored  and  colporrhaphy  done  through  the  entire  length 
of  the  posterior  vaginal  wall. 

Dr.  Goffe  said  he  had  been  doing  these  operations  for  the  past 
nine  years  and  in  no  instance  had  the  uterus  or  bladder  failed  to 
remain  in  satisfactory  position.  In  not  one  case  had  there  been 
any  infection  to  mar  permanent  healing  of  the  tissues.  In  a  few 
of  his  earlier  cases  there  had  been  oozing  between  the  anterior 
vaginal  wall  and  the  base  of  the  bladder  and  it  was  now  his  cus- 
tom to  insert  a  small  gauze  drain  between  the  bladder  and  the 
vaginal  wall.  The  bladder  gave  little  annoyance  during  the 
early  stages  of  convalescence.  This  operation  came  into  com- 
petition more  especially  with  the  operation  of  interposition  of  the 
uterus  between  the  bladder  and  the  vaginal  wall.  The  latter 
operation  seemed  to  serve  very  well  in  the  early  stages  of  pro- 
lapsus in  which  the  cervix  has  not  yet  protruded  at  the  vulva. 
The  only  objection  thus  far  offered  to  the  operation  which  he  had 
described  was  that  it  was  difficult  and  complicated.  This  was 
true  but  the  skilled  gynecologist  should  consider  nothing  too 
difficult  which  promised  such  assured  results  as  this  operation  did. 

DISCUSSION. 

Dr.  George  L.  Brodhead  said  he  agreed  with  Dr.  Edgar, 
that  one  of  the  most  frequent  causes  of  laceration  of  the  perineum, 
was  the  too  rapid  advance  of  the  head  and  it  was  naturally  a 
matter  of  judgment  and  experience  to  tell  when  the  advance 
should  be  checked.  As  a  rule,  when  the  perineum  was  about  to 
tear  it  became  white,  or  the  fourchette  became  dry  and  appar- 
entl}'-  brittle. 

Dr.  Brodhead  was  very  glad  that  Dr.  Edgar  had  called  atten- 
tion to  the  very  important  fact,  that  the  exaggerated  lithotomy 
position  was  a  very  frequent  cause  of  lacerations  of  the  perineum; 
there  could  be  no  doubt  about  this  at  all. 

When  it  came  to  the  question  of  prophylaxis,  he  thought  that 
in  operative  work  the  feet  of  the  patient  should  be  supported  by 
stirrups  rather  than  by  the  usual  leg  holders;  the  soft  parts  and 
the  tissues  at  the  outlet  were  then  not  so  much  on  the  stretch  and 
were  less  liable  to  tear.  These  stirrups  can  he  easily  carried  in 
one's  outfit.  When  the  head  is  beginning  to  distend  the  outlet 
a  small  table  should  be  placed  at  the  foot  of  the  operating  table, 
so  that  the  patient's  legs  could  be  taken  from  the  stirrups  and 
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allowed  to  rest  upon  the  table.     In  this  way  the  soft  parts  are 
relaxed,  and  a  place  is  provided  upon  which  the  child  can  be  laid. 

Episiotomy  is  also  a  very  important  factor  in  prophylaxis. 
Dr.  Brodhead  had  first  seen  the  operation  performed  by  Dr. 
Flint,  and  he  had  become  so  convinced  of  the  value  of  the  pro- 
cedure that  he  had  made  use  of  it  many  times  since.  He  had 
never  seen  a  complete  laceration  of  the  perineum  in  vertex  cases, 
and  attributed  the  fact  to  the  performance  of  episiotomy.  The 
coniplete  tears  which  he  had  had,  were  all  in  breech  cases. 
Recently  he  had  the  care  of  a  small  woman  with  a  big  baby  and 
when  the  baby  was  born  he  found  a  complete  laceration  of  the 
perineum  which  extended  1/2  inch  into  the  rectum.  In  this  as 
in  other  cases  of  breech  presentations  he  felt  convinced  that  if 
he  had  performed  episiotomy  he  would  not  have  had  such  severe 
lacerations. 

The  immediate  repair  of  the  perineum  should  not  be  adopted 
in  these  cases  in  all  instances.  Patients  are  sometimes  exhausted 
by  a  long  labor,  perhaps  have  lost  much  blood,  and  in  many 
cases  there  is  insufficient  light  and  poor,  perhaps  no  assistance. 
Better  results  would  often  be  obtained,  if  the  operation  were 
deferred  until  the  day  following  when  proper  preparation  could 
be  made  for  a  successful  operation. 

Dr.  Brooks  H.  Wells  had  no  criticism  to  make  of  Dr. 
Edgar's  paper  and  wished  especially  to  commend  his  statement 
that  delivery  in  the  lithotomy  position  predisposed  to  perineal 
laceration.  In  secondary  repair  of  the  perineum  the  methods 
used  today  had  been  evolved  from  the  work  of  the  older  operators. 
The  suture  of  the  levators  had  been  suggested  by  Hadra  in  1884 
and  by  many  since.  Dr.  Wells  had  always  taught  at  the  Poly- 
clinic the  necessity  for  approximating  the  levator  edges  and  of 
restoring  the  central  attachments  of  the  transverse  perineal 
muscles  and  had  obtained  clinicalh'  and  anatomically  very 
satisfactory  results  in  the  restoration  of  the  lifting  function 
without  drawing  the  levators  from  their  sheaths.  During  the 
last  four  years  he  had  definitely  exposed  and  sewed  the  levator 
edges.  Haynes  had  published  an  interesting  paper  on  this 
subject  in  the  Amer.  Jour.  Obst.  in  the  latter  part  of  1908. 

Dr.  George  Gray  Ward  had  listened  with  great  pleasure 
to  the  beautiful  description  by  Dr.  Sturmdorf  of  the  operation  he 
performed  for  repair  of  lacerated  perineum.  This  work  he  heartily 
endorsed  and  one  that  he  had  carried  on  for  years.  His 
method  was  based  upon  the  same  principles  and  the  results 
obtained  were  about  the  same.  In  the  repair  he  used  the  perineal 
fascia  as  an  aid.  This  in  a  way  was  comparable  to  the  sphincter 
action  of  the  masseter  muscle  in  closing  the  mouth. 

Dr.  Le  Roy  Brol'n  could  not  agree  entirely  with  w^hat  Dr. 
Sturmdorf  had  stated  in  regard  to  his  operation  for  the  repair  of 
lacerated  perinei  because  he  did  not  believe  that  he  went  far 
enough  with  his  sutures  in  his  attempt  to  repair  the  damaged 
parts  and  especially  what  was  done  to  the  posterior  wall  of  the 
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vagina.  He  asked  that  they  should  refer  to  the  anatomy  of  these 
parts  and  the  anatomy  he  reviewed.  It  was  about  thirty  years 
ago  that  Dr.  Emmett  read  a  paper  before  the  American  Gyneco- 
logical Society  in  which  he  brought  out  the  fact  that  in  operating 
they  did  not  attend  to  the  separated  fibers  of  the  levator  ani 
muscle  on  both  sides  and,  afterward,  perineal  tears  recurred  as 
a  rule.  It  was  due  to  Dr.  Emmett's  genius  that  they  were  told 
to  go  up  and  take  up  the  torn  ends  of  this  muscle  with  the  fascia 
and  bring  them  back  and  fasten  them  as  they  were  originally. 
That  operation  has  stood  until  the  present  day.  One  should  be 
concerned  not  only  with  the  levator  ani  muscle,  but  with  the 
fascia  which  overlay  it.  Dr.  Broun  did  not  believe  Dr.  Sturm- 
dorf  went  far  enough  on  each  side  in  picking  up  the  torn  muscle; 
therefore,  his  operation  could  not  be  entirely  satisfactory.  Dr. 
Emmett's  operation  should  not  be  discarded. 

Dr.  John  Van  Doren  Young  said  that  it  seemed  to  him  that 
the  papers  of  the  evening  together  with  the  discussion  which  had 
followed,  illustrated  the  fact  that  the  subject  was  one  in  which  a 
large  number  of  general  practitioners  and  specialists  were 
interested,  and  that  an  evening  devoted  to  this  important  subject 
could  not  fail  to  bring  benefit  to  both  classes  of  workers. 

It  seemed  to  him  that  the  most  difificult  problem  before  those 
who  had  listened  to  the  papers  and  the  discussion,  was  the 
comprehension  of  the  picture  complex,  in  other  words:  the  under- 
standing of  the  surgical  conditions  which  were  to  be  relieved. 
The  solution  of  this  problem  was  to  be  found  in  the  anatomy  of 
the  parts  as  found  in  the  dissecting  room  together  with  the 
changes  in  the  so-called  normal  anatomy  which  occurred  through 
injury  at  childbirth,  and  still  further,  the  changes  which  occurred 
in  the  tissues  which  had  been  injured  due  to  atrophy  and  change 
of  position.  In  other  words,  no  adequate  understanding  of  this 
condition  to  be  relieved  could  be  had  from  the  injury  of  the 
normal  anatomy  of  the  parts,  but  must  be  based  upon  the 
anatomy  as  distorted  by  the  injury,  and  again  as  changed  by 
atrophy  following  years  after  injury. 

Dr.  Young  agreed  with  Dr.  Dickinson,  who  had  made  a  state- 
ment at  a  recent  meeting  of  the  New  York  Obstetrical  Society, 
that  it  was  far  more  difiicult  to  obtain  good  results  in  the  repair 
of  lacerations  of  the  perineal  floor  than  in  general  abdominal 
surgery.  In  the  repair  of  any  injuries  to  the  pelvic  outlet,  it 
was  Dr.  Young's  opinion  that  the  subject  should  be  divided  into 
the  repair  of  the  levator  ani,  the  repair  of  the  laceration  of  the 
perineum,  and  with  the  support  of  the  hernia  of  the  rectum  and 
the  consequent  return  of  the  rectum  to  its  normal  location;  the 
repair  of  the  urovesical  trigone,  and  the  replacement  of  the 
uterus  to  its  normal  position  by  some  operation  upon  the  uterine 
ligaments.  Any  operation  looking  toward  the  cure  of  the  con- 
ditions found  dependent  upon  or  subsequent  to  perineal  lacera- 
tions would  certainly  fail  unless  all  these  conditions  were  taken 
into  consideration.     For  the  support  of  the  uterus  it  was  his 
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opinion  that  none  of  the  ligaments  of  the  uterus  played  the 
important  part  that  the  uterosacrals  did,  as  Dr.  Goffe  had  called 
attention  to  in  his  paper,  the  uterosacral  ligaments  are  the  only- 
ones  that  actually  hang  the  uterus  from  the  bony  structure  situ- 
ated in  the  standing  position  above  the  organ  to  be  suspended. 
The  importance  of  these  ligaments  had,  in  his  opinion,  only 
recently  been  realized  by  operators.  He  referred  to  the  work  of 
Dr.  Polak  of  Brooklyn,  who  had  been  using  the  uterosacral 
ligaments  to  support  the  stump  of  the  uterus  in  supravaginal 
hysteromyomectomies.  Dr.  Young  reported  the  case  of  a 
young  woman  wdth  an  intact  hymen  with  the  cervix  at  the  vulva 
orifice;  the  patient  was  not  one  of  general  enterooptosis,  but  on 
the  contrary  was  in  particularly  good  health  with  the  exception 
of  the  almost  complete  prolapse.  He  stated  that  he  had  seen 
altogether  four  cases  where  there  was  no  injury  to  the  pelvic 
floor;  these  cases  demonstrated  that  stretched  uterosacral 
ligaments  alone,  allowing  an  antrocession  of  the  lower  segment 
of  the  uterus  and  a  subsequent  prolapse  of  the  entire  organ,  which 
prolapse  being  dependent  upon  the  relaxed  and  stretched  utero- 
sacral ligaments  irrespective  of  levator  ani  or  perineal  support, 
demonstrated  the  important  part  played  by  these  ligaments  in 
support  of  the  uterine  body. 

Dr.  Young  was  interested  in  what  Dr.  Edgar  had  stated  in 
regard  to  lacerations  of  the  perineum  w^hich  occurred  without 
injury  to  the  mucous  membrane  or  skin,  and  asked  that  Dr.  Edgar 
express  his  opinion  as  to  the  best  method  of  procedure  in  these 
cases. 

In  speaking  of  Dr.  Goffe's  paper  Dr.  Young  felt  that  the 
gratitude  of  every  operator  was  due  Dr.  Goffe  for  an  operation 
which  gave  relief  from  a  condition  which  had  been  the  cause  of 
such  suffering  to  patients  and  which  all  other  surgical  procedures 
had  failed  to  relieve.  He  asked  Dr.  Goffe  as  to  the  possible 
danger  of  injury  to  the  ureters  at  the  time  of  operation  and 
subsequent  effect  of  the  operation  upon  them. 

Dr.  Young  asked  Dr.  Sturmdorf  if  ligatures  which  encircled  as 
much  muscle  structure  as  those  illustrated  in  his  pictures  were 
tight  enough  to  hold  the  structure  in  place  w^ould  not  be  followed 
by  atrophy  of  the  muscle  fibres  encircled  by  the  ligatures,  and 
as  to  whether  the  suture  of  the  sheaths  of  these  muscles  would 
not  give  the  same  result  without  this  danger? 

Dr.  Austin  Flint,  Jr.,  in  discussing  Dr.  Edgar's  paper, 
said  that  it  had  been  his  habit  when  the  head  was  about  to  be 
born  to  bring  the  knees  together  and  he  believed,  by  so  doing,  the 
lacerations  of  the  perineum  occurred  less  frequently.  The  lacera- 
tions that  occurred  were  due  in  large  part  to  a  distention  of  the 
perineum  downward,  and  this  could  be  lessened  by  such  a  pro- 
cedure.    Pushing  the  perineum  back  would  save  many  of  them. 

With  regard  to  episiotomy  it  was  very  necessary  to  know 
just  when  to  perform  this  operation.  Unquestionably,  in  his 
hands,  it  had  saved  a  great  many  complete  tears. 
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He  had  done  the  operation  described  by  Dr.  Sturmdorf  many- 
times,  but  with  certain  modifications.  The  modifications  con- 
sisted in  adhering  to  the  original  principles  of  the  Emmet  opera- 
tion, working  at  the  upper  edges  of  the  levator  ani  muscle, 
bringing  them  together  and  securing  them  in  place.  The  result 
was  a  perineum  very  much  like  the  one  Dr.  Sturmdorf  described 
and  one  that  afforded  him  the  best  results. 
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Meeting  of  April  1 8 ,  1 9 1 2 . 

llie  President,  Dr.  W.  M.  Polk,  M.  D.,  in  the  Chair. 

This  meetmg  was  held  under  the  auspices  of  the  Section  on 
Obstetrics  and  Gynecology. 

Dr.  C.  C.  Sichel,  M.  D.,  reported  several  cases: 

CASE  I.  FIBROMYOMA  OF  THE  OVARY,  COMPLICATED  BY  ABDOMINAL 
ASCITES,    SUBACUTE    APPENDICITIS    AND    GALLSTONES. 

Mrs.  G.,  a  native  of  Italy,  aged  fifty-five,  had  had  seven 
children.  Menopause  had  occurred  at  fifty-two  years  of  age. 
The  patient  had  had  pain  in  the  sacral  region  for  two  years;  fre- 
quent micturition;  bowels  normal;  pain  in  the  abdomen;  and 
gradual  increase  in  the  size  of  the  abdomen. 

On  admission  the  abdomen  was  found  markedly  distended  and 
tender;  circumference  43  inches,  painful,  and  under  considerable 
tension.  A  paracentesis  was  done  and  one  and  one-fourth  gallons 
of  brownish  serum  removed.  A  large  mass  in  the  lower  belly 
was  then  palpable,  moving  with  bimanual  examination  of  the 
uterus.  A  laparotomy  was  done  and  dense  adhesions  between 
intestines  and  tumor  were  found  and  separated ;  a  large  quantity 
of  fluid  evacuated  from  the  abdominal  cavity,  and  a  large  pedun- 
culated tumor  of  the  right  broad  ligament  removed.  No  ovarian 
tissue  could  be  found  in  the  right  broad  ligament ;  the  left  ovary 
was  intact.  Chronic  catarrhal  appendicitis  was  found  and  the 
appendix  removed.  The  gall-bladder  was  palpated,  demonstrat- 
ing the  presence  of  stones.  Abdominal  wound  closed  after  incis- 
ing above  the  gall-bladder;  216  stones  were  removed.  Patient 
made  a  normal  recovery.  The  tumor  on  pathological  examina- 
tion was  found  to  be  fibromyoma  of  the  ovary. 

CASE    II.    RIGHT    PYOSALPINX,    LEFT   TUBOOVARlAN    ABSCESS,   COM- 
PLICATED   BY    EMBOLISM    OF   THE    FEMORAL    ARTERY. 

Mrs.  E.,  aged  forty-four  years,  United  States  of  America.     On 
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admission  complained  of  extreme  pain  and  tenderness  in  the 
right  iliac  fossa  and  abdominal  rigidity.  Bimanual  examination 
demonstrated  a  mass  on  both  sides  of  the  uterus.  A  pyo- 
salpinx  and  enlarged  plexus  of  veins  on  the  right  side  were 
removed;  a  tuboovarian  abscess  of  left  side  was  removed. 

Four  days  after  the  operation,  the  patient  complained  of  pain 
in  the  right  foot  and  loss  of  feeling.  The  pain  extended  up  into 
the  leg  and  increased  in  severity  in  spite  of  all  local  measures. 

A  diagnosis  of  an  embolism,  probably  involving  the  popliteal 
artery  was  made.  On  cutting  down  on  the  popliteal,  no  blood 
was  passing  through  the  same.  The  popliteal  artery  was  opened, 
and  a  probe  introduced  some  12  or  14  inches  before  the  clot  was 
dislodged.  The  circulation  returned,  the  popliteal  was  sutured, 
and  the  circulation  reestablished,  keeping  the  same  under  obser- 
vation before  closing  the  wound. 

Within  a  few  hours,  however,  the  clot  formed  again  at  its 
original  site  in  femoral  artery.  We  again  cut  down  on  the  pop- 
liteal as  gangrene  had  set  in;  again  inserting  the  probe,  we  dis- 
lodged a  clot  of  blood  some  one  and  one-half  inches  in  length. 
There  was  no  sign  of  any  clot  at  the  seat  of  the  popliteal  suture. 
In  sewing  the  popliteal  at  the  first  operation,  the  sutures  did  not 
go  through  the  intima.  After  reestablishing  the  circulation, 
amputation  was  done  at  the  knee  and  the  popliteal  artery 
tied  off. 

The  patient  made  a  perfect  recovery,  there  being  no  further 
evidence  of  the  renewal  of  the  femoral  clot. 


CASE    III.    POSTPARTUM    SEPSIS    COMPLICATED    BY    RUPTURE  OF  AN 

OLD    PUS    TUBE    INTO    THE    MESENTERY,    RUPTURE    THROUGH 

THE  MESENTERY,  INTO  THE  ABDOMINAL  CAVITY,  DIFFUSE 

PERITONITIS,  DEATH. 

Mrs.  C,  aged  thirty-five  years.  United  States  of  America. 
Previous  history  of  the  patient  showed  that  she  had  been  con- 
fined ten  days  before  admission  to  the  hospital.  On  admission: 
temperature  104.4°  F-.  pulse  120,  respiration  44.  Blood  ex- 
amination: red  cells,  1,140,000;  hemoglobin,  45  per  cent.; 
leukocytes,    5,200;    differential    polynuclears,  71    per  cent. 

The  patient  died  five  days  after  admission,  her  temperature 
going  as  high  as  106°  F. 

The  postmortem  showed  an  old  pus  tube  on  the  left  side, 
probably  of  some  years*  standing.  The  tube  had  become 
attached  to  the  mesentery  and  had  ruptured  into  it,  d'stending 
the  ayers  of  the  same  until  the  pus  broke  through  producing  a 
diffuse  peritonitis  and  death. 

I  report  this  case  as  another  example  of  the  fact  that  old  pus 
tubes  can  be,  and  are  frequently,  restarted  on  an  acute  course, 
not  infrequently  rupture  into  the  peritoneal  cavity  with  a  fatal 
result.  I  have  a  record  now  of  over  a  dozen  cases  of  a  similar 
nature. 
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CASE    IV.    CASE    OF   INDUCED  ABORTION,  PYOCYAMOUS  BLOOD  CUL- 
TURE, ANTISTREPTOCOCCIC  SERUM  USED  WITHOUT  SUCCESS. 

Mrs.  P.,  aged  thirty-six  years.  United  States  America. 
The  previous  history  showed  that  she  had  had  two  children, 
and  four  induced  abortions  in  the  last  four  years. 

The  patient,  being  three  months  pregnant,  had  an  abortion 
induced  by  a  midwife,  bougie  being  introduced  into  the  uterus. 
Abortion  occurred  in  two  days.  Two  days  after  abortion,  as 
patient  had  a  chill,  she  was  cureted  by  the  midwife.  Two  days 
after  curetage,  the  patient,  becoming  alarmed,  called  in  a  physi- 
cian who  treated  the  case  for  five  or  six  days  as  one  of  typhoid 
pneumonia. 

On  admission  the  patient  was  found  to  have  a  mucopurulent 
discharge  from  the  vagina,  but  no  abdominal  tenderness  or 
rigidity.  There  was  a  presystolic  murmur  at  the  apex  of  the 
heart.  The  uterus  was  swabbed  out,  and  iodine  gauze  packing 
was  inserted,  and  allowed  to  remain  for  twenty  minutes.  This 
was  repeated  on  the  following  day.  Four  days  after  admission, 
patient  developed  a  right  sided  hemoplegia,  involving  also  the 
right  side  of  the  face.  She  ran  the  usual  septic  course  and  did 
not  respond  to  treatment,  the  temperature  varying  from  ioi°  and 
105.8°  F.,  the  pulse  from  iioto  150.     She  had  numerous  chills. 

The  patient  died  two  weeks  after  admission. 

Aphasia  was  present,  with  the  paralysis. 

Laparotomy  was  performed,  and  the  right  broad  ligament 
which  contained  an  enlarged  plexus  of  veins  was  removed,  the 
uterus  and  adnexa  being  walled  off  by  a  gauze  drain.  At  the 
time  of  operation,  the  uterus  was  small  and  contracted.  There 
were  no  signs  of  any  local  peritonitis ;  the  tubes  and  ovaries  were 
apparently  normal. 

One  hundred  and  fifty  cubic  centimeters  of  antistreptococcic 
serum  were  given  subcutaneously  without  any  apparent  reaction. 

In  justice  to  this  form  of  treatment,  however,  I  wish  to  state 
that  the  serum  was  not  used  until  after  the  patient  had  been 
ill  for  some  days.  The  blood  culture  showed  pyocyamous  infect- 
tion  and  a  few  colon  bacilli. 

Autopsy  Findings. — Abortion  in  third  month,  mitral  valve  of 
the  heart  showed  recent  soft  yellowish  thrombi;  bacterial  endo- 
carditis within  infarctions  of  the  kidney  and  spleen ;  chronic  inter- 
stitial nephritis,  parenchymatous  degeneration  of  the  liver  with 
a  probable  cerebral  embolism  to  be  determined  after  hardening 
of  the  brain. 

case  v.  pregnancy,  complicated  by  a  fibroid  of  the  anterior 
wall  of  the  uterus  with  varicosities  of  the  broad 
ligament;  laparotomy;  inspection  of  a  normal  ap- 
pendix; GANNOUS  appendicitis  DEVELOPING  WITHIN  FOUR 
DAYS  AFTER  OPERATION.     SECONDARY  OPERATION;  RECOVERY. 

Mrs.  R.,  aged  twenty-eight  years.  United  States  of  America. 
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The  previous  history  of  the  patient  showed  that  about  one 
year  previous  to  the  patient's  admission  to  the  Washington 
Heights  Hospital,  she  had  a  normal  labor.  The  child  died  within 
two  hours  of  its  birth  with  a  hemorrhage  from  the  lungs.  While 
carrying  child,  the  patient  complained  of  some  pain  in  the  left 
side.  Five  days  after  confinement,  she  developed  pain  and 
swelling  in  the  left  leg,  followed  on  the  twelfth  by  swelling  in  the 
right  leg  but  no  temperature.  By  position  and  heat,  this 
swellmg  diminished,  but  no  return  of  the  patient  to  an  upright 
position,  it  returned.  There  were  also  one  or  two  attacks  of 
moderate  syncope.  The  edema  of  the  legs  continued  for  some 
time,  but  gradually  improved.  There  was  considerable  pain  at 
times  in  both  broad  ligaments.  The  patient's  condition  im- 
proved slightly,  but  any  exertion  brought  on  the  pain  and  edema. 
She  was  warned  against  becoming  pregnant  again,  a  diagnosis 
having  been  made  of  marked  varicosities  in  both  broad  ligaments, 
with  a  probable  ovarian  cyst  on  the  right  side. 

The  patient,  however,  returned  to  me  m  September,  again 
pregnant.  All  the  symptoms  had  returned  in  a  very  much 
severer  form.     She  agreed  to  laparotomy. 

A  pedunculated  fibroid  w^as  removed  from  the  anterior  wall 
of  the  uterus,  as  well  as  a  tremendously  distended  plexus  of 
veins  and  ovarian  cysts  on  the  right  side;  the  left  broad  ligament, 
containing  also  a  number  of  large  veins,  was  left  intact,  the  tube 
and  ovary  being  in  good  condition.     The  uterus  was  emptied. 

I  inspected  the  appendix  at  the  time  of  operation,  but  in  no 
way  handled  this  organ.  The  patient  was  troubled  with  a 
marked  amount  of  postoperative  distention.  Patient's  tempera- 
ture after  operation  rose  to  ioi.6°  F.  but  dropped  to  normal. 
The  distention  increased.  The  wound  was  dressed  and  healed 
by  primary  tension.  About  the  fourth  day  there  was  a  sudden 
gush  of  fluid,  clear  serum  from  the  lower  end  of  the  wound, 
which  had  collected  in  the  abdominal  cavity.  About  the  fifth 
or  sixth  day  the  patient's  condition  suddenly  became  serious, 
pulse  went  to  138  and  temperature  to  103.2°  F.  There  was 
pain  and  rigidity  of  McBurney's  point,  the  leukocytes  going  from 
normal  to  22,  200  differential  polynuclear  from  71  per  cent,  to 
83  per  cent. 

The  abdominal  wound  was  rapidly  opened,  a  gangrenous 
appendix  removed,  and  the  belly  drained.  The  patient  made  a 
stormy  convalescence,  complicated  by  a  secondary  anemia,  and 
is  to-day  in  splendid  health.  The  swelling  of  the  right  leg  has  en- 
tirely disappeared,  the  veins  in  the  right  broad  ligament  having 
been  removed.  On  the  left  side  where  this  was  not  done,  there 
is  at  times  a  moderate  amount  of  edema  but  this  has  been  gradu- 
ally improving.  Strange  to  say,  in  spite  of  the  adhesion  existing 
on  the  right  side,  the  patient  has  developed  a  small  inguinal 
hernia  which  is  easily  reducible. 

I  report  this  case  as  being  one  with  unusual  complications  and 
clearly  demonstrating  how  rapidly  an  appendicitis  may  take 
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place  and  also  calling  attention  to  the  bearing  that  a  large 
varicosity  in  the  broad  ligaments  has  upon  the  return  venous 
circulation  of  the  lower  limbs. 

Dr.  Handler  reported  several  cases 

CASE    I.    THE     EARLIEST    RECORDED   CASE    OF    ECTOPIC    GESTATION. 

The  specimen  represents  one  of  the  earliest  cases,  if  not  the 
earliest  case,  of  tubal  gestation  recorded  anywhere  in  the 
literature.  The  impregnated  ovum  is  probably  ten  days  old,  is 
embedded  in  the  tubal  mucosa,  has  an  envelope  of  trophoblast 
cells,  contains  a  beginning  embryo.  There  is  as  yet  absolutely 
no  suggestion  of  chorionic  villi. 

The  patient  had  been  married  two  months,  and  complained 
for  a  few  days  after  her  last  menstruation  of  cramp-like  pains  in 
the  left  side,  of  a  very  severe  nature. 

Examination  showed  a  mass  the  size  of  a  walnut  on  that  side. 
Examination  of  the  uterus  showed  it  to  be  some  what  enlarged 
with  no  evidence  of  inflammation  or  of  any  intrauterine 
pregnancy. 

The  patient  was  operated  abdominally  and  a  hemorrhagic 
ovary  was  found  with  the  tube  apparently  normal  and  showing 
at  no  point  any  dilatation  or  distention  of  any  mass  or  nodule 
suggesting  an  ovum.  The  ovary  suggested  the  possiblity  of  an 
ovarian  pregnancy  and  was  removed  together  with  the  greater 
area  of  the  tube.  After  removing  the  tube,  palpation  gave  the 
sensation  or  feel  as  if  contained  within  the  lumen  were  a  very 
tiny  kernel.  The  tube  w'as  hardened  and  cut  in  series  sections 
and  the  above  mentioned  discovery  was  then  made.  Drs. 
Rubin  and  Moschowitz  carried  out  the  microscopic  examination 
as  well  as  the  laboratory  preparation  of  the  specimen. 

CASE    II.    ENDOSALPINGITIS    TUBERCULOSA. 

This  occurred  in  an  Italian  woman  twenty-six  years  of  age; 
married  five  years;  no  children;  no  miscarriage.  Shortly  after 
marriage  the  patient  began  to  complain  of  pain  in  the  left  lower 
abdomen,  frontal  headaches  and  backache,  and  a  gradual  loss  of 
strength. 

Examination  showed  a  small  uterus  and  a  soft,  slightly 
movable,  tender  mass  to  the  right  of  the  uterus  with  the  left 
adnexa  not  clearly  palpable.  The  mass  w^as  diagnosed  as  tubo- 
ovarian,  probably  cystic. 

At  operation  the  right  adnexa  were  found  to  be  converted  into 
a  thin-walled  cyst  about  the  size  of  a  small  orange,  adherent  to 
the  lateral  pelvic  wall.  Associated  with  it  were  several  smaller 
daughter  cysts.  The  left  tube  was  somewhat  distended  at  its 
distal  end  and  closed.  There  was  a  small  hard  nodule  about  one 
inch  from  the  uterus  the  size  of  a  hazel-nut,  there  were  soft  small 
nodules  along  the  course  of  the  tube.  Both  tubes  were  removed. 
At  the  time  of  operation  the  condition  was  recognized  as  the  one 
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known  by  the  term  Salpingitis  Isthmica  Nodosa,  and  its  tuber- 
cular nature  was  anticipated.  This  was  the  case,  too,  in  spite  of 
the  fact  that  there  was  no  fluid  in  the  abdominal  cavity,  and  no 
trace  of  tubercles  upon  the  uterus  or  adnexa  or  upon  any  part 
of  the  peritoneum. 

Microscopic  examination  showed  the  typical  picture  of  an 
endosalpingitis  tuberculosa.  The  case  was  of  interest  mainly 
for  the  reason  that  only  microscopic  examination  proved  the 
character  of  the  lesion. 

CASE    III.  THREE   CASES   OF   ECTOPIC   GESTATION   REMOVED   BY  THE 
VAGINAL   ROUTE. 

The  first  case  was  of  great  interest  for  the  reason  that  the 
patient  had  been  operated  upon  by  Dr.  Bandler  seven  months 
previously  for  an  ectopic  gestation  on  the  right  side.  The  symp- 
toms then  were  typical.  There  was  no  doubt  of  the  diagnosis  and 
the  abdominal  route  was  selected.  The  right  adnexa  were 
removed.  At  this  operation  examination  of  the  left  adnexa 
showed  the  Fallopian  tube  to  be  thickened  and  well  infiltrated 
by  a  chronic  salpingitis,  but  the  outer  or  abdominal  end  was 
not  yet  closed.  It  was  just  the  sort  of  a  tube  which  lends 
itself  readily  as  a  nest  for  an  ectopic  gestation.  For  that 
reason  the  husband  was  warned  of  this  possibility  and  was  told 
to  take  precautions  for  at  least  two  years  so  that  conception 
might  be  avoided.  Seven  months  after  this  operation  the 
patient  missed  a  menstrual  period  by  several  days  and  then  began 
to  stain,  with  attacks  of  cramp-like  pain  in  the  left  side. 

Examination  showed  a  rather  indefinite  mass  on  that  side  and 
a  diagnosis  of  ectopic  gestation  was  made.  In  order  to  make 
sure  that  this  diagnosis  was  correct  an  anterior  vaginal  celiotomy 
was  carried  out.  As  soon  as  the  vesicouterine  fold  of  peritoneum 
was  reached,  a  distinct  bluish  discoloration  was  noted,  showing 
that  free  blood  or  bloody  clots  were  present  in  the  peritoneal 
cavity.  The  peritoneal  fold  was  incised,  the  uterus  was  drawn 
into  the  vagina,  and  an  ectopic  gestation  was  found  in  the  left 
tube.  It  was  readily  delivered  into  the  vagina  and  was  re- 
moved without  difficulty.  The  patient  made  a  very  smooth 
convalescence. 

The  other  two  cases  reported  had  both  been  previously  diag- 
nosed as  incomplete  abortions  before  coming  under  Dr.  Bandler's 
observation.  In  one  the  uterus  was  retroflexed  and  held  rather 
firmly  in  that  position  by  an  adherent  fixed  tube.  A  differential 
diagnosis  between  a  chronic  salpingitis  with  adhesions  and  an 
ectopic  gestation  was  by  no  means  to  be  definitely  made  and  for 
this  reason  an  anterior  vaginal  celiotomy  was  done. 

In  the  other  case  the  uterus  was  enlarged,  there  was  colostrum 
in  the  breasts;  only  an  indefinite  mass  could  be  made  out  on  one 
side  and  here  again,  though  ectopic  gestation  was  suspected,  a 
differential  diagnosis  from  incomplete  abortion  could  not  be 
positively  made. 
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In  both  of  these  instances  as  soon  as  the  vesicouterine  fold  of 
peritoneum  was  reached  by  the  inverted  T-shaped  incision  the 
typical  bluish  discoloration  which  denotes  blood  in  the  peritoneal 
cavity  was  observed.  On  incising  the  peritoneum  the  uterus  in 
either  case  was  delivered  into  the  vagina,  and  ectopic  gestation 
was  found.  The  affected  tube  was  brought  into  view,  blood 
clots  were  removed  and  the  tubes  were  exsected  without  any 
difficulty. 

In  the  preceding  six  months  Dr.  Bandler  had  operated  on 
thirteen  cases  of  ectopic  gestation  and  in  five  or  these  had  done 
an  anterior  vaginal  celiotomy  for  diagnostic  reasons.  In  the 
above  three  cases  the  removal  of  the  tube  appearing  to  be  readily 
possible  without  any  obstacles,  the  procedure  was  carried  out. 

Dr.  Bandler  prefers  the  anterior  vaginal  section  to  the  posterior 
for  purposes  of  diagnosis,  for  the  simple  reason  that  by  it  one  sees 
the  vesicouterine  fold  of  the  peritoneum  and  can  often  make  the 
diagnosis  of  ectopic  gestation  by  getting  up  to  the  peritoneal 
reflection  without  incising  it.  If  the  fold  of  peritoneum  be 
incised  the  pelvic  peritoneal  cavity  may  be  readily  examined,  the 
uterus  may  be  brought  into  the  vagina,  the  tubes  may  be  pal- 
pated and  brought  into  view  and  thus  the  procedure  renders 
diagnosis  by  vision  so  definite  that  error  can  seldom  occur. 
Furthermore,  if  it  appear  after  such  a  procedure  that  the  tube 
lends  itself  readily  to  removal,  the  operation  is  completed  through 
the  very  incision  through  which  the  diagnosis  was  verified  or  was 
made.  If  by  any  chance  removal  of  the  tube  appears  to  be  too 
difficult,  or  if  there  is  very  much  free  blood  in  the  peritoneal 
cavity,  or  if  active  bleeding  is  going  on,  the  vagianl  incision  is 
closed  and  the  operation  is  completed  through  the  abdominal 
route.  This  vaginal  colpoceliotomy,  done  for  diagnostic 
purposes,  takes  at  most  four  minutes. 


Special  Meeting,  April  25,  1912. 

Franklin  A.  Dorman,  M.  D.,  in  the  Chair. 

This  meeting  was  held  under  the  auspices  of  the  Section  on 
Obstetrics  and  Gynecology.  The  Section  was  addressed  by  in- 
vitation, by  Prof.  J.  Whitridge  Williams,  of  Johns  Hopkins 
University,  Baltimore,  Md. 

WHAT   can   be   done   TO   IMPROVE  THE   TEACHING   OF   OBSTETRICS 
IN  THIS  COUNTRY? 

Dr.  Williams  said  that  some  of  those  present  might  have 
noticed  in  the  Journal  of  the  American  Me'dical  Association,  for 
January  6,  1912,  a  paper  entitled  "Medical  Education  and  the 
Midwife  Problem  in  the  United  States";  a  paper  which  he  read 
in  abstract  before  the  American  Association  for  the  Study  and 
Prevention  of  Infant  Mortality,  Chicago,  November  17,  1911.     In 
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order  to  get  information  on  this  subject,  he  sent  a  questionnaire, 
containing  some  fifty  questions  concerning  obstetric  educations 
and  the  midwife  problem,  to  the  professors  of  obstetrics  through- 
out the  country.  Forty-three  repHes  were  received,  representing 
one-half  of  the  acceptable  and  one-fifth  of  the  nonacceptable 
medical  schools,  which  indicated  a  most  deplorable  condition  of 
affairs.  Thirty-one  replies  came  from  the  sixty-one  schools 
which  are  designated  as  "acceptable "  by  the  Council  on  Medical 
Education  of  the  American  Medical  Association,  as  compared 
with  eleven  from  the  fifty-nine  nonacceptable  schools,  not 
including  one  from  Canada.  This  most  deplorable  condition  of 
affairs  was  indicated  briefly  as  follows : 

1.  Generally  speaking  the  medical  schools  are  inadequately 
equipped  for  teaching  obstetrics  properly,  only  one  having  an 
ideal  clinic. 

2.  Many  of  the  professors  are  poorly  prepared  for  their  duties 
and  have  little  conception  of  the  obligations  of  a  professorship. 
Some  admit  that  they  are  not  competent  to  perform  the  major 
obstetric  operations,  and  consequently  can  be  expected  to  do 
little  more  than  trained  men-mid  wives. 

3.  ^lany  of  them  admit  that  their  students  are  not  prepared 
to  practise  obstetrics  on  graduation,  nor  do  they  learn  to  do  so 
later. 

4.  One-half  of  the  answers  state  that  ordinary  practitioners 
lose  proportionately  as  many  women  from  puerperal  infection 
as  do  mid  wives,  and  over  three-quarters,  that  more  deaths  occur 
each  year  from  operations  imprcp^ily  performed  by  practitioners 
than  from  infection  in  the  hands  of  mid  wives. 

5.  Reform  is  urgently  needed,  and  can  be  accomplished  more 
speedily  by  radical  improvement  in  medical  education  than  by 
attempting  the  almost  impossible  task  of  improving  midwives. 

The  above  were  part  of  the  conclusions  drawn  in  his  paper, 
and  he  holds  that  no  one  familiar  with  doctors  and  medical 
schools,  and  with  what  is  going  on  in  this  country  can  doubt 
the  accuracy  of  such  conclusions.  It  is  generally  admitted  that 
much  difficulty  is  experienced  in  teaching  obstetrics  in  the 
medical  schools.  He  did  not  come  to  criticize  the  conditions 
existing  in  New  York,  because  he  knew  that  the  two  greatest 
lying-in  hospitals  in  the  country  are  here.  On  this  account  the 
conditions  are  better  in  New  York  than  elsewhere,  but  they  are 
by  no  means  ideal  as  far  as  instruction  and  ideals  are  concerned. 
Xo  one  can  deny  that  conditions  in  general  are  in  great  need  of 
improvement,  and  the  conscientious  teacher  must  accustom 
himself  to  them.  Many  doctors  say:  "I  cannot  see  how  you 
can  be  interested  in  obstetrics."  In  the  ordinary  medical  school 
the  Professor  of  Obstetrics  was  usually  looked  down  upon,  while 
greater  respect  is  shown  the  Professor  of  Gynecology.  A  state- 
ment made  to  Professor  Williams  by  one  of  the  most  eminent 
professors  in  the  country  was :  "There  is  no  likelihood  of  getting 
good  men  to  go  into  obstetrics." 
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On  the  other  hand  take  the  medical  student.  He  does  not 
regard  obstetrics  very  highly,  and  it  is  hard  to  get  first  rate 
graduates  to  go  into  obstetrics,  which  they  desert  for  gynecology 
and  surgery  as  soon  as  opportunity  offers.  He  thought  that 
if  one  compared  the  respect  in  which  obstetrics  and  gynecology 
are  held  in  this  country  with  the  conditions  existing  in  Germany, 
the  contrast  would  not  be  at  all  favorable  to  us.  Furthermore, 
if  one  attended  a  meeting  of  the  American  Gynecological  Society, 
and  then  one  of  the  German  Gynecological  Society,  he  could  not 
leave  the  latter  without  feeling  ashamed  of  our  institutions.  In 
Germany  many  things  are  discussed  which  are  decidedly  of  a 
scientific  nature  and  of  fundamental  importance,  while  here  only 
technical  and  practical  details  are  of  interest. 

One  reason  students  do  not  regard  the  science  of  obstetrics 
more  highly  is  because  they  do  not  realize  its  importance  and 
are  not  taught  to  look  at  it  as  a  broad  and  wide  branch  of  scien- 
tific knowledge.  Professor  Williams  does  not  think,  however, 
that  the  students  should  be  blamed  for  this  condition  of  affairs. 
The  ordinary  student  in  the  medical  schools  has  an  interest  in 
obstetrics,  but  so  soon  as  he  goes  out  and  meets  other  men,  his 
enthusiasm  wanes  and  he  soon  begins  to  regard  obstetrics  as  the 
least  important  branch  of  medicine.  This  lack  of  respect  for 
obstetrics  by  the  students  is  in  great  part  due  to  the  attitude  of 
the  professors  themselves.  When  one  sees  the  Professor  of 
Obstetrics  showing  no  interest  except  in  the  purel}^  practical  and 
technical  aspect  of  the  subject,  one  could  scarcely  expect  the 
student  to  be  impressed  by  him;  and  again  when  one  looked  at 
it  from  the  financial  side  one  would  find  that  obstetrics  was  the 
poorest  paid  of  all  the  branches  in  medicine. 

On  the  other  hand,  part  of  the  trouble  is  due  to  the  fact  that 
many  schools  have  no  facilities  for  teaching  obstetrics;  as  a 
considerable  number  of  schools  have  no  lying-in  hospitals  con- 
nected with  them,  and  while  there  are  many  insufticiently  sup- 
plied with  material.  In  many  of  the  schools,  less  than  one 
hundred  women  are  delivered  in  one  year,  and  these  have  to 
serve  for  the  instruction  of  from  seventy-five  to  one  hundred 
students.  Many  of  the  professors,  take  up  the  teaching  of 
obstetrics,  not  because  they  are  specially  interested  in  the 
subject  or  because  they  were  specially  equipped  to  do  so,  but 
merely  because  it  may  serve  as  a  stepping  stone  to  a  teaching 
position  in  gynecology.  After  this  is  obtained,  he  drops  obstet- 
rics and  thinks  it  a  good  riddance. 

This  then  is  the  condition  of  affairs:  poorly  equipped 
hospitals;  poorly  equipped  professors;  and  poorly  stimulated 
students. 

With  regard  to  the  remedy,  one  must  face  a  radical  departure ; 
for  if  obstetrics  is  to  be  well  taught,  there  should  be  a  reorganiza- 
tion of  the  medical  schools  and  of  the  lying-in  hospitals  and  an 
even  more  drastic  change  in  the  character  of  the  men  holding 
professional  positions. 
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Professor  Williams  then  considered  the  remedies  under  the 
headings  of  hospitals,  medical  schools  and  professors. 

1.  Hospitals.  Outside  of  Xew  York  City  he  did  not  know  of 
a  single  large,  well-equipped  lying-in  hospital  in  the  United 
States.  One  year  ago  he  looked  up  the  conditions  existing  in 
the  German  universities  and  he  found  that  even  in  the  smallest 
of  them  there  was  always  a  well-equipped  women's  clinic  with 
abundant  material  and  suitable  teaching  facilities.  What  is 
needed  in  this  country  are  first  rate  lying-in  hospitals,  adequately 
housed,  well-equipped  and  with  abundant  facilities  for  teaching 
scientific  obstetrics.  The  ideal  condition  should  approach  a 
well-organized  German  Frauenklinik.  In  such  hospitals  there 
should  be  facilities  for  teaching  both  obstetrics  and  g^'necolog}'. 
They  should  be  able  to  take  a  woman  and  treat  her  for  every- 
thing connected  with  the  genital  tract,  whether  normal  or  patho- 
logical. He  did  not  believe  that  even  the  combination  of 
obstetrics  and  g\-necology  would  solve  the  problem.  It  would 
rather  make  things  worse,  unless  the  Professor  was  paid  suffi- 
ciently to  give  practically  his  entire  time  to  the  care  of  hospital 
patients,  teaching  and  research.  If.  however,  he  attempted  to 
carrN"  on  an  extensive  private  practice  at  the  same  time,  the  only 
result  w^ould  be  failure.  He  believed  that  medical  colleges  with 
seventy  or  eighty  students  in  a  class  should  have  a  woman's 
clinic  with  seventy-five  or  one  hundred  beds.  In  such  a  hospital 
there  was  not  only  the  practical  side  of  taking  care  of  these 
women  in  labor  and  performing  various  operations,  but  also  the 
training  of  assistants  and  advancing  knowledge.  In  most  lying- 
in  hospitals  the  assistants  remain  six  months  or  a  year  and  go 
away  with  a  smattering  knowledge  and  think  they  know  some- 
thing. He  had  had  much  experience  with  assistants;  most  of 
them  who  were  just  beginning  to  be  useful  at  the  end  of  one  year, 
but  they  were  really  not  well  trained  until  the  end  of  the  third 
or  fourth  year.  In  proper  women's  clinics  a  longer  term  of 
service  would  be  necessan,',  and  should  cover  five,  or  even  six 
years. 

Of  course  the  number  of  cases  the  student  saw  was  very 
important:  with  few  exceptions  in  this  countrv'  the  schools  do 
not  offer  sufficient  material  in  this  regard.  This  is  one  of  the 
problems  that  must  be  faced.  Again  these  cases  should  be 
followed  before  and  after  labor,  and  the  students  should  also  be 
taught  the  rudiments  of  gynecology  and  the  ordinary  diseases 
of  women,  and  their  connection  with  child  bearing. 

2.  Medical  Schools.  Last  year  there  were  one  hundred  and 
twenty  medical  schools  in  the  United  States,  while  there  were 
but  twenty-one  in  Germany.  There  was  a  great  desirability 
of  getting  rid  of  many  of  these  schools.  The  faculty  should  be 
chosen  from  those  who  were  thoroughly  first  rate,  well-equipped, 
scientific  men.  When  any  university  went  into  the  teaching  of 
clinical  medicine  it  was  a  ver\-  expensive  experiment ;  as  it  costs 
far  more  to  run  a  well-equipped   clinical  department  than  any 
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Other  department  in  the  university.  They  were  slowly  facing 
this  subject;  and  some  of  the  larger  universities  were  beginning 
to  recognize  their  obligations  to  medicine.  It  was  easy  enough 
to  run  a  laboratory  of  pathology,  of  physiology,  and  so  forth, 
without  very  great  expense;  but  to  run  a  well-equiped  clinical 
institute  in  a  single  branch  of  practical  medicine  called  for  an 
immense  expenditure  of  money. 

3.  Professors.  There  is  quite  as  great  a  need  for  radical 
change  in  the  professors  as  in  the  hospitals  and  universities:  the 
ordinary  professor  in  the  clinical  branches  of  medicine  in  this 
country  did  not  take  his  professorial  duties  very  strongly  to 
heart;  he  gave  a  few  hours  each  week  to  teaching;  he  might  look 
after  and  supervise  the  care  of  the  institution  he  was  connected 
with ;  but  he  had  no  idea  of  devoting  most  of  his  time  to  teaching 
students,  properly  training  his  assistants,  and  advancing  knowl- 
edge. Such  reforms  were  bound  to  come,  and  they  would 
gradually  develop  a  body  of  men  who  were  not  going  into  medi- 
cine primarily  for  practice,  but  because  it  offered  them  a  scientific 
career.  If  such  men  could  be  developed,  and  be  prevented  from 
practising  outside  of  the  hospital  (they  might  limit  their  practice  to 
consultations  only)  it  would  result  in  great  good,  and  he  believed 
that  advance  would  occur  along  these  lines.  Furthermore  every 
clinical  professor  of  this  kind  must  be  trained  not  only  to  be  an 
accomplished  practitioner,  but  must  also  be  proficient  in  the 
scientific  aspects  of  his  work;  he  must  be  prepared  not  only  to 
work  in  the  laboratory,  but  also  to  be  able  to  conduct  investiga- 
tions himself.  Again  he  thought  that  one  of  the  most  important 
things  was  to  offer  facilities  for  training  young  men,  getting 
them  ready  for  a  scientific  and  professional  career.  Much  of 
the  work  done  must  be  done  for  the  love  of  it  and  not  for  gain. 
It  was  impossible  for  one  to  be  a  real  professor  and  at  the  same 
time  attend  to  an  extensive  practice.  What  was  really  wanted 
was  the  means  to  help  the  young  man  to  develop  himself. 

In  his  opinion  the  following  reforms  were  most  important : 

1.  Reduction  in  the  number  of  medical  schools,  with  adequate 
facilities  for  those  surviving. 

2.  Insistence  in  university  medical  schools  that  the  head  of 
the  department  be  a  real  professor,  whose  prime  object  is  the  care 
of  hospital  patients,  the  proper  training  of  assistants  and  students, 
and  the  advancement  of  knowledge,  rather  than  to  be  a  pros- 
perous practitioner.    ■ 

3.  Recognition  by  medical  faculties  and  hospitals  that  obstet- 
rics is  one  of  the  fundamental  branches  of  medicine,  that  the 
obstetrician  should  not  merely  be  a  man  midwife,  but  a  scien- 
tifically trained  man  with  a  broad  grasp  of  the  subject. 

4.  The  requirement  by  state  examining  boards  that  every  ap- 
plicant for  license  to  practice  shall  submit  a  statement  certifying 
that  he  has  seen  delivered  and  has  personally  examined,  under 
appropriate  clinical  conditions,  at  least  ten  women. 

5.  Impressing  university  authorities  and  institutions  that  a 
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medical  school  is  most  expensive,  and  that  they  are  not  justified 
in  conducting  one  which  is  not  along  ideal  lines.  Each  main 
clinical  branch  will  require  a  separate  clinical  institute,  which, 
if  properly  equipped  for  the  care  of  patients,  teaching  of  stu- 
dents, and  furthering  of  research,  will  require  large  endowment. 
It  is  the  duty  of  those  interested  in  medical  education  to  im- 
press upon  philanthropic  persons  the  needs  along  such  lines. 

Discussion. 

Dr.  Edwin  B.  Cragin  said  that  Dr  Williams  did  well  in 
laying  so  much  emphasis  upon  the  fact  that  the  way  to  improve 
the  teaching  of  obstetrics  was  to  improve  the  obstetrical  teachers. 
Many  of  them  had  been  obliged  to  train  themselves  in  obstetrics, 
as  well  as  in  obstetric  teaching.  Many  of  them  could  look  back 
twenty-five  years  and  could  realize  that  when  they  graduated 
at  the  end  of  their  student  life  they  had  had  no  practical  training 
in  obstetrics.  The  only  case  Dr.  Cragin  ever  saw  before  gradua- 
tion was  one  that  occurred  in  the  country  when  he  was  on  his 
vacation.  This  happened  to  many  men  who  graduated  twenty- 
five  years  ago  and  this  meant  that  many  teachers  of  obstetrics 
to-day  had  had  to  work  out  their  own  salvation.  He  said  he 
was  not  quite  as  pessimistic  regarding  the  teaching  of  obstetrics 
to-day  as  was  apparently  the  guest  of  the  evening.  When  one 
contrasted  the  teaching  of  this  branch  of  medicine  to-day  with 
the  teaching  of  years  ago,  it  showed  marked  progress.  When 
we  considered  that  to-day  a  student  at  the  College  of  Physicians 
and  Surgeons  himself  delivered  from  four  to  nine  women  and 
witnessed  from  thirty  to  fifty  confinements,  one  could  faithfully 
state  that  this  certainly  showed  a  marked  advance.  Obstetrics 
had  developed  along  surgical  lines.  The  old  teacher  of  obstetrics 
developed  from  the  general  medical  practitioner  and  Vv'ithout  any 
special  surgical  training.  Then  modem  gynecology  came  on  the 
field  and  developed  along  surgical  lines.  Then  finally  obstetrics 
developed  along  surgical  lines,  the  so-called  surgical  obstetrics. 
This  made  very  little  difference  between  modem  obstetrics  and 
gynecology.  The  two  had  re  wedded  after  being  long  divorced. 
This  tendency  was  seen  in  the  union  of  the  two  chairs  under  one 
head  in  many  of  our  medical  schools  to-day.  The  duty  of  every 
teacher  of  obstetrics  was  to  give  his  students  and  assistants  the 
best  training  possible  and  the  man  who  did  not  leave  behind  him 
men  better  trained  than  he  himself  had  been  was,  in  the  judg- 
ment of  the  speaker,  a  failure. 

Dr.  Cragin  believed  that  the  obstetrician  and  the  teacher  of 
obstetrics  of  the  future  must  be  a  man  with  a  surgical  training. 
He  hoped  that  none  of  the  Sloane  Hospital  men,  who  might  be 
present,  would  take  what  he  was  about  to  say  amiss,  but  for 
several  years  he  had  noticed  that  the  men  on  the  staff  of  the 
Sloane  Hospital  who  had  had  a  previous  surgical  service  made 
better  obstetrical  internes  than  those  with  a  purely  medical 
training. 
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We  all  respected  the  training  Dr.  Williams  had  had  along 
laboratory  lines.  Many  of  us  rather  envied  it.  Dr.  Williams 
had  certainly  held  up  before  us  a  high  ideal  when  he  recommended 
that  the  obstetric  teacher  should  be  a  research  worker  devoting 
his  time  to  his  research  laboratory,  his  wards  and  his  teaching. 
Dr.  Cragin  believed  that  the  college  should  have  its  own  Frauen- 
klinik  and  that  the  teacher  of  obstetrics  and  gynecology  should 
spend  a  large  part  of  his  time  in  this  hospital  and  in  teaching,  but 
he  doubted  if  he  would  be  as  good  a  teacher  in  a  practical  subject 
like  obstetrics  and  gynecology  unless  he  kept  himself  in  touch 
with  private  practice.  Furthermore,  if  the  teacher  of  obstetrics 
should  devote  his  entire  time  to  research  work,  his  wards  and 
teaching,  his  support  would  throw  upon  the  trustees  of  the 
university  a  financial  problem  which  might  be  more  easily  solved 
in  Baltimore  than  in  a  city  like  New  York.  He  believed  there 
was  a  happy  medium  which  would  work  to  the  advantage  of 
everyone  interested  in  the  subject.  Our  ideals  here  in  New 
York  had  been  high  and  Dr.  Cragin  felt  that  in  having  an  obstet- 
rical and  gynecological  hospital  in  connection  with  the  college 
and  in  giving  the  students  both  theoretical  and  practical  instruc- 
tion along  these  lines,  with  a  sufficient  number  of  cases  to  train 
them  well  in  the  methods  they  should  follow,  and  in  then  allowing 
them,  under  proper  supervision,  to  put  in  practice  in  the  tene- 
ments the  methods  they  had  learned,  a  distinct  advance  had 
been  made  along  the  path  of  progress  and  that  an  optimistic 
view  was  justified. 

Dr.  J.  Clifton  Edgar  said  that  all  workers  in  obstetrics 
would  appreciate  the  work  done  by  the  guest  of  the  evening  and 
be  grateful  to  him  for  it.  He  thought  that  in  the  past,  Americans 
were  inclined  to  be  too  self-satisfied  with  medical  progress  in  this 
country.  The  first  report  of  the  Council  on  Medical  Education 
in  1905,  gave  the  first  jolt  to  this  complacency,  then  followed 
Abraham  Flexner  with  another,  and  this  evening  comes  a  third. 
Anyone  who  has  read  the  last  report  of  the  Council  on  Medical 
Education  for  the  year  1911 ,  and  published  in  August  last,  cannot 
but  be  impressed  with  the  fact  that  certainly  much  has  been 
accomplished  during  the  past  eight  or  nine  years  as  regards 
medical  reform.  Some  twenty-five  medical  colleges  have  closed. 
In  1911  alone,  of  thirteen  colleges,  eight  suspended  and  five 
merged  with  other  institutions.  In  1904  a  few  thousand  dollars 
were  given  formedical  education,  in  1911  several  millions. 

It  seemed  to  Doctor  Edgar  that  one  reason  why  obstetrics 
had  not  profited  by  the  reform  in  medical  education  as  it  should 
have,  was  due  to  the  fact  that  it  was  the  last  of  the  seven  funda- 
mental subjects  in  medicine.  Certainly  reform  had  reached 
anatomy,  surgery  and  physiology,  and  it  was  only  a  matter  of 
time  when  it  would  reach  obstetrics.  The  Subject  of  obstetrics 
should  have  a  higher  standing  to-day  than  it  has,  but  the  standing 
is  such  a  marked  improvement  over  that  of  a  decade  ago,  that 
he  was  most  optimistic  about  its  future. 
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We  should  have  higher  requirements  in  the  State  Examinations 
for  obstetrics.  One  thing  that  has  belittled  the  importance  of 
obstetrics  in  the  Regent's  Examinations  is  the  fact  that  obstet- 
rics, gynecology  and  diseases  of  children  are  still  usually  combined 
in  one  examination  paper.  The  State,  said  Dr.  Edgar,  should 
require  a  definite  number  of  confinements  attended  by  candidates 
for  license  to  practise  before  they  are  admitted  to  examination. 
As  far  as  Dr.  Edgar  was  able  to  find  out  but  few  of  the  states 
make  such  a  requirement. 

Both  from  the  standpoint  of  the  obstetrician  and  from  that 
of  the  general  public.  Dr.  Edgar  was  still  optimistic  as  regards 
the  future  of  obstetrics.  There  has  been  and  there  is  deplorable 
work  in  obstetrics,  but  the  same  is  true  of  other  branches  of 
medicine. 

There  has  been  a  change  in  the  attitude  of  the  general  public 
during  the  past  five  or  six  years.  The  general  public  is  demand- 
ing better  obstetrics,  and  beginning  to  appreciate  their  own  and 
the  responsibilities  of  their  attendant. 

They  appreciate  the  fact  that  a  case  of  obstetrics  is  a  case  of 
surgery;  they  grasp  the  importance  of  unfavorable  symptoms; 
they  are  not  as  casual  as  heretofore;  the  prejudices  and  tradi- 
tions surrounding  obstetrics  are  passing  away  with  the  present 
generation.  Dr.  Edgar  thought  that  all  this  had  been  partly 
brought  about  by  the  movement  along  preventive  medicine,  as 
emphasized  by  the  work  in  the  prevention  of  tuberculosis;  in 
infant  mortality  and  child  welfare  conventions;  day  nurseries; 
popular  literature  in  magazines;  and  the  far  reaching  educational 
influences  of  the  newer  maternity  hospitals  with  teaching  staffs. 
It  was  quite  a  significant  fact  that  there  was  a  tendency  to 
establish  more  lying-in  charities  within  the  last  few  years. 
Within  the  last  few"  weeks,  he  understood,  that  there  were  two 
applications  before  the  State  Board  of  Charities  for  licenses  to 
establish  out-door  maternity  charities  in  the  city  of  New  York; 
in  one  application  the  privilege  was  asked  to  teach  students,  and 
in  the  other  to  teach  students  and  mid  wives  as  well.  The 
speaker  of  the  evening  had  only  referred  to  the  midwife  question, 
and  Dr.  Edgar  thought,  that  in  New  York  at  least  it  demanded 
serious  consideration. 

Dr.  Edgar  thought  the  problem  a  difficult  one.  He  was  in 
favor  of  the  abolition  of  the  midwife,  and  as  that  at  present  was 
not  practical,  then  the  next  best  thing  was  recognition,  training 
and  state  control.  We  have  been  doing  a  lot  of  talking  on  the 
subject  in  the  last  twenty  years  and  accomplished  practically 
nothing,  but  we  need  not  be  discouraged  when  we  remember 
that  the  London  Obstetrical  Society  and  the  British  Medical 
Association  worked  thirty  vears  before  the  Midwife  Bill  of  1902 
was  passed  to  cover  England  and  Wales. 

The  condition  is  deplorable  in  this  country;  thirty-three  of 
forty-nine  states  and  territories  have  no  laws  actually  restricting 
the  practice  of  the  midwife.      But  work  is  going  on  to  better  the 
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condition.  During  the  past  summer  one  society  interested  in 
the  matter  sent  its  secretary  abroad,  to  study  the  subject  and 
report  upon  the  same,  particularly  the  situation  in  England. 
Hardly  a  year  ago  a  School  for  Midwives  was  established  in 
connection  with  the  Bellevue  Obstetric  Service.  At  the  end  of 
six  months  eight  midwives  were  graduated.  Each  saw  sixty  to 
seventy  cases  of  confinement  and  personally  delivered  eight. 

Dr.  Edgar  said  he  had  found  out  that  the  midwives  themselves 
were  interested  in  this  educational  movement,  and  were  apprecia- 
tive of  the  fact  that  attempts  to  educate  them  were  under  way. 
Even  eight  educated  midwives  going  among  the  uneducated  ones 
would  cause  the  latter  to  appreciate  their  deficiencies.  In 
conclusion  Dr.  Edgar  said  that  in  teaching  students  he  was  in 
favor  of  what  might  be  termed  the  personal  equation.  He 
did  not  believe  that  a  teacher  of  obstetrics  should  hold  his 
position  who  gave  but  a  casual  attention  to  his  work.  He 
understood  there  were  institutions  where  so  much  work  was 
done  by  assistants,  that  the  students  scarcely  knew  the  head  of 
the  department  other  than  by  name.  Consequently,  Dr.  Edgar 
believed  in  what  were  known  as  obstetric  conferences. 

It  Avas  not  the  man  who  graduates  after  witnessing  twenty  to 
thirty  cases  of  confinement,  nor  the  graduate  from  a  large 
maternity  who  was  always  the  best  obstetrician,  but  the  one 
who  had  while  a  student  been  taught  to  think  out  the  why  and 
wherefore  of  what  he  saw — ^to  observe  intelligentl3^  Dr.  Edgar's 
plan  was  to  follow  ward  work  or  clinics  with  an  open-minded  and 
free  discussion  of  the  cases  seen  in  which  each  student  was  asked 
to  join,  and  to  discuss  and  criticize  diagnosis  treatment  and  so  on. 
As  a  result  of  these  conferences,  one  third  year  student  at 
Cornell  had  actually  proposed  a  simplified  method  of  geometric- 
ally obtaining  the  posterior  sagittal  conjugate  diameter  of  the 
pelvic  outlet,  following  the  teachings  of  Rudolph  Klein  of 
Munich. 

Another  suggested  a  much  simpler  apparatus  than  the  Draeger 
infant  pulmotor  for  the  resuscitating  of  the  asphyxiated  newly- 
born.  Both  this  method  and  apparatus  are  to  be  published  subse- 
quently by  the  students. 

Dr.  James  W.  Markoe  said  that  he  had  been  interested  in  the 
teaching  of  obstetrics  for  many  years  and  felt  that  it  would  be 
well  to  remember  that  no  further  back  than  1850,  Dr.  James  P. 
White  was  the  first  obstetrician  in  America  to  deliver  a  young 
Irish  girl  before  the  graduating  class  of  the  Medical  Department 
of  the  University  of  Buffalo.  This  greatly  pleased  the  students 
but  it  was  taken  up  by  the  profession  throughout  the  country 
and  raised  such  an  uproar  that  it  was  proposed  by  some  to  pass 
laws  forbidding  physicians  to  deliver  women  and  limit  the  prac- 
tice to  midwives. 

Within  the  past  twenty  years  there  undoubtedly  has  been  a 
great  improvement  in  the  methods  of  obstetric  teaching  but  the 
system  was  by  no  means  perfect.     He  did  not  believe  that  very 
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many  physicians  would  take  up  obstetrics  and  limit  themselves 
to  confinements  only,  because  the  dominant  feeling  of  to-day  is 
money  making  and  not  much  could  be  made  out  of  obstetrics 
alone.  He  agreed  with  Dr.  Williams  that  the  ideal  teacher  of 
obstetrics  was  a  man  who  was  thoroughly  trained,  not  only  in 
the  care  of  the  patients  but  also  was  familiar  with  the  laboratory 
side  of  the  case. 

Twenty-five  years  ago  Dr.  Clark  made  the  statement  that  the 
only  way  a  graduate  gained  his  obstetric  experience  was  from 
his  private  practice.  At  present  it  was  believed  that  the  best 
way  of  teaching  obstetrics  was  not  only  in  the  hospital  wards 
but  in  the  tenements  as  well.  In  the  last  twenty-two  years  the 
Lying-in  Hospital  had  cared  for  between  eighty  and  ninety 
thousand  women,  which  had  provided  instruction  for  some  six 
thousand  students  and  eight  hundred  internes.  On  looking  over 
the  records  of  the  hospital  he  found  that  an  in-door  House 
Surgeon  who  completed  the  four  months  service  cared  for 
approximately  three  hundred  confinements,  but  that  the  man 
who  received  the  most  satisfactory  training  was  the  House 
Surgeon  of  the  Out-door  service  where  in  six  months  he  had 
under  his  direct  supervision  some  fifteen  hundred  cases. 

In  regard  to  midwives,  the  Lying-in  Hospital  had  persistently 
endeavored  to  supplant  the  midwives  by  carefully  supervised 
medical  students  and  that  this  could  be  done  throughout  the 
country  by  increasing  the  number  of  just  such  lying-in  charities. 
He  did  not  believe  that  any  person  not  a  physician  should  be 
allowed  to  care  for  women  during  their  confinement  whose  only 
training  had  been  a  six  months'  course  of  instruction  with  but  ten 
or  twelve  cases  during  that  time.  He  believed  the  obstetrics 
should  be  elevated  to  the  same  plane  as  surgery  or  medicine  and 
that  the  granting  of  certificates  to  practice  medicine  to  any  but 
those  that  could  pass  the  examinations  required  for  the  title  of 
M.  D.,  was  a  mistake.  The  question  of  allowing  students  of 
medicine  to  act  in  cases  of  midwifery  had  been  very  carefully 
gone  into  and  decided  in  their  favor,  provided  proper  supervision 
was  maintained. 

The  same  question  was  before  the  profession  to-day  in  regard 
to  using  trained  nurses  as  anesthetists.  He  believed  that  this 
could  only  be  done  by  making  the  operator  or  some  competent 
physician  responsible,  or  better  yet,  to  induce  female  physicians 
to  take  up  this  line  of  work. 

Dr.  John  O.  Polak  said  he  agreed  with  Dr.  Cragin  and 
Dr.  Edgar  that  there  had  been  a  marked  improvement  in 
the  teaching  of  obstetrics  during  the  last  twenty  years.  As 
matters  stood  to-day  in  this  country  our  efforts  for  improve- 
ment should  be  along  two  lines,  viz.,  an  endeavor  to  turn  out 
students  who  were  competent  and  practical  enough  to  be  first 
class  male-midwives,  and  to  train  assistants  so  that  they  could 
improve  the  obstetric  teaching.  At  the  present  time  it  was 
verv  difhcult  to  turn  out  students  in  this  countrv  who  were  com- 
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petent  to  handle  women  in  confinement.  Every  one  who  had 
practised  in  the  large  cities,  was  impressed  with  the  fact  that 
many  men  were  incompetent  to  care  for  these  cases  no  matter 
from  what  school  they  came.  Two  important  factors  brought  this 
about,  (i)  the  subject  of  obstetrics  has  not  attained  the  high 
position  it  should  hold  and  (2)  the  remuneration  received  for 
obstetrical  services  was  inadequate.  The  young  practitioner 
who  is  getting  almost  nothing  for  the  care  of  an  obstetrical 
case,  unless  he  is  imbued  with  the  scientific  spirit,  is  very  apt 
to  become  careless  and  do  incompetent  work.  What  was 
then  the  safest  and  best  thing  to  do  today?  Many  of  these  men 
receiV'C  three  years  instruction  in  obstetrics;  they  are  shown 
how  to  confine  women,  and  they  are  sent  out  to  confine  women 
themselves,  under  the  instruction  of  a  resident  or  assistant,  yet 
the  average  graduate,  as  soon  as  he  gets  out  is  unsafe,  unless 
he  is  saved  by  his  conscience.  It  is  necessary  therefore,  first, 
to  develop  the  student  so  that  he  may  become  a  safe  physician ; 
second,  to  instruct  the  assistants  and  train  them  so  that  they 
may  be  successful  teachers.  These  two  points  in  conjunction 
with  an  increase  in  lying-in  charities  and  the  resulting  increase  in 
clinical  material  would  result  in  the  greatest  good. 

Dr.  Robert  L.  Dickinson  said  that  Dr.  William  had  not 
alluded  to  one  important  section  of  his  January  paper.  The  best 
stimulus  to  induce  strong  men  to  take  up  the  teaching  of  obstetrics 
would  be  its  bracketing  with  gynecology.  When  a  prominent  and 
successful  teacher  and  practitioner,  brought  here  from  Scotland 
by  way  of  Canada  to  hold  a  joint  chair  was  asked,  after  he  had 
had  time  to  get  well  under  way,  how  his  work  was  going,  he  ex- 
claimed, "I  enjoy  greatly  the  most  interesting  department  to 
teach  there  is  in  all  medicine — obstetrics.  But  I  make  my 
living  out  of  gynecology."  The  speaker  had  been  informed  that 
even  in  Germany,  where  the  Congresses  showed  so  broad  a  point 
of  view  in  such  splendid  symposia  on  obstetrical  subjects  by 
the  professors  at  the  head  of  the  conbined  departments,  these 
great  men  sometimes  exhibited  in  the  wards  an  ignorance  of 
detail  that  showed  that  they  left  most  of  the  midwifery  to  the 
assistants. 

The  surgeon  looks  down  upon  the  gynecologist  and  tries  to 
crowd  him  out.  The  gynecologist  looks  down  upon  the  obstet- 
rician. The  student  will  never  get  good  obstetric  teaching 
until  the  obstetrician  is  both  gynecologist  and  surgeon  in  his 
training,  his  opportunities  and  his  fees.  Poor  pay  means  cheap 
workmanship.  Enthusiasm  provides  a  few  strong  men  at 
small  salaries,  but  these  must  always  be  the  exceptions.  There- 
fore, to  the  speaker's  way  of  thinking  the  only  practical  way  of 
radically  bettering  obstetrics  and  obstetric  teaching  was  the 
combination  of  the  obstetrical  gynecologist  or  the  gynecological 
obstetrician.  At  Brookl^-n  Hospital  the  two 'departments  had 
been  combined  in  the  following  manner.  The  chief,  who  had 
come  into  gynecology  through  the  door  of  obstetrics,  but    up  a 
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surgical  staircase,  was  senior  over  both.  The  personnel  of  the  two 
departments  would  change  places  on  the  first  of  January  of  each 
year.  Thereby  the  Visiting,  the  Associates,  the  Clinical 
Assistants,  and  the  Dispensary  Staff,  would,  it  was  hoped,  all  be 
better  obstetricians  and  better  g^Tiecologists. 

Dr.  George  P.  Shears  was  inclined  to  agree  with  those 
who  regarded  Professor  Williams  a  being  too  pessimistic.  It 
had  recently  been  his  prilivege  to  examine  forty  candidates  for 
the  position  of  interne  at  the  City  Maternity  and  he  had  been 
suprised  at  the  good  showing  which  they  made. 

By  what  method  of  psycho-analysis  did  Dr.  Williams  discover 
the  motives  of  these  who  took  up  obstetrical  teaching?  Certainly 
the  fees  were  less  than  in  surgery  or  gy"necolog\'.  The  re- 
sponsibility of  the  obstetrical  operator  is  greater  than  that  of 
other  operators  because  he  holds  in  his  hands  the  fate  of  two 
lives.  What  led  Dr.  Shears  to  take  up  obstetrics  was  that  he 
believed  it  to  be  the  highest  and  finest  of  all  branches  of  medicine. 

As  to  the  surgical  tendency  in  obstetrics,  the  obstetrical 
teacher  ought  to  be  qualified  in  surgery,  but  the  man  who 
thought  surgery  the  most  important  thing  was  as  a  rule  weak 
in  subjects  purely  obstetrical,  for  instance,  the  forceps  operation. 

The  surgical  tendency  in  obstetrics  had  not  always  been 
productive  of  good.  Curetage  for  puerperal  infection  had  done 
incalculable  harm.  New  operations  were  dropped  almost  as 
fast  as  they  were  taken  up.  A  thorough  knowledge  of  the 
use  of  the  axis-traction  forceps  would  save  more  fetal  lives  in 
one  year  than  would  the  various  cutting  operations  in  a  decade. 

With  reference  to  what  Dr.  Williams  had  said  about  obstetrical 
teaching  in  Germany  it  is  true  that  with  State  endowments  they 
have  advantages  which  we  do  not  have  here.  Nevertheless 
in  our  own  country  in  w^hich  the  first  Cesarean  Section  and  the 
first  ovariotomy  were  done  there  is  no  reason  for  despair  as  to 
the  future   of  obstetrical   teaching. 

Dr.  J.  Whitridge  Williams,  closing  the  discussion,  said  that 
he  was  sorry  that  he  gave  the  impression  that  he  was  pessimistic 
because  he  was  not ;  but  he  was  more  or  less  a  skeptic.  He  realized 
what  had  been  accomplished  during  the  past  twenty-five  years 
and  he  was  somewhat  skeptical  about  the  future.  He  had,  how- 
ever, great  hopes  for  the  future ;  they  had  done  much  in  the  past 
and  they  would  do  more  in  the  future.  He  wanted  to  see  things 
developed  in  this  country-  along  proper  lines.  Develop  obstetrics, 
teach  obstetrics  and  combine  surgerv^  with  obstetrics,  and 
science  with  both  of  them.  He  could  not  but  feel  that  a  man 
could  not  be  a  competent  teacher  of  obstetrics  who  was  a  gen- 
eral practitioner.  He  might  be  a  first  rate  operator  but  he  could 
not  face  the  subject  from  a  scientific  aspect  for  he  had  no  time 
to  develop  and  place  the  true  scientific  subject  on  its  proper 
basis.  What  they  had  to  do  in  the  conduct  of  this  work  was 
to  educate  the  trustees  of  the  University  that  obstetrics  was 
an  important  branch  of  medicine  and  what  thev  wanted  were 
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men  who  had  the  goods  on  them  and  who  could  deliver  them 
as  teachers  of  obstetrics.  They  could  not  well  combine  practis- 
ing medicine  and  teaching  obstetrics ;  a  man  who  w^as  an  ideal 
teacher  made  less  money  than  if  he  devoted  himself  to  practising. 
These  men  should  have  a  good  salary;  they  must  have  a  good 
salary  in  order  to  be  able  to  properly  raise  their  families  in 
moderate  comfort.  They  should  not  expect  a  man  with  a 
good  reputation  to  take  a  professorial  position  unless  he  was 
paid  a  fair  salary  which  was  in  proper  proportion  with  the 
salaries  paid  to  professors  of  the  other  branches  of  medicine. 

What  they  should  first  attempt  to  do  was  to  educate  the 
board  of  trustess  and  that  would  come  in  time. 

With  regard  to  midwives,  they  could  not  properly  be  trained 
in  four  months.  He  had  followed  them  abroad  in  Germany 
and  in  France  and  he  was  told  there  that  they  w^ere  failures.  The 
only  thing  to  do  was  to  get  rid  of  them  gradually  by  means  of 
a  marked  extension  of  the  out-door  medical  charities.  They 
must  face  the  question  of  medical  socialism.  The  first  proposi- 
tion was  to  take  care  of  all  the  people  who  could  not  afford  to 
obtain  proper  medical  attention.  The  rich  man  got  what  he 
paid  for  and  because  he  paid  for  attention;  the  poor  man  got 
it  because  someone  else  paid  for  the  attention  given  him ;  but 
the  middle  man  who  could  only  pay  a  little  for  attention  as 
a  rule  got  what  was  bad.  How  to  care  for  these  latter  people 
he  did  not  know  except  -it  be  at  out-door  obstetric  charities, 
or  lying-in  hospitals;  these  would  apply  to  husbands  w^ho  were 
making  say  five  hundred  dollars  a  year  and  who  with  this  small 
amount  had  to  support  families. 


SECTION  ON  OBSTETRICS  AND  GYNECOLOGY. 

Meeting  of  May  23,  191 2. 
Franklin  A.  Dorman,  M.  D.,  in  the  Chair. 

INTRAMURAL   ABSCESS   OF   THE   PUERPERAL   UTERUS.   INTRA- 
PERITONEAL  RUPTURE.   HYSTERECTOMY   AND   RECOVERY. 

Dr.  Anthony  Hart  Harrigan  reported  this  case.  The 
patient  was  a  woman  who  had  given  birth  to  a  child  four  days 
previous  to  her  admission  to  the  hospital.  She  had  had  a  severe 
chill,  fever,  pain  in  the  lower  abdomen,  cough  and  a  bloody  ill- 
smelling  lochial  discharge.  The  uterus  was  enlarged  and  boggy, 
reaching  to  a  level  half-way  between  the  umbilicus  and  the 
symphysis.  There  was  moderate  tenderness  over  the  fundus, 
but  no  rigidity.  The  skin  was  mottled,  pale,  and  anemic.  The 
cervix  was  soft  and  dilated  about  three  lingers;  the  foul  dis- 
charge contained  clots  and  small  pieces  of  necrotic  placenta. 
Upon  opening  the  peritoneal  cavity  a  large  mass  was  found 
consisting  of  uterus  and  adherent  sigmoid  colon  occupying  most 
of  the  pelvis.     On  stripping  the  sigmoid  colon,  a  large  abscess 
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with  necrotic  wall  was  found  on  the  posterior  wall  of  the  uterus, 
which  had  ruptured  into  the  parametric  tissues.  The  tubes  and 
broad  ligaments  were  clamped  and  cut  at  the  ovarian  ends. 
The  ovaries  were  normal.  The  uterus  was  completely  removed, 
leaving  a  cervical  stump.  The  peritoneum  over  the  uterus  was 
necrotic  and  friable  and  much  hemorrhage  occurred,  especially 
at  the  site  of  the  left  uterine  artery.  The  peritoneum  was  sewn 
with  chromic  catgut  over  the  cervical  stump.  There  was  no 
drainage.  Although  there  was  free  discharge  of  pus  from  the 
wound,  the  patient  finally  made  a  good  recovery. 

The  report  of  the  pathologist  showed  that  the  uterus  meas- 
ured 6X8X13  cm.  It  weighed  250  grams.  The  walls  were 
thickened  and  on  the  anterior  surface,  the  entire  left  side  was 
replaced  by  a  large  necrotic  mass.  The  left  ovary  and  tube 
were  adherent  to  the  mass  posteriorly.  The  mass  did  not  show 
any  connection  with  the  endometrium.  Microscopically  the 
section  showed  a  large  area  of  complete  necrosis.  The  muscle 
cells  showed  extensive  round  cell  infiltration  and  well-marked 
cloudy  swelling.  Two  small  areas  of  focal  necrosis  were  found  be- 
tween the  muscle  fibers.  The  blood-vessels  w^ere  markedly  con- 
gested. There  was  a  moderate  amount  of  new  formed  fibrous 
tissue  throughout  the  section. 

Dr.  F.  a.  Dormax  had  not  seen  more  than  one  case  of  that 
type  and  that  one  Dr.  Boldt  operated  upon.  Dr.  Dorman  asked 
Dr.  Harrigan  what  was  the  temperature  and  if  any  cultures 
had  been  taken. 

Dr.  Harrigan  replied  that  the  temperature  ranged  between 
99  and  103.2  F.     Cultures  were  not  taken. 

PARTIAL    EXCISION    OF    THE    BLADDER    FOR    CARCINOMA. 

Dr.  Robert  T.  Morris  reported  the  case  of  a  patient  about 
fifty  years  old  with  much  blood  and  pus  in  the  urine.  Dr.  H. 
D.  Furniss  made  the  cystoscopic  examination  and  discovered  a 
growth  and  the  question  at  once  arose  what  should  be  done.  It 
was  finally  decided  to  open  the  abdomen ;  the  bladder  was  drawn 
out  and  split  in  half;  the  right  ureter  was  transplanted;  now  the 
patient  had  a  sausage-like  bladder  with  a  transplanted  ureter. 
The  patient  was  a  woman,  had  a  capacity  of  5  ounces  and  could 
retain  her  urine  2  hours. 

ECTOPIC    GESTATION    IX    AN    ANOMALOUS    TUBE. 

Dr.  M.  M.  Stark  reported  the  case  of  a  patient,  twenty- 
seven  years  old,  who  had  a  child  two  years  ago,  with  an  instrumen- 
tal delivery.  Her  puerperium  was  uneventful.  Her  menses  had 
since  been  regular  and  normal.  Three  weeks  after  her  regular 
menstruation,  on  April  13,  she  began  to  bleed.  She  had  no 
unusual  discomfort.  On  April  21  she  had  a  very  severe  attack 
of  pain  in  the  epigastrium;  after  being  in  bed  a  few  hours  she 
felt  as  well  as  ever.  A  mass  was  discovered  which  was  of  the  size 
of  the  specimen  presented.     Three  days  later,  on  April  24,  she 

9 


470    TRANSACTIONS    OF    THE    NEW    YOKK   ACADEMY    OF    MEDICINE. 

had  very  sharp  and  severe  pains,  was  in  a  condition  of  collapse, 
had  abdominal  discomfort,  rectal  tenesmus  and  the  abdomen 
became  much  distended.  A  diagnosis  was  made  of  an  ectopic 
gestation  and  she  was  at  once  operated  upon,  the  usual  operation 
being  performed.  The  source  of  her  trouble  was  on  the  left  side; 
the  ovary  on  the  opposite  side  was  removed.  A  diagram  of  the 
specimen  was  presented  which  showed  the  ectopic  gestation  in 
an  anomalous  tube.     The  ostium  was  patulous. 

THE  RELATION  OF  ATHLETICS  TO  THE  REPRODUCTIVE  LIFE 
OF  WOMEN.* 

Dr.  Angenette  Parry  read  this  paper. 
DlSCUSSION.f 

Dr.  C.  Ward  Crampton,  Director  of  Physical  Training  and 
Secretary  of  the  Public  School's  Athletic  League,  said  that  inas- 
much as  the  Department  of  Education  had  to  do  with  350,000 
girls  and  young  women  it  had  studied  the  matter  of  athletics 
^vith  much  care.  The  physical  and  social  differences  between 
boys  and  girls  were  recognized  to  be  of  paramount  importance 
in  determining  what  exercises  should  be  given  to  girls,  and  the 
endeavor  to  adapt  boy's  athletics  for  girls  had  been  definitely 
abandoned.  The  strenuous  athletic  competition  in  which  boys 
naturally  indulged  fitted  them  for  the  strenuous  masculine  life; 
the  life  of  women  was  entirely  different,  and,  therefore,  the 
physical  activities  in  which  girls  would  naturally  indulge  under 
normal  circumstances  were  taken  to  be  the  guide  for  this  impor- 
tant practice.  It  was  early  determined  that  such  things  as 
folk  dances  fulfilled  the  conditions  imposed  by  girlhood  better 
than  any  other  procedure.  These  provided  vigorous  exercise, 
happy  recreation,  and  trained  girls  to  be  graceful  as  well.  Since 
these  dances  were  primarily  of  the  peasant  type,  the  movements 
were  vigorous,  involving  the  larger  muscles  of  the  body.  The 
rhythmic  jar  involved  was  mild  enough  not  to  damage  the 
various  sustentacular  abdominal  ligaments,  but  just  sufficient  to 
strengthen  them  materially.  These  two  results  he  deemed  to  be  of 
paramount  importance.  The  weak,  flabby  abdominal  muscles 
of  the  women  of  )^esterday  and  perhaps  of  those  of  today  did  not 
support  the  abdominal  contents.  The  carefully  guarded  life 
of  civilized  women  weakened  their  natural  abdominal  supports. 
The  wearing  of  corsets  provided  an  artificial  support,  splinted 
the  abdominal  wall  and  relieved  the  anatomical  structure  of 
much  of  its  responsibility.  The  results  were  weak  abdominal 
ligaments,  general  visceral  ptosis,  and  constipation,  with  their 
train  of  gynecological  and  toxic  disturbances.  This  condition, 
the  use  of  the  folk  dances  tended  to  eliminate,  not  only  during 
school  practice  but  during  future  life.     The  combative  element 

*For  original  article,  see  page  341. 

t  The  remainder  on  Dr.  Parry's  paper  was  unavoidably  omitted  by  the  sten- 
ographer present  at  the  meeting. 
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SO  prominent  in  the  boy's  basket  ball  game  had  been  robbed  of 
its  characteristic  violent  personal  contact  in  its  adaptation  for 
girls.  Other  games  of  similarly  appropriate  nature  had  been 
introduced  and  the  team  element  with  the  emphasis  on  coopera- 
tion had  been  made  prominent.  Girls  liked  to  run  and  jump 
in  imitation  of  their  stronger  brothers  and  it  was  deemed  proper 
that  they  should  be  able  to  do  something  of  this  form  of  athletic 
work.  Individual  competition  had  been  discarded  as  he  did  not 
desire  the  girl  to  bear  the  almost  hysterical  responsibilitv  in- 
volved in  running  a  hundred  yard  dash  for  the  purpose  of  winning 
a  championship,  nor  did  he  desire  her  to  subject  herself  to  the 
tremendous  jar  involved  in  a  running  broad  jump.  Thev  rather 
encouraged  long  walking  trips  into  the  country  and  preferred 
to  train  girls  to  swim  well.  He  did  not  believe  that  violent  and 
dangerous  feats  should  be  introduced  into  the  public  schools.  If 
they  desired  to  train  their  young  women  into  athletes  this  might 
be  appropriate.  It  was  no  doubt  very  well  for  students  in  the 
normals  schools  to  compete  in  such  manner,  but  until  they  had 
to  develop  their  young  women  to  a  physical  resistance  com- 
parable to  that  of  the  trained  masculine  athlete,  they  should  not 
subject  them  to  any  such  strain.  It  was  more  important  to  train 
young  women  to  be  vigorous  and  somatically  sound  than  to  train 
them  to  do  unusual  and  strenuous  athletic  feats. 


REVIEW. 


Duodenal  Ulcer.     By   B.   G.   A.   Moyxihax,   M.   S.    (Lond.), 
F.  R.  C.  S.,  Senior  Assistant  Surgeon  at  Leeds  General  Infirm- 
ary,   England.     Second   edition,    enlarged.      Illustrated,     pp. 
486.     Philadelphia  and  London:  W.    B.  Saunders  Company, 
191 2.     Cloth,  S5.00.     Half  Morocco,  S6.50. 
This  volume  presents  a  clear  exposition  of  the  history,  pathol- 
ogy, symptoms,  diagnosis,  prognosis  and  treatment  of  duodenal 
ulcer,  a  comparatively  common  and  important  condition  of  which 
our  practical  knowledge  in  the  living  dates  back  only  about  a 
dozen  years  and  is  due  largely  to  the  labors  of  the  author  of 
this   book.     He   has   clearly   shown   that    symptoms   the   older 
physicians  believed  to  be  due  to  derangement  of  the  functions 
of  the  stomach,  as  hyperchlorhydria,  or  neuroses  with  "hunger 
pains,"  are  really  due  to  organic  disease  and  that  of  the  various 
forms  of  this  organic  disease  duodenal  ulcer  stands  out  the  most 
clearly.     The  operative  treatment,  which  has  proved  to  be  so 
wonderfully    successful    in    its    author's    hands,    is    admirably 
described  and  illustrated.     A  detailed  statement  is  given  of  the 
symptoms  and  results  in  350  cases  operated  upon  by  the  author. 
The  more  important  changes  noted  in  this  second  edition  have 
to   do   with    the   differential    diagnosis    of   duodenal   ulcer   and 
:t-ray  examinations  of  the  stomach  after  a  bismuth  meal.     The 
book  is  one  that  must  be  read  by  every  one  who  wishes  to  keep 
abreast  of  the  advances  in  the  surgery  of  the  abdomen. 
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OBSTETRICS. 


Death  of  the  Child  due  to  Rupture  of  Umbilical  Vessels  during 
Labor. — H.  Williamson  {Jour.  Obst.&Gyn.  Brit.  Emp.,  i9i2,xxi, 
203)  says  that  the  essential  anatomical  feature  of  a  velamentous 
placenta  is  the  termination  of  the  cord  at  some  distance  from  the 
placental  margin,  the  vessels  diverging  from  one  another  and 
running  over  the  chorion  laeve  for  a  greater  or  less  distance.  The 
writer  records  a  case  in  which  the  umbilical  artery  which  rup- 
tured was  not  a  vasa  previa,  and  the  branch  of  the  umbilical 
vein  which  corresponds  to  the  ruptured  artery  was  thrombosed 
throughout  the  greater  part  of  its  length.  In  cases  of  this  type 
the  diagnosis  can  be  made  early  in  labor  if  pulsating  vessels 
are  felt  running  across  the  presenting  pole  of  the  bag  of  mem- 
branes. After  bleeding  has  commenced  the  condition  is  usually 
mistaken  for  placenta  previa  or  accidental  hemorrhage;  in  one 
or  two  instances,  however,  suspicion  has  been  aroused  because, 
in  spite  of  severe  bleeding,  the  mother  showed  none  of  the  signs 
or  symptoms  of  hemorrhage.  Williamson  suggests  the  possibility 
of  confirming  the  diagnosis  in  such  cases  by  microscopical  ex- 
amination of  a  film  of  blood,  the  demonstration  of  nucleated  red 
corpuscles  would  prove  that  the  child  was  bleeding.  When  diag- 
nosed early  in  labor,  the  best  chance  of  saving  the  life  of  the 
child  lies  in  Cesarean  section  or  in  vaginal  section,  but  when  the 
vessel  has  once  ruptured  the  life  of  the  child  is  so  precarious 
that  it  does  not  seem  justifiable  to  subject  the  mother  to  the  risk 
of  operation. 

Thyroid  Disease  in  Pregnancy  and  Parturition. — E.  P.  Davis 
(Amer.  Jour.  Med.  Set.,  191 2,  cxliii,  815)  reports  four  cases  of 
this  class.  He  says  that  in  examining  cases  of  pregnancy, 
the  condition  of  the  thyroid  gland  should  receive  attention.  If 
this  be  manifestly  enlarged  or  altered  the  patient's  nitrogenous 
metabolism  should  be  closely  watched,  and  if  evidences  of  lack 
of  thyroid  secretion  be  found,  the  active  principle  of  the  glands 
should  be  administered,  best  in  small  doses,  i  grain  three  times 
a  day,  continued  for  from  four  to  seven  months.  Our  most 
reliable  methods  of  ascertaining  the  patient's  condition,  are 
nitrogen  partition  of  the  urine  and  the  clinical  study  of  the  condi- 
tion of  the  circulation.  Pulse  tension  varies  so  greatly  that  it  isnot 
a  constant  and  reliable  factor  in  diagnosis.  -The  wishes  of  the 
parents  should  be  carefully  ascertained  regarding  the  life  of  the 
child,  and  the  situation  clearly  explained  to  them.  Where  chil- 
dren have  been  lost  in  previous  pregnancies,  and  the  parents 
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are  desirous  of  offspring,  all  possible  means  should  be  used 
to  continue  the  pregnancy,  without  undue  risk  to  the  mother. 
If  there  is  a  history  of  enlargement  of  the  thyroid  during  labor, 
with  the  development  of  unfavorable  mechanism  and  loss  of  the 
child  through  birth  pressure,  elective  Cesarean  section  before 
labor  should  be  selected.  Xo  case  should  be  considered  as  con- 
valescent, or  receiving  adequate  attention,  in  which  the  patient 
after  recovery  from  parturition  does  not  seek  surgical  advice 
and  treatment  to  permanently  remedy  the  th^Toid  condition. 
The  induction  of  labor  in  these  cases  is  seldom  indicated  as  it  is 
too  slow  and  uncertain.  The  pressure  of  elastic  bags  increases 
the  mother's  nervous  disturbance,  and  delivery  of  the  child  through 
a  partially  dilated  birth  canal  exposes  it  to  additional  risk. 
In  cases  where  degeneration  of  the  thyroid  gland  does  not  seem 
to  be  present,  but  an  increased  secretion  of  thyroid  material  is 
formed,  absolute  rest  and  milk  diet,  sedatives,  and  the  application 
of  ice  over  the  gland,  should  be  immediately  employed,  with  the 
hope  of  improvement  until  the  child  can  become  viable.  As 
reported  cases  show,  it  is  sometimes  possible  to  check  the  thy- 
roid activity  by  this  means,  and  to  bring  the  patient  to  a  safe 
and  spontaneous  termination  of  pregnancy. 

Enlargement  of  the  Pelvis  During  Pregnancy. — H.  Loeschcke, 
(Arch./.  Gyn.,  Bd.xcvi,  H.  3)  presents  the  results  of  an  investi- 
gation undertaken  for  the  purpose  of  determining  whether  the 
pelvis  undergoes  changes  during  pregnancy  and  labor,  whether 
it  constitutes  a  rigid,  bony  girdle  or  whether  and  to  what  degree 
it  is  capable  of  dilatation  during  labor.  The  preliminary  obser- 
vations deal  with  the  question  of  a  relaxation  in  the  symphysis 
and  the  possibility  of  joint  formation  in  this  organ.  He  then 
considers  the  question  of  the  degree  of  pelvic  enlargement  and 
that  of  a  general  involvement  of  the  entire  osseous  system  during 
pregnancy.  Loeschcke  claims  that  no  actual  diaphysis  exists  at 
the  symphysis  and  that  this  is  normally  without  any  cleft.  The 
static  relations  of  the  pelvis  vary  in  children  and  adults  and 
the  symph3"sis  of  the  adult  is  subjected  to  a  relative  and  well 
marked  increase  in  pressure  greater  than  that  of  the  child .  If  clefts 
appear  in  the  symphysis  they  must  be  divided  into  two  va- 
rieties, the  first  of  which  are  the  result  of  a  degeneration  of  the 
articular  disc,  appear  in  adults  of  both  sexes  with  an  equal  fre- 
quency and  are  limited  to  this  structure.  Traumatic  cleft  for- 
mations on  the  other  hand  are  present  only  in  women  who  have 
borne  children  and  are  not  limited  by  any  anatomic  boundaries 
and  result  from  trauma  during  labor.  The  author  finds  that 
during  labor  the  symphysis  is  subject  to  well-marked  stretching 
and  that  the  increase  in  the  pelvic  inlet  may  amount  to  several 
square  centimeters.  The  sacroiliac  synchondrosis  assumes 
the  role  of  a  joint  during  labor.  In  every  pregnancy  a  permanent 
increase  of  the  pelvis  results  from  new  growth  of  the  bones.  In 
multipara,  cases  were  observed  where  the  increase  at  the  sym- 
physis amounted  to  more  than  two  centimeters  which  provided 
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for  an  enlargement  of  the  pelvic  inlet  of  at  least  fifteen  square 
centimeters.  A  similar  increase  may  also  be  demonstrated  in 
the  sacroiliac  articulations,  which  aids  in  the  increase  in  size 
referred  to.  Loeschcke  believes  that  the  growth  of  the  pelvic 
bones  during  pregnancy  is  part  of  a  stimulus  which  involv^es  the 
entire  osseous  system  and  results  from  internal  secretory  proc- 
esses developed  in  the  ovaries,  the  thyroid  and  the  hypophysis. 

Labor  in  Aged  Primiparae. — H.  Fourdinier  {Jour,  des  sci.  mcd. 
de  Lille,  June  8  and  15,  1912)  gives  his  experience  in  the  re- 
sults of  labor  in  primiparae  of  advanced  age.  Labor  has  always 
been  considered  to  be  unusually  difficult  and  dangerous  and  a 
bad  prognosis  has  been  given.  The  author  gives  the  results  of 
observations  of  primiparae  from  the  age  of  thirty  years  to  forty-six 
years  at  the  St.  Anne  Maternity.  Out  of  10,000  women  in  labor 
237  were  between  thirty  and  forty-six  years  of  age;  there  were 
234  simple  and  twenty-three  twin  pregnancies.  Out  of  these, 
221  were  head  presentations,  seven  breech,  and  four  shoulder. 
In  172  primiparae  from  thirty  to  thirt3^-five  3"ears  of  age,  76  per 
cent,  were  normal,  twenty-four  terminated  artificially,  the  aver- 
age duration  being  sixteen  hours.  There  were  sixty-five  women 
between  thirty-six  and  forty-six  years  of  age,  of  whom  thirty- 
six  were  delivered  spontaneously  and  twenty-nine  artificially. 
Of  the  twenty-nine  who  were  delivered  artificially  the  duration 
was  thirty-two  hours  on  the  average.  The  mortality  in  this 
series  was  1.53  per  cent,  for  the  mother  and  15  per  cent,  for  the 
child.  The  author  concludes  that  of  100  primiparae  of  advanced 
age  three-quarters  will  be  delivered  normally,  after  a  relatively 
short  labor;  but  the  other  fourth  will  be  exposed  to  the  dangers 
of  a  long  and  laborious  delivery.  The  cause  seems  to  be  a  rigidity 
of  the  soft  parts,  causing  resistance  to  the  contractions,  and 
a  degeneration  of  the  muscular  fibers  of  the  uterus  itself,  which 
renders  the  contractions  less  forcible  than  normal. 

Treatment  of  Retained  Membranes. — P.  Roeder  (Monatsschr. 
f.  Geb.  u.  Gyn.,  June,  191 2)  has  studied  the  material  from  the 
Alexandria  Institution  for  women  in  St.  Petersburg,  included  in 
a  period  of  fifty  years.  Retention  of  the  membranes  occurred 
in  1476  out  of  13,986  labors,  that  is,  in  10.55  per  cent,  of  all  cases. 
As  the  result  of  careful  observations  during  the  subsequent 
puerperium,  Roeder  finds  that  the  morbidity  percentage  was 
13.46  per  cent,  with  conservative  treatment,  20  per  cent,  in 
cases  cleaned  out  postpartum  and  78  per  cent,  in  cases  cleared 
out  during  the  puerperium  on  account  of  the  presence  of  fever. 
Moreover,  serious  results  in  the  conservative  treatment  were 
observed  in  only  i.i  per  cent,  of  all  the  cases,  whereas  this  was 
increased  to  26.5  per  cent,  where  active  treatment  had  been 
employed.  The  mortality  with  active  treatment  was  found  to 
be  over  fifteen  times  greater  than  with  the  con3ervative  and  for 
this  reason,  the  writer  strongly  advises  against  any  intrauterine 
interference  in  cases  where  the  membranes  have  been  retained. 
The  only  exception  is  in  those  cases  where  serious  hemorrhage  is 
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present.  Stress  is  laid  on  the  prophylactic  treatment,  allowing 
sufficient  time  for  the  expulsion  of  the  placenta  and  avoiding 
massage  of  the  uterus  after  labor  except  in  the  presence  of 
distinct  indications. 

GYNECOLOGY  AND  ABDOMINAL  SURGERY 

Effect  of  the  Roentgen  Rays  on  the  Anatomical  Structure  of  the 
Uterus  and  Ovaries. — R.  Meyer  {Zcnt.f.  Gyn.,  April  27,  1912)  finds 
that  in  six  cases  of  myomata  of  the  uterus  in  women  of  from 
forty-three  to  fifty  years,  the  treatment  with  the  r-rays  had 
had  no  effect  on  the  uterine  hemorrhages.  Notwithstanding  this, 
the  histological  structure  of  the  tumors  was  found  changed, 
including  a  marked  atrophy  of  the  myoma  cells,  with  sclerosis 
and  moderate  hyaline  degeneration  of  the  fibrillae.  In  addition, 
the  vessels,  especially  in  the  outer  portions  of  the  wall,  were 
markedly  sclerosed.  The  changes  in  the  ovaries  were  less  marked, 
consisting  in  degeneration  of  the  cells  and  a  few  follicles,  a  change 
which  may,  however,  be  an  accompaniment  of  the  particular 
period  of  life  in  the  women  examined.  Notwithstanding  the 
apparently  elective  action  of  the  x-rays  on  the  structure  of  the 
myomata,  the  hemorrhage  was  not  affected,  because  other 
unknown  etiological  factors  were  probably  concerned.  The 
author  is  very  sceptical  regarding  the  effect  of  the  .v-rays  on 
the  ovarian  tissues  as  a  therapeutic  possibility  in  the  treatment 
of  uterine  hemorrhage. 

Transplantation  of  the  Ovary. — E.  Engel  {Berl.  klin.  Woch. 
May  20,  1 91 2)  in  discussing  the  treatment  of  artificial  menopause 
symptoms,  reports  a  case  in  which  these  practically  disappeared 
after  this  operation.  The  patient,  a  woman  of  twenty-seven, 
never  pregnant,  had  had  both  ovaries  removed,  together  with  a 
supravaginal  amputation  of  the  uterus.  Severe  climacteric 
symptoms  followed,  for  the  relief  of  which  a  healthy  human  ovary 
was  implantated  by  the  vaginal  route  in  the  stump  of  the  uterus. 
The  patient's  symptoms  gradually  subsided  and  she  is  stated  to 
have  made  a  complete  recovery. 

Histological  changes  in  the  Uterus  Following  the  use  of  Oxytoxic 
Substances. — F.  La  Torre,  (Gyn.  Rund.  Bd.  vi,  H.  10)  presents 
the  results  of  his  observations  on  100  dogs  in  which  he  employed 
the  following  substances :  dialysed  ergotin,  hydrastinin,  stypticin, 
viburum,  metranodin  and  gelatin.  The  main  point  in  his  ex- 
periments was  to  determine  whether  these  substances  produced 
any  anatomic  effect  in  the  uterus,  based  on  careful  examination 
of  microscopical  sections.  The  ergotin  was  found  to  affect  all 
the  muscular  elements  and  produced  contraction  or  retraction 
in  a  centrifugal  direction,  including  the  tetanization  of  the  same 
and  dilatation  of  the  uterine  cavity  and  the  lumen  of  the  vessels. 
Stypticin  manifested  its  effects  almost  exclusively  on  the  muscular 
elements  of  the  vessels  and  effected  a  contraction  of  the  vessels 
with  a  more  or  less  complete  occlusion  of  their  lumen.  These 
varied  effects  produced  the  same  therapeutic  result,  although 
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the  mechanism  is  dififerent.  Moreover,  the  ergotin  interferes 
with  the  flow  of  the  blood  to  the  mucous  membrane  by  con- 
tracting the  vessels  which  run  through  the  inner  muscular  layer, 
whereas  the  stypticin  accomplishes  this  same  result  by  a  more 
or  less  complete  closure  of  the  larger  vessels.  It  is  also  interest- 
ing to  note  that  ergotin  exerts  a  stronger  action  on  the  muscle 
fibers  if  these  have  become  changed,  either  by  pregnancy  or  any 
other  process  resulting  in  hypertrophy,  while  the  muscle  fibers 
of  the  uterus  in  its  quiescent  stage  are  very  little  affected.  The 
stypticin  on  the  other  hand,  manifests  its  effects  only  on  the 
vessels,  independent  of  the  condition  in  which  the  uterus  may  be. 
From  this  it  seems  to  follow  that  in  any  hypertrophic  conditions 
of  the  muscular  elements  of  the  uterus,  ergotin  will  give  good 
results  if  the  administration  is  not  too  prolonged,  while  stypticin 
will  be  followed  by  good  effects  where  the  muscular  fibers  are 
normal.  Hydrastinin,  viburnum  and  gelatin  produce  very  slight 
and  noncharacteristic  changes  and  seem  to  be  of  little  practical 
value.  Hydrastinin  and  viburnum  do,  however,  bring  about 
some  contraction  of  the  uterine  tissues  but  gelatin  seems  to  have 
no  effect  in  this  direction.  Metranodin,  which  is  a  fluid  mix- 
ture of  hydrastis,  viburnum,  dialysed  ergot  and  cannabis  indica, 
is  claimed  by  the  wTiter  to  unite  the  effects  of  ergot,  viburnum 
and  hydrastis,  and  brings  about  a  slight  reduction  of  the  mus- 
cular mass  and  especially  of  the  inner  layers,  so  that  the  blood 
does  not  reach  the  mucous  membrane.  There  anatomical 
findings  are  claimed  to  be  supported  by  clinical  observations  in 
dysmenorrhea  and  metrorrhagia. 

Sacral  Anesthesia. — Filippo  Ambrosini  {Ann.  di  ostet.  et  gin., 
May  31,  191 2)  advocates  the  use  of  sacral  anesthesia  in  all 
operations  undertaken  on  the  vagina  or  perineum,  and  in  many 
on  the  cervix.  He  believes  this  method  more  practical  than 
lumbar  anesthesia,  because  the  entrance  of  the  needle  is  below 
the  nerve  roots  and  injury  to  the  fibers,  causing  temporary 
paralysis,  cannot  take  place.  If  the  patient  be  kept  in  an  up- 
right position  after  the  injection,  the  action  of  the  injected  drug 
can  be  limited  to  the  parts  desired,  the  liquid  remaining  outside 
the  membranes  and  not  passing  upward  in  the  spinal  canal.  The 
injection  can  be  made  wnth  the  patient  in  the  sitting  posture,  the 
head  and  trunk  being  flexed.  Stockel  used  sacral  injections  in 
141  pregnant  women,  with  negative  results  in  18,  doubtful  in  11, 
and  excellent  in  1 11 .  The  author  made  use  of  sacral  anesthesia 
only  in  gynecological  cases;  he  made  a  solution  of  bicarbonate 
of  soda  and  chloride  of  soda  in  distilled  water,  into  which  he 
put,  just  before  injecting  the  solution,  the  prescribed  amount  of 
novocaine.  He  reports  fifty  cases,  mostly  vaginal,  seven  being 
Adams-Alexander  operations.  The  pain  of  the  injection  is 
quite  endurable  by  the  patient.  The  first  region  to  become 
anesthetic  is  the  anus,  then  the  labia  majora,  anterior  and  pos- 
terior walls  of  the  vagina,  cervix  and  mons  veneris.  There  are 
frequent  anomalies  in  the  method  of  extension  of  the  anesthesia. 
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It  was  good  in  all  the  plastic  vaginal  operations  and  in  the  per- 
ineum. In  vaginal  hysterectomy  when  the  peritoneum  was 
touched  the  patient  winced.  The  duration  varied  from  thirty 
minutes  to  two  hours.  The  patients,  when  asked  during  the 
operations,  said  that  they  had  no  pain  at  all.  This  method  of 
anesthesia  has  none  of  the  disadvantages  of  ether  and  chloro- 
form ;  there  being  no  vomiting,  no  bad  effects  on  the  heart  and 
kidneys,  and  no  paralysis.  In  eleven  of  the  patients  operated  on 
by  the  author,  the  anesthesia  had  to  be  supplemented  by  a  small 
amount  of  ether. 

Creation  of  a  Vagina  in  Congenital  Absence. — E.  Juvara 
{Rev.  de  Gyn.  et  Chir.  abd.,  May,  191 2)  considers  the  best 
method  of  making  an  artificial  vagina  when  one  is  congenitally 
absent,  the  use  of  a  segment  of  the  small  intestine  separated  from 
the  gut  with  a  segment  of  the  mesentery  and  transferred  to  a 
position  created  by  separation  of  the  layers  of  the  region  between 
bladder  and  rectum.  The  creation  of  a  vagina  in  this  location 
by  the  use  of  skin  and  mucosa  from  vulva  and  neighboring 
regions  is  generally  a  failure,  because  of  the  contraction  of  the 
tissues  which  occurs  after  operation,  making  the  new  vagina 
useless.  The  segregated  portion  of  intestine  forms  a  vagina 
which  serves  all  necessary  sexual  purposes  perfectly,  and  satis- 
fies both  husband  and  wnfe,  while  the  patient  loses  none  of  the 
advantages  of  the  normal  genital  organ  or  of  its  sensibility.  Up 
to  the  present  time  seven  cases  operated  on  by  this  method  have 
been  published,  to  which  the  author  adds  an  eighth.  All  these 
patients  have  been  satisfied  with  their  results.  Of  course  this 
operation  is  more  delicate  and  serious  than  the  others  hereto- 
fore proposed,  but  its  advantages  outweigh  its  dangers,  and  no 
bad  results  have  thus  far  been  obtained.  Baldwin  and  Mori  are 
the  two  surgeons  who  have  proposed  this  method.  It  obviates 
the  necessity  of  a  second  operation,  even  a  small  one,  which  is 
necessary  by  the  other  methods.  The  author  first  made  the 
separation  of  the  rectovaginal  space  into  which  the  intestine 
was  to  be  inserted.  He  then  opened  the  abdomen,  selected  a 
coil  of  the  small  intestine,  which,  with  its  mesentery,  he  isolated 
and  cut  from  the  rest  of  the  intestine,  closing  both  ends  with 
sutures.  The  ends  of  the  remaining  gut  were  reunited  with  a 
button.  The  separated  portion  was  twisted  into  its  place,  the 
abdomen  closed,  and  the  new  vagina  sutured  into  the  space 
between  bladder  and  rectum  which  had  been  prepared  for  it, 
and  sutured  to  the  skin  externally.     The  result  was  excellent. 
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COURSE,    PROGNOSIS    AND    TREATMENT    OF    ENDO- 
CARDITIS IN  CHILDREN.* 

BY 
WILLIAM  CALDWELL  CALHOUN,  M.  D., 

New  York  City. 

To  consider  the  subject  of  endocarditis  in  much  detail  would 
be  a  very  large  undertaking  and  I  propose  to  give  only  the 
salient  features  of  the  etiology,  course,  prognosis  and  treatment 
of  the  endocardial  affections  of  childhood.  I  have  nothing  very 
original  to  offer,  but  a  review  of  what  we  already  know  is  some- 
times helpful,  especially  if  one  can  emphasize  some  features  of 
this  subject  that  have  been  perhaps  too  lightly  regarded.  I 
have  brought  this  subject  to  your  attention  for  several  reasons. 
One  is  the  commonness  of  this  affection  in  the  young;  another 
is  the  frequency  with  which  an  endocardial  affection  in  a  child 
will  go  unrecognized  unless  for  some  other  disease  a  physical 
examination  is  made;  and,  third,  the  gravity  of  this  disease  in 
the  young  child ;  its  frequently  rapid  course  and  the  very  often 
unfavorable  prognosis  that  must  be  given  in  these  cases.  Not 
only  the  general  practitioner,  but  also  the  specialist  frequently 
sees  young  patients  for  other  diseases,  and  finds  upon  careful  phys- 
ical examination  some  form  of  valvular  disease.  No  symptoms  of 
endocarditis  were  present,  and  no  discomfort  was  produced  by 
the  abnormal  heart.  We  are  all  more  or  less  cognizant  of  the 
commonness  of  both  acute  and  chronic  endocarditis  in  the 
young  child  and  indeed  an  acute  endocarditis  may  occur  even 
in  fetal  life.  In  this  case  it  usually  affects  the  right  heart  and 
is  said  to  be  one  of  the  causes  of  congenital  malformation  of 
the  heart.  For  instance,  pulmonary  stenosis  which,  is  said  to 
be  the  most  common  congenital  lesion. 

This  paper,  however,  is  only  concerned  with  what  occurs  after 
the  birth  of  the  child,  during  the  period  of  infancy  and  child- 

*Read  before  the  West  Side  Clinical  Society,  May  9,  1912. 
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hood.  In  infancy  this  disease  is  extremely  rare  and  is  uncommon 
up  to  about  three  years  of  age.  It  occurs  more  frequently  from 
three  to  five  years  and  after  five  years  of  age  is  quite  common. 
Although  acute  inflammation  may  affect  any  part  of  the  endocar- 
dium, in  extrauterine  life  the  left  side  of  the  heart  is  most  often 
involved  and  the  mitral  valve  much  more  often  than  the  aortic. 

An  acute  endocarditis  may  occur  in  early  childhood  and  after 
a  short  period — during  which  time  a  distinct  murmur  is  heard 
over  the  site  of  the  afifected  valve — in  most  cases  the  mitral,  the 
inflammation  may  subside  leaving  no  permanent  change  or  at 
most  only  a  slight  valvular  thickening  which  may  not  interfere 
with  the  function  of  the  valve.  These  cases  of  spontaneous 
cure,  are,  however,  extremely  rare  and  might  easily  pass  un- 
noticed because  of  their  short  duration  and  the  absence  of 
symptoms  other  than  the  murmur  pointing  to  the  heart  as  the 
site  of  trouble;  the  child  having  simply  a  rise  of  temperature 
ushered  in  by  vomiting,  and  unless  care  be  taken  in  the  exami- 
nation the  heart  murmur  may  be  undetected.  Therefore,  when 
called  to  attend  a  child  with  fever  in  the  absence  of  symptoms 
pointing  to  other  conditions,  the  heart  should  be  examined  with 
special  care.  Much  more  often  is  it  the  case  that  an  attack 
that  is  apparently  not  serious  at  first  turns  out  to  be  the  begin- 
ning of  progressive  changes  in  the  valves  of  a  chronic  inflamma- 
tory nature.  The  so-called  primary  cases  of  acute  endocarditis 
in  infancy  and  childhood  have  been  the  subject  of  much  dis- 
cussion as  to  their  origin,  but  Holt  agrees  with  those  who  regard 
the  great  majority  of  these  as  rheumatic  and  we  may,  I  think, 
properly  look  upon  them  not  as  a  complication  of  rheumatism 
but  as  a  manifestation — often  the  first — of  that  disease.  After 
the  fifth  3'ear  an  acute  endocarditis  becomes  much  more  common 
and  we  are  able  to  demonstrate  it  much  more  surely  as  a 
secondary  disease.  The  etiology-  of  this  affection  in  children  is, 
according  to  Holt  and  Kerley,  rheumatic  in  about  90  per  cent,  of 
all  cases. 

Reviewing  briefly  the  sites  of  inflammation  we  find  that  the 
mitral  valve  is  the  one  most  frequently  attacked  and  that 
mitral  insufficiency  alone  occurs  in  about  70  per  cent,  of  cases; 
that  stenosis  of  the  mitral  valve  may  occur  alone — usually  we  find 
it  in  combination  with  an  insufficiency;  that  aortic  stenosis  is 
uncommon  in  early  life,  and  rarely  occurs  as  the  only  lesion, 
being  usually  associated  with  mitral  insufficiency.  Holt  states 
that  aortic  insufficiency  is  one  of  the  rarest  valvular  lesions  in 
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children.  Tricuspid  insufficiency  is  usually  secondary  to  disease 
of  the  left  side  of  the  heart  and  occurs  in  its  later  stages.  As 
regards  sex,  Holt  found  that  the  difference  in  sex  is  very  nearly 
the  same  as  that  found  by  him  in  his  cases  of  rheumatism. 
Females  predominate,  about  62  per  cent,  to  38  per  cent,  of  males. 
Probably  the  fact  that  chorea  is  twice  as  frequent  in  females  as 
males  accounts  for  this  preponderance  of  the  endocarditis  in 
females. 

Besides  being  seen  as  a  frequent  complication  of  both  acute 
and  subacute  rheumatism  it  is  found  preceding,  accompanying 
or  following  chorea  and  the  same  relationship  may  be  found 
between  an  acute  tonsillar  affection  and  endocarditis.  It  is 
seen  occasionally  in  the  course  of  nearly  all  the  acute  infectious 
diseases,  most  often  with  scarlet  fever.  In  the  infectious  dis- 
eases and  in  pleurisy  and  pneumonia  the  endocarditis  is  probably 
excited  by  pathogenic  germs. 

As  regards  the  pathological  changes  in  endocarditis;  we 
have,  of  course,  the  changes  at  first  of  an  acute  inflammation, 
which  as  I  have  mentioned  may  subside  leaving  the  valve  struc- 
ture practically  unchanged.  But  what  usually  takes  place  is 
the  formation  of  new  connective-tissue  cells  with  an  infiltration 
of  round  cells  beneath  the  endothelial  layer  resulting  in  masses 
of  granulation  tissue  upon  the  valves  or  the  endocardium  of 
the  heart  wall  and  upon  these,  masses  of  fibrin  may  be  deposited. 
These  are  the  so-called  vegetations  resulting  in  swelling  and  short- 
ening and  consequent  insufficiency  of  approximation,  or  else 
stenosing  of  the  valve  aperture.  Ulceration  of  these  vegetations 
may  follow,  or  organization  and  cicatrization. 

There  are  some  difficulties  occasionally  met  with  in  arriving  at 
a  diagnosis  of  endocarditis.  For  instance,  a  diagnosis  of  an 
endocarditis  of  the  wall  of  the  heart  cannot  be  made  early  be- 
cause the  valves  are  not  affected  until  they  become  incompetent 
following  dilatation  and  we  may,  if  not  careful  in  examination, 
confound  the  murmurs  caused  by  a  pericarditis  or  even  a  func- 
tional condition,  with  those  produced  by  a  true  valvular  affec- 
tion. Our  principal  guides  are  the  place  of  the  murmur  in  the 
cardiac  cycle,  the  quality  of  the  murmur  and  its  location,  its 
intensity  and  the  area  over  which  it  is  heard,  and  the  effects 
upon  it  of  respiration,  exertion  or  position.  Careful  examination 
cannot  very  well  confuse  the  to-and-fro  friction  sound  of  a 
pericarditis  with  the  more  definite  blow  of  a  valvular  murmur. 
I  might  say  here  that   Broadbent  and  others  have  noticed  in 
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children  who  have  just  passed  through  an  attack  of  pericarditis 
a  rumbling  murmur  near  the  apex  that  suggests  a  mitral 
stenosis.  It  is  to  be  differentiated  from  this  condition,  however, 
by  the  absence  of  any  accentuation  of  the  first  apical  sound  as 
well  as  by  its  transiency.  Usually  the  endocardial  murmur  is 
diminished  by  full  inspiration  while  the  opposite  is  true  as 
regards  a  pericardial  rub  or  functional  murmur.  Functional 
murmurs  are  quite  commonly  found  in  young  children  during 
any  febrile  attack.  They  are,  however,  to  be  distinguished 
by  their  location  at  the  base  of  the  heart,  although  they  are 
occasionally  heard  at  the  apex.  Usually  they  are  heard  1  oudest 
over  the  pulmonary  area;  their  inconstancy  and  irregularity  as 
to  time  and  transmission  also  point  to  their  being  functional. 
Cardiorespiratory  murmurs  although  not  very  common  in 
chilren  can  usually  be  detected  by  their  absence  during  some 
phase  of  respiration.  The  true  endocardial  murmurs  are  usually 
transmitted,  the  direction,  of  course,  depending  upon  the  valve 
affected,  but  usually  beyond  the  border  of  the  heart  and  usually 
to  the  left  because  we  most  commonly  have  a  mitral  valve 
affection.  Cabot  says  that  in  children  the  murmur  of  a  mitral 
regurgitation  may  be  among  the  loudest  of  all  murmurs  to  be 
heard  in  valvular  disease,  but  this  does  not  mean  that  the 
lesion  is  necessarily  a  severe  one.  A  murmur  which  grows 
louder  under  observation  may  mean  an  advance  of  the  disease, 
but  if  the  case  is  first  seen  after  compensation  has  failed  a  faint 
whiff  in  the  mitral  area  may  mean  the  severest  type  of  lesion. 
As  the  heart  improves  in  tone  the  murmur  may  grow  much 
louder  or  a  murmur  previously  inaudible  may  appear.  This 
observation  it  seems  to  me  is  not  alone  applicable  to  children. 
I  have  seen  the  same  thing  happen  in  grown  people  again  and 
again.  He  also  states  that  in  acute  endocarditis  when  vege- 
tations are  rapidly  forming  and  changing  their  shape  upon  the 
valves,  murmurs  may  appear  and  disappear  very  suddenly. 
This  changing  character  of  the  murmurs  when  taken  in  connec- 
tion with  other  physical  signs  may  be  a  very  important  factor  in 
the  diagnosis  of  acute  endocarditis. 

A  word  as  to  the  general  symptoms  of  acute  endocarditis. 
The  disease  usually  begins  abruptly,  ushered  in  by  a  vomiting 
spell  and  a  rise  of  temperature,  prostration,  exaggerated  heart 
action  and  dyspnea.  These,  of  course,  are  symptoms  not  dis- 
tinctive of  any  one  disease,  and  it  is  not  until  the  heart  is 
examined  that  the  true  trouble  is  discovered.     We  may  have 
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our  suspicion  because  of  chorea  or  rheumatic  symptoms  present 
at  the  same  time  or  having  preceded  these  acute  manifestations, 
but  the  heart  examination  is  the  crux  of  the  situation.  A  mur- 
mur may  not  be  heard  for  several  days  after  the  onset,  and  then 
we  usually  get  the  soft  blowing  systolic  murmur  at  the  apex, 
transmitted  to  the  left.  When  the  endocarditis  occurs  in  con- 
junction Avith  an  already  present  articular  rheumatism  there 
may  be  an  increase  in  the  fever  and  the  severity  of  the  general 
symptoms.  An  endocarditis  complicating  the  infectious  dis- 
eases is  recognized  only  by  its  physical  signs.  The  course  of 
acute  endocarditis  may  be  that  of  acute  inflammatory  diseases 
in  general,  that  is,  have  a  duration  of  from  one  to  three  weeks, 
the  fever  lasting  possibly  only  a  few  days  and  the  cardiac 
symptoms  slowly  diminishing.  It  is  possible  for  the  attack  to 
end  fatally  in  a  few  weeks,  due  to  a  rapid  dilatation  of  the  heart 
with  its  inevitable  signs  of  cardiac  insufficiency,  dropsy,  cyanosis 
and  pulmonary  complications.  Cerebral  embolism  is  possible 
followed  by  a  hemiplegia.  This,  however,  is  usually  not  fatal. 
Emboli  might  lodge  in  the  spleen  or  kidney  followed  by  the  usual 
results.  As  stated  in  the  beginning  of  the  paper,  the  murmur 
may  last  but  a  few  weeks  and  then  disappear — a  rare  result. 
Usually  there  follow  the  changes  in  structure  leading  to  perma- 
nent valvular  incapacity  which  may  have  their  beginning  imme- 
diately after  the  first  attack  of  endocarditis  or  after  a  considerable 
interval  of  time. 

The  fully  developed  chronic  valvular  disease  of  children  as 
we  frequently  meet  it  often  covers  quite  a  period  of  time,  some- 
times years,  during  which  repeated  attacks  of  acute  inflamma- 
tion have  aggravated  the  condition.  This  is  the  particularly 
grave  part  of  the  disease.  Endocarditis  is  in  my  opinion  one 
of  the  conditions  that  no  matter  how  slight  it  is  in  the  great 
majority-  of  cases,  is  simply  the  beginning  of  a  progressive 
chronic  inflammation.  In  the  chronic  endocarditis  of  children 
there  is  practically  the  same  picture  that  we  are  familiar  with  in 
our  observation  of  the  heart  disease  of  adult  life.  We  have 
mitral  insufficiency  or  stenosis,  aortic  insufficiency  or  stenosis, 
occasionally  tricuspid  or  pulmonary  ralve  aff"ections,  and  the 
combination  of  two  or  more  of  these  at  the  same  time.  The 
same  rules  apply  to  a  diagnosis  of  these  conditions  as  to  the 
acute  aff"ection — the  same  etiology  can  be  demonstrated  with  the 
added  progressive  chronic  inflammatory  changes. 

What  is  the  prognosis  and  treatment  of  this  disease?     We  can 
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generally  give  a  favorable  prognosis  in  an  acute  attack  as  such. 
Usually  rest  in  bed  for  a  variable  length  of  time  depending  upon 
the  severity  of  the  affection,  with  suitable  diet,  consisting  chiefly 
of  fluids  given  in  small  amounts  and  rather  frequently;  an  ice- 
bag  over  the  precordium,  attention  to  the  bowel  function  and  the 
use  of  the  salicylates  in  practically  all  cases  except  those  following 
diphtheria  and  the  exanthemata,  covers  in  brief  our  mode  of 
treatment.  Kerley,  in  speaking  of  rest  in  the  recumbent  position, 
discourages  the  use  of  the  arm  and  hand  early  in  the  attack, 
insisting  upon  absolute  rest  of  the  whole  body.  This  is  a  point 
to  consider  and  to  obtain  if  possible. 

The  prognosis  of  chronic  endocarditis  depends  largely  upon  the 
method  of  treatment  and  care  between  the  acute  attacks.  We 
must  go  back  as  far  as  we  are  able  in  the  etiology  and  usually 
our  search  will  reward  us  with  a  history  of  one  or  more  attacks  of 
articular  rheumatism,  tonsillitis,  or  chorea,  or  possibly  only  a 
history  of  so-called  growing  pains,  but  in  the  great  majority  of 
cases  we  will  find  a  fairly  clear-cut  picttu-e  of  a  rheumatic  di- 
athesis. Occasionally,  of  course,  we  get  a  history  of  diphtheria, 
pneumonia  or  the  other  infectious  diseases.  We  must  remember 
that  oftentimes  the  apparently  slight  affections  such  as  "  growing 
pains"  or  slight  sore  throat  have  been  unrecognized  by  the 
parents  and  are  consequently  untreated.  We  must  bear  in  mind 
that  the  development  and  progress  of  the  valvular  lesion  is  more 
rapid  in  the  child  because  compensating  hypertrophy  is  more 
rapidly  developed  in  children,  therefore  the  period  of  failing  com- 
pensation is  reached  earlier.  There  is  also  more  demanded  of  the 
heart  by  way  of  the  need  of  nutrition  to  the  rapidly  growing 
body.  The  heart  walls  are  weak  and  less  able  to  stand  the  strain 
imposed  upon  them  and  are  consequently  more  easily  dilated 
than  in  adult  life.  Anemia  and  malnutrition  coincident  with 
the  approach  of  puberty  are  added  factors  that  bear  adversely 
upon  the  progress  of  an  endocardial  affection,  as  are  also  the 
frequency  of  attacks  of  acute  rheumatism,  chorea  and  tonsillitis. 
More  marked  in  children  than  adults  is  also  the  effect  of  poor  food 
and  unhygienic  surroundings,  and  I  think  there  can  be  no  doubt 
of  the  fact  that  most  of  the  cases  of  endocarditis  in  children 
come  from  the  overcrowded  poorer  tenement  districts.  A  large 
number  of  these  patients  do  well  up  to  the  time  of  puberty  but 
comparatively  few  reach  adult  life.  On  the  other  hand,  we  have 
in  the  case  of  the  child  with  a  valvular  affection  the  absence  of 
some  conditions  that  we  are  forced  to  combat  in  the  adult,  the 
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changes  in  the  blood-vessels,  the  sclerotic  degeneration  of  the 
endocardial  membrane  and  the  decided  kidney  damage  we  usually 
find  in  middle  or  late  adult  life.  This  is  something  in  the  child's 
favor  and  I  believe  it  accounts  for  the  frequent  brilliant  results 
in  the  treatment  of  children  with  apparently  very  bad  hearts 
and  the  return  of  the  heart  to  compensation  or  tone. 

As  to  the  treatment  of  chronic  endocarditis.  The  keynote  of 
our  success  is  prophylaxis.  That  seems  to  be  at  the  present 
day  the  most  effective  weapon  at  our  command  in  all  branches 
of  medicine.  I  do  not  see  how  we  are  going  to  avoid  a  first 
attack  of  rheumatism,  we  may  not  be  able  to  prevent  subsequent 
attacks,  but  we  can  with  proper  cooperation  see  our  cases  early 
enough  to  put  the  patient  under  the  best  conditions  for  a  rapid 
favorable  termination  of  the  acute  attack  and  the  least  material 
damage  to  the  heart.  By  cooperation,  I  mean  that  of  the 
parents  or  those  in  whose  care  the  child  lives.  They  must  be 
impressed  with  the  insidiousness  of  the  disease.  The  great 
tendency  to  relapse,  the  several  difi"erent  ways  in  which  it  is 
ushered  in,  sometimes  with  joint  symptoms  or  what  the  parent 
may  call  growing  pains,  sometimes  muscular  twitchings,  or  what 
is  thought  by  the  mother  to  be  simply  nervousness,  sometimes 
tonsillitis.  The  decided  limitations  as  to  exercise  and  diet  or 
overw^ork  at  school  to  which  most  of  our  patients  must  subscribe 
should  be  drilled  into  the  parents.  To  the  child,  when  old 
enough,  should  be  explained  in  simple  language  his  condition 
and  how  best  to  guard  his  health.  He  must  not  be  made  to 
feel  himself  a  hopeless  invalid  but  to  understand  that  he  will 
feel  better  and  happier  if  he  will  practise  some  self-denial  in  the 
direction  I  have  indicated.  It  is  quite  common  to  have  a 
mother  express  surprise  that  rheumatism  can  occur  in  such  a 
young  child.  It  has  seemed  to  be  quite  a  widespread  belief 
that  it  is  a  disease  belonging  to  adult  life  alone.  This  is  an  error 
we  must  seek  to  dissipate. 

In  medication  and  advice  as  to  diet  in  these  cases  of  chronic 
endocarditis  is  the  hope  of  warding  off  subsequent  attacks  of 
inflammation.  We  will  find  that  most  of  these  little  patients  are 
particularly  fond  of  meats  and  sugars.  The  nitrogenous  and 
carbohydrate  diet  must  be  cut  dowTi  decidedly.  The  red  meats 
should  not  be  allowed  more  than  three  times  a  week  and  then 
sparingly— sugars  in  like  moderation.  The  proteids  can  be 
furnished  by  cereals;  eggs  with  fish  and  poultry,  and  the  nutrition 
not   suffer.     Of   course,   the   bowels   should   not    be  allowed   to 
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become  constipated.  As  regards  exercise,  there  will  be  more 
tendency  on  the  part  of  the  child  to  overindulge  than  otherwise 
and  I  think  we  may  dismiss  this  consideration  by  a  word  of 
warning  against  too  strenous  play,  as  in  running,  jumping,  etc. 

The  activities  need  be  less  curtailed  in  cases  where  the  mitral 
valve  alone  is  involved,  except  in  a  considerable  degree  of 
stenosis.  I  think  that  Kerley's  method  of  giving  sodium 
salicylate  in  5-gr.  doses  t.  i.  d.  for  five  days  out  of  each  month 
with,  if  the  case  indicates,  some  form  of  iron  to  combat  the  anemia 
during  the  remainder  of  the  time,  is  worth  trying. 

"We  must  if  possible  keep  the  patients  imder  observation  through 
not  only  months  but  years.  We  need  not  see  them  necessarily 
often  but  if  a  child  with  a  decided  heart  murmur  is  seen  every 
two  to  six  months,  even  though  things  are  going  along  apparently 
well  it  will,  perhaps,  mean  much  as  to  the  prolongation  of  its  life. 

The  indiscriminate  use  of  heart  stimulants  is  to  be  regretted. 
Unless  there  is  an  irregular  or  intermittent  heart  action  or  pro- 
nounced weakness  of  the  first  and  accentuation  of  the  second 
sound,  or  the  presence  of  cyanosis,  heart  stimulants  are  not,  called 
for.  Rest  in  bed  should  be  first  insisted  upon  until  it  is  demon- 
strated that  stimulation  of  the  heart  is  needed.  Probably 
digitaHs  or  strophanthus  will  give  the  best  results  when  we  are 
called  upon  to  use  stimulants. 

To  sum  up :  Let  us  be  on  the  watch  for  cardiac  developments 
in  all  patients  of  rheumatic  diathesis  whatever  form  this  tendency 
may  assume.  Let  us  attempt  to  educate  the  parents  and  the 
patients  themselves  as  to  the  common  occurrence  of  endocarditis 
in  children  and  its  danger  signs  and  demonstate  to  them  the 
benefit  of  prophylaxis — a  rational  mode  of  living  for  those  who 
suffer  from  this  disease. 

205  Wkst  One  Hundred  axd  Seventh  Street. 
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Hospital,  O.  P.  D.;  Medical  Adviser  to  the  Ethical  Culture  School. 

New  York  City. 

The  physical  conditions  which  are  often  times  at  the  bottom 
of  an  apparent  sluggishness  of  the  mentality  have  formed  the 
subject  for  so  much  discussion  in  the  professional  as  well  as  in 
the  lay  press,  that  the  subject  matter  which  I  will  bring  before 
you  will  have  very  little  which  is  new  to  you  but  wiU  be  presented 
from  a  slightly  different  view  point  and  thus  enable  a  somewhat 
different  interpretation  of  conditions  with  all  of  which  you  are 
probably  well  acquainted. 

A  great  deal  might  be  said  of  inheritance,  especially  the  fre- 
quency of  speech  defects,  of  hearing,  and  feeble  mindedness,  as 
a  result  of  consanguineous  marriages.  Far  more  often  do  we 
find  the  transmission  of  mental  defects  from  the  marriage  of 
mental  defectives.  The  natural  remedy  for  this  state  of  affairs 
is  the  prevention  of  marriages  by  law,  and  more  particularly 
through  public  opinion,  of  individuals  so  afflicted.  The  off- 
spring of  those  suffering  from  some  form  of  nervous  disease,  be 
it  epilepsy,  intemperance,  neurasthenia,  diabetes,  neurotic  con- 
ditions or  insanity,  are  liable  to  manifest  nervous  diseases  or 
insanity.  Eugenics  prescribes  the  radical  measure  for  the  pre- 
vention of  a  repetition  of  these  in  future  generations.  Syphilis 
and  tuberculosis  contribute  their  quota  of  poorly  developed  and 
unhealthy  bodies  which  might  present  defective  tissues  of  almost 
any  part  of  the  body,  a  low  grade  of  mentality  being  a  primary 
factor  in  many,  or  one  secondary  to  the  lowered  vitality  in  others. 
We  are  well  aware  that  children  of  foreign  parentage  if  their 
conversation  is  carried  on  in  their  native  tongue  at  home  are 
liable  to  be  backward.  So  also  is  the  social  environment  of  the 
school  of  great  consequence,  but  still  more  than  these  do  we  have 
to  reckon  with  hygienic  conditions  in  the  home,  which  include 
the  proper  quality  and  quantity  of  food  taken  at  the  proper  time, 
the  admittance  of  sunshine  and  fresh  air,  the  proper  exercise  of 
the  individual  and  what  is  just  as  important,  enough  rest  of  body 
and  mind  and  a  sufficient  number  of  hours  of  sleep. 
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In  early  childhood  or  even  in  the  prenatal  state  the  whole 
existence  of  the  child  might  be  influenced  either  by  disease  con- 
tracted by  the  mother  during  pregnancy  or  b}'  an  exhausted  con- 
dition from  excessive  duties  or  excesses  of  another  kind,  or  some 
deep  mental  impression  received  then,  fright  or  disaster,  or  an 
emotional  state  during  pregnancy.  At  the  time  of  birth  a  pro- 
longed labor  or  delivery  by  means  of  instruments  might  result  in 
hemorrhages  into  the  brain  or  compression  of  the  skull  with 
damage  to  nerve  or  brain  tissue  and  give  a  subsequent  history  of 
paralysis  or  Jacksonian  epilepsy.  The  infectious  diseases, 
diphtheria,  scarlet  fever,  measles  or  typhoid  fever  might  leave 
damaged  hearing  apparatuses,  hearts  or  kidneys  in  their  train 
and  cerebrospinal  meningitis  or  inflammation  of  the  brain  might 
result  in  a  thickened  brain  covering  and  a  matting  together  of 
brain  tissues,  with  its  destructive  effect  on  mentality  as  well  as 
on  the  use  of  all  voluntary  muscles.  Convulsions  in  early  child- 
hood with  severe  congestion  of  the  brain  may  also  lead  to  a 
bursting  of  the  minute  blood-vessels,  ill  supported  as  they  are  in 
the  meningeal  covering  of  the  brain,  with  temporary  damage  or 
permanent  destruction  of  certain  brain  areas,  most  often  those 
of  the  speech  centers  and  the  muscles  of  one  side  of  the  face  and 
the  limbs  of  the  opposite  side.  In  infantile  paralysis  we  have 
groups  of  muscles,  particularly  of  the  lower  extremities  para- 
lyzed temporarily  or  premanently  and  in  the  latter  case,  the 
nutrition  of  the  affected  side  being  interfered  with,  results  in 
the  scanty  growth  of  muscle  and  bone  so  that  shortening  and 
deformity  of  that  side  occurs.  They  must  be  helped  by  elec- 
tricity, massage  and  apparatus.  The  cripples  therefore  form  a 
class  as  do  the  blind  and  the  mutes  and  come  under  the  heading 
of  "handicapped  children"  to  be  cared  for  in  special  classes. 

Severe  injury  in  childhood  might  keep  the  child  from  school  for 
a  prolonged  period  even  thoagh  the  patient  might  be  restored  to 
perfect  health,  as  in  chronic  heart  disease  or  kidney  disease  or 
tuberculosis  of  any  part.  Conditions  of  anemia  and  low  vitality 
of  all  the  tissues  which  these  diseases  entail  are  also  of  importance. 
Severe  falls  on  the  head  might  result  in  concussion  and  even  in 
hemorrhage  into  the  brain  and  should  always  be  inquired  into 
when  we  are  taking  the  history  of  a  backward  child. 

We,  therefore,  have  quite  a  series  of  diseased  conditions 
which  might  account  for  the  lack  of  coordination  of  muscle 
groups  be  they  of  speech  or  motor  expression.  I  admit  that 
much  of  the  damage  is  due  to  neglect  in  treating  these  conditions 
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but  it  makes  us  all  the  more  attentive  to  them  now  that  we  real- 
ize that  the  whole  life,  especially  from  the  educational  side,  will 
be  severely  afifected  if  our  cases  are  not  followed  up  after  the 
more  acute  symptoms  have  disappeared  and  backwardness 
results  on  account  of  physical  defect. 

Dealing  more  specifically  with  local  lesions  we  can  begin 
with  the  eyes  and  leaving  blindness  out  of  account,  which  as  you 
know  is  due  more  frequently  to  gonorrheal  infection  at  birth  than 
to  any  other  cause.  There  is  no  excuse  for  any  child  either 
backward  or  otherwise  attending  school  without  an  examination 
of  the  eyes  once  a  year  at  the  beginning  of  the  school  term.  The 
test  of  the  eyes  for  visual  defects,  be  it  myopia,  bypermetropia, 
strabismus  or  astigmatism  is  a  simple  one  and  can  be  carried 
out  in  a  few  moments  by  the  reading  of  test  cards,  first  for  one 
eye  and  then  for  the  other.  If  such  defects  are  found  parents 
should  be  notified  for  the  purpose  of  consulting  an  ophthal- 
mologist who  will  determine  if  glasses  are  required  or  not.  Eye 
strain  might  cause  an  accompanying  iijfiammation  of  the  lids 
which  can  be  recognized  as  a  redness  of  the  lining  membrane 
when  the  lids  are  everted.  The  slight  granulation  found  in  this 
condition  must  be  differentiated  from  the  granulations  in 
trachoma,  which  are  of  a  different  and  more  serious  nature. 
The  inflammation  of  the  lids  might  cause  a  sensitiveness  to 
glaring  light  which  would  influence  the  child's  vision.  Each 
child  in  a  class  room  should  be  questioned  to  ascertain  if  the 
writing  on  the  blackboard  is  readily  apparent  and  if  necessary 
the  child's  seat  should  be  changed  to  remedy  this  defect.  Often 
times  chronic  inflammation  of  the  lids  is  the  direct  result  of 
excessive  intake  of  sugar  or  rich  foods,  and  this  must  be  con- 
sidered in  taking  children's  histories  to  get  at  the  root  of  the  evil. 

Defective  hearing  is  one  of  the  most  important  sources  of 
backwardness  and  one  which  is  more  rarely  detected  than  defec- 
tive vision.  Here  systematic  examination  of  children  must  be 
made  at  least  once  a  year.  Obstructions  in  the  nose,  excessive 
adenoid  or  lymphoid  tissue  in  the  nasopharynx,  the  extension 
of  nose  or  throat  colds  into  the  Eustachian  tube,  especially  in 
influenza,  measles  or  scarlet  fever;  inflammation  of  the  middle 
ear,  simple  or  purulent,  with  or  without  perforations;  or  menin- 
gitis involving  the  hearing  centers,  or  hereditary  predispositions 
involving  the  nerve  of  hearing,  might  all  be  at  the  bottom  of 
defects  in  hearing,  the  wide  range  of  diseased  conditions  making 
this  afifection  so  common.     Here  particularly,  neglect  in  treating 
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a  simple  diseased  state  often  results  in  severe  and  permanent 
impairment.     A  child  may  miss  not  only  a  great  deal  which  is 
spoken  by  his  teachers,  and  the  recitation  of  pupils,  thereby 
missing  much  of  the  intellectual  exercises  which  are  intended 
for  him  but  also  exact  enunciation  as  given  by  the  teacher 
which  might  result  in  defective  speech.     Children  thus  affected 
should  invariably  be  placed  in  front  seats  or  where  they  can 
hear  to  the  best  advantage.     Excessive  adenoid  or  lymphoid 
development  in  the  nasopharynx,  besides  intererfing  with  the 
proper  aeration  and  drainage  of  the  middle  ear  through  the 
Eustachian   tube,    oftentimes   presses   against   the   soft   palate 
causing  defects  in  speech;   but  the  point  I  would  like  to  bring 
forth  in  this  connection  is  that  adenoid  tissue  is  a  resultant  rather 
than  a  cause,   due  to  the  lack  of  nasal  breathing.     If  nasal 
breathing  is  persisted  in,  the  air  pressure  within  the  nose  is 
sufficient  to  broaden  out  the  interior  and  to  press  down  the  hard 
palate  which  will  in  turn  permit  the  teeth  to  take  their  proper 
places  without  crowding.     The  pressure  also  supports  the  nasal 
membrane  with  its  liberal  meshwork  of  blood-vessels  and  the 
blood-vessels  of  the  naso  pharynx  in  the  adenoid  tissue  normally 
present  there.     In  other  words  it  prevents  the  excessive  blood 
supply  of  the  part  which  is  the  cause  of  prolific  growth  of  adenoid 
tissue.     Disturbance  of  the  circulation  in  the  nose  and  naso- 
pharynx results  in  the  disturbance  of  the  circulation  at  the  base 
of  the  brain.     Is  it  a  wonder  then  that  the  mentality  of  mouth 
breathers  is  often  times  markedly  influenced?     Nasal  breathing 
means  air  inhaled  into  the  lungs  in  a  warm  moist  and  filtered 
state.     To  overcome  the  resistance  of  the  comparatively  small 
opening  of  the  nostrils  the  chest  is  compelled  to  expand,  thus 
distending  the  lungs  to  their  utmost  and  causing  an  inrush  of 
blood  to  bathe  the  lungs,  resulting  in  a  greater  exchange  of 
oxygen  and  carbonic  acid  gas  and  thus  giving  greater  degree  of 
healthfulness  to  the  entire  system.     In  the  mouth  breather  the 
palate  has  not  been  pressed  down  but  remains  vaulted  and 
narrow.     The   teeth   are,    therefore,    crowded   and   come  forth 
irregularly.     The  tonsils  from  the  constant  irritation  of  dust 
inhaled  become  enlarged  and  often  times  infected.     Very  little 
resistance  is  offered  when  the  air  is  breathed  through  the  mouth ; 
the  lungs,  therefore,  are  not  expanded  and  the  chest  remains 
contracted.     Is  it  a  wonder  then  that  children  so  affected  are 
puny  and  anemic? 

The  most  common  defects  of  speech  are  due  to  either  tongue 
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tie  or  the  superabundance  of  adenoid  or  lymphoid  tissue  or 
enlarged  tonsils;  also  to  a  disturbance  to  the  innervation  of 
speech  due  to  the  lack  of  training  in  the  proper  use  of  and 
coordination  of  muscles,  especially  of  the  tongue  and  lips, 
further  to  the  paralysis  of  the  speech  muscles  following  diphtheria 
or  meningitis;  or  to  an  insufficient  air  pressure.  Regarding  the 
■  latter  I  refer  to  the  improper  and  insufficient  amount  of  air 
taken  into  the  lungs,  and  the  insufficient  use  of  the  muscles 
which  contract  the  chest,  forcing  out  a  column  of  air  to  make 
speech  audible. 

We  now  come  to  the  derangements  of  the  gastrointestinal 
tract,  many  of  which  date  back  to  infancy  and  result  in  a  train 
of  symptoms  which  are  often  times  the  underlying  causes  of 
backwardness.  A  child  may  have  a  severe  attack  of  inflamma- 
tion of  the  large  or  small  intestine  during  the  first  year  of  his 
life  which  ever  after  will  result  in  susceptibility  to  irritating 
foods  with  frequent  upsets  and  malassimilation.  Anemia,  an 
undertoned  condition  of  the  muscular  and  ligamentous  system, 
and  most  important  of  all,  acute  or  chronic  autointoxication 
are  the  result.  By  autointoxication  ordinary  food,  as  meats, 
vegetables  or  fruits,  especially  those  more  difficult  of  digestion, 
undergo  putrefactive  changes  due  to  germs  contained  in  the 
intestines.  The  poisons  thus  resulting  are  absorbed  into  the 
general  blood  current  and  act  upon  the  brain,  making  the  men- 
tality sluggish.  They  have  the  same  effect  as  fatigue  poisons 
giving  the  feeling  of  languor  and  exhaustion  and  even  sleepiness 
and  coma. 

Of  late  years  considerable  attention  has  been  given  to  the 
condition  of  the  teeth  in  school  children  and  rightly  so,  because 
decayed  teeth  mean  the  harboring  of  myriads  of  pathogenic 
bacteria,  which  when  constantly  swallowed,  infect  the  contents 
of  the  gastrointestinal  tract,  producing  toxic  material  which 
has  a  deleterious  effect  on  all  the  body  tissues,  these  bacteria 
are  not  killed  by  the  hydrochloric  acid  of  the  stomach. 

Decayed  teeth  often  mean  painful  teeth  and  repeated  or  con- 
tinuous pain  means  undermining  of  the  nervous  system.  The 
third  factor  is  the  improper  mastication  of  food  on  account  of 
the  loss  of  decayed  teeth  or  their  sensitiveness,  if  present. 
Improperly  masticated  food  causes  difficulty  for  the  gastric 
secretions  to  digest  it.  And  the  lack  of  salivary  juices  means 
the  failure  of  the  early  conversion  of  carbohydrates  and  a  dimin- 
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ished  stimulation  of  the  gastric  juices,  which  are  partly  dependent 
on  this  sort  of  stimulation.     The  saliva  is  alkaline  in  reaction  and 
brings  forth  the  excretion  of  hydrochloric  acid  in  the  stomach, 
which  in  turn  is  essential  for  the  proper  action  of  the  pepsin. 
Besides  the  efifect  on  a  sensitive  stomach  or  intestine  by  the 
malassimilation    of    food   and  the   production   of  poisons,    the 
general  nervous  system  is  profoundly  influenced.     This  becomes 
very  apparent  in  chronic  inflammations  of  the  appendix.     The 
innervation  of  the  appendix  is  most  intimately  connected  with 
the  innervation  of  the  intestines  and  the  irritability  of  the  former 
is  quickly  reflected  upon  the  latter.     Patients  who  for  years 
have  been  troubled  with  recurrent  disturbances  of  the  appendix 
and  who  have  led  a  more  or  less  miserable  existence  are  usually 
so  greatly  benefited  by  the  excision  of  the  diseased  organ  that 
it  is  difficult  for  them  to  realize  that  the  removal  of  so  slight  an 
organ  can  result  in  so  beneficial  a  change  throughout  their  whole 
organism.     Constipation  frequently  means  absorption  of  poison- 
ous products  from  the  retained  matter  in  the  large  intestine. 
Besides  the  headaches  which  often  times  result,  sluggish  mental- 
ity is  also  complained  of.     The  disturbances  of  the  liver  fre- 
quently brought  about  by  excesses  of  sweets,  meats,  eggs,  or 
acid  foods  result  in  bilious  attacks,  accompanied  by  headaches, 
nausea  or  vomiting  and  the  irritation  of  delicate  membranes 
lining  joints,  nerve  trunks  and  the  mucous  membrane  of  the  eye, 
nose,  and  throat.     In  every  chronic  inflammation  of  the  con- 
junctiva, I  invariably  inquire  into  the  child's  diet  and  find  that 
sugar,   yolk  of  egg  or  cream  are  taken  to  excess.     I  always 
advise  moderation  in  these  articles  of  food  in  such  cases.     The 
above  causes  also  account  for  irritability  in  children  as  well  as 
in  adults.     With  many  children  eggs  taken  more  than  cnce  or 
twice  a  week  is  often  times  the  only  thing  at  the  bottom  of  their 
irritability. 

With  the  brain  in  the  least  receptive  condition  to  absorb  and 
retain  knowledge,  anemia,  as  recognized  by  the  pallor  of  patient's 
lips  and  conjunctiva,  is  an  important  feature  in  backwardness. 
Anemia  means  a  deficiency  of  hemoglobin,  the  coloring  matter 
of  the  blood,  or  a  diminution  of  the  number  of  red  corpuscles. 
The  hemoglobin  is  bound  up  in  the  red  corpuscles  and  is  that 
to  which  the  oxygen  is  united  when  taken  up  by  the  lungs. 
Less  oxygen  throughout  the  body  tissues  means  a  lowered 
function  of  those  tissues  and  the  brain  is  affected  in  common 
with  all  those  tissues.     Anemia  therefore  means  lowered  recep- 
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tivity  and  lowered  retentiveness  of  the  mental  faculties.  Flei- 
shl's  hemomometer  is  the  instrument  by  which  we  can  determinne 
the  more  exact  degrees  of  anemia. 

The  possibility  of  masturbation  on  the  part  of  the  girl  as  well 
as  boy  pupil  must  be  borne  in  mind  by  the  teacher  of  backward 
children  and  corrective  measures  instituted,  by  parent,  teacher 
and  physician.  The  removal  of  a  local  condition  which  draws 
attention  to  the  parts,  usually  a  phimosis  in  boys,  the  use  of  cold 
baths  and  tonics  for  building  up  the  nervous  system;  heart  to 
heart  talks  on  the  deleteriousness  of  the  habit,  and  proper  diver- 
sion with  plenty  of  exercise  and  fresh  air,  will  stop  a  habit  which 
might  be  a  terrific  drain  on  the  mind  and  nervous  system  in 
general. 

There  is  still  a  very  broad  but  obscure  field  opening  itself  to  us 
regarding  the  internal  secretory  glands  particularly  the  thyroid 
and  the  adrenals.  That  there  is  a  very  intimate  connection 
between  the  deficient  or  excessive  secretory  functions  of  these 
glands  is  very  apparent  in  cretins,  but  to  what  extent  remedial 
effects  can  be  obtained  with  the  administration  of  the  one  or 
the  other  of  these  glands  in  ordinary  backward  children  have  not 
as  yet  been  sufficiently  determined.  This  opens  a  wide  field  for 
the  school  physician  and  psychiatrists  and  will  undoubtedly  be 
of  greatest  value  in  special  cases.  At  the  Ethical  Culture  School, 
New  York,  of  which  I  am  the  Medical  Adviser,  we  will  have  out- 
door classes  for  several  grades  and  to  these  I  have  admitted  four 
varieties  of  pupils,  i.e.,  nervous,  anemic,  those  suffering  with 
enlarged  glands  and  the  mentally  backward.  Of  all  these  the 
last  will  interest  me  most  as  the  experiment  proceeds,  as  it  will 
determine  to  what  extent  openness,  fresh  air,  and  sunshine  will 
stimulate  sluggish  mentality  where  no  physical  condition  can  be 
determined  as  a  causative  factor.  That  the  mentality  of  the 
other  groups  will  be  markedly  affected  by  their  improved  phys- 
ical condition  goes  without  saying. 

In  conclusion,  I  will  state,  therefore,  that  sociologists  and 
psychologists  have  their  very  important  functions  to  perform 
in  connection  with  the  teacher  but  far  more  intimately  than  these 
must  be  the  relation  of  the  physician  to  the  instruction  of  back- 
ward children,  not  only  to  recognize  but  to  treat  and  eradicate 
the  numerous  physical  conditions  which  imderly  backwardness 
and  moral  delinquency. 

50  Central  Park,  West. 
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Intestinal  Toxemia  in  the  New-Born. — In  this  paper  Dr.  John 
LovETT  Morse  of  Boston  presented  the  picture  of  a  baby,  normal 
at  birth,  which  became  suddenly  ill  on  the  second,  third  or  fourth 
day,  becoming  unduly  quiet,  or  showing  marked  symptoms  of 
nervous  irritation,  with  tendency  to  constipation.  Temperature 
moderate.  Meconium  had  not  been  passed.  Symptoms  prob- 
ably due  to  toxic  absorption  from  the  intestine  as  the  result  of  a 
bacterial  infection  of  the  meconium  occurring  soon  after  birth. 
He  cited  several  cases  from  his  practice,  presenting  almost 
uniform  symptoms,  which  so  simulated  other  diseases  of  infancy 
that  the  differential  diagnosis  was  difficult.  He  gave  a  thorough 
cleaning  out,  with  soap  suds  enema,  stopped  all  food  until  the 
next  day;  and  from  that  time  on  the  child  was  apparently 
normal.  He  believed  that  breast  milk  was  the  best  food  after 
treatment  or,  lacking  that,  modified  cows'  milk. 

Dr.  English  of  Summit,  N.  J.,  wished  to  know  if  Dr.  Morse 
had  ever  used  calomel  in  place  of  castor  oil.  He  had  given  6 
grains  of  calomel  to  a  patient  one  time,  through  an  error,  with 
no  untoward  results.  He  was  called  hastily  as  soon  as  the 
mistake  was  discovered  and  expected  to  find  a  moribund  infant 
when,  to  his  surprise,  it  was  markedly  improved  and  in  a  day  or 
two  entirely  well.  He  said  that  he  had  never  had  the  temerity  to 
prescribe  such  a  dose,  but  it  had  worked  in  that  case. 

Dr.  Goodman  of  New  York  said  that  these  cases  were  distinct 
clinical  entities  upon  which  a  great  deal  of  clinical  and  labora- 
tory research  work  had  been  done.  The  French  physicians  had 
extracted  a  watery  extract  from  the  stool,  injected  it  into  a 
guinea-pig  and  the  pig  died.  After  the  condition  had  improved, 
as  it  did  in  the  majority  of  cases  by  cleaning  out  the  bowel,  the 
watery  extract  was  again  injected  with  no  harmful  results  to  the 
guinea-pig.  The  same  series  of  experiments  had  been  done  with 
lumbar  puncture.  He  thought  that  the  condition  was  especially 
hard  to  diagnose  differentially  in  older  children.  He  had  a  case 
which  looked  so  much  like  a  case  of  meningitis  that  it  was  thought 
to  be  tubercular.  Examination  of  the  spinal  fluid,  however,  was 
absolutely  negative,  and  injected  into  a  guinea-pig  showed  no 
results.  After  the  institution  of  aseptic  measures  the  child 
recovered. 

Dr.  Lowenburg  of  Philadelphia  said  that  the  clinical  picture 
presented  called  to  his  mind  many  cases  which  he  had  been  unable 
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to  diagnose,  but  had  looked  upon  as  infections  from  the  bronchi. 
He  had  thought  them  to  be  so-called  simple  pneumonia,  and 
wished  to  know  if  the  doctor  had  ever  considered  his  cases  from 
that  viewpoint. 

Dr.  Cooley  of  Detroit  thought  that  he  had  been  able  to  trace 
cases  presenting  the  clinical  picture  outlined  to  more  than  one 
bacteriological  causative  factor.  In  two  there  were  a  large 
number  of  pneumococci  present.  In  others  he  was  able  to  find 
no  definite  pulmonary  organism.  Other  cases  still,  presenting 
apparently  the  same  symptoms,  seemed  to  be  due  to  starvation, 
while  others  were  heat  prostration.  He  said  that  from  his  experi- 
ence all  recovered  on  practically  the  same  treatment — starvation 
for  one  day  and  thorough  cleaning  out  of  the  alimentary  canal. 
Dr.  Churchill  of  Chicago  thought  that  his  cases  did  not  pre- 
sent such  a  clean  train  of  symptoms.  He  always  considered  the 
possibility  of  pneumonia  and  in  many  had  found  a  high  leu- 
kocytosis. Many  had  developed  into  clearly  defined  pneumonias . 
Dr.  Scott  of  New  York  thought  that  there  was  undoubtedly  a 
chemical  combination  between  the  sugar  and  the  proteid  in  the 
mother's  milk,  and  bacteriological  invasion  of  the  nipple.  He 
said  that  when  one  realized  that  the  patient  was  a  child  whose 
anatomy  was  just  being  established,  and  that  the  intestines 
absorbed  very  quickl}^,  it  was  not  difficult  to  see  how  easily 
just  such  symptoms  as  these  cases  presented  could  be  brought 
about,  and  if  they  were  set  up  it  would  be  very  soon  after  birth. 

Dr.  Hart  of  Brooklyn  said  that  he  had  had  to  deliver  a  child 
on  account  of  the  serious  toxic  condition  of  the  mother  and 
repeated  convulsions  and  after  delivery  the  child  developed  a 
slight  twitching  on  the  right  side,  which  gradually  passed  over 
to  the  other  side.  The  pupils  were  equal  and  the  knees  flexed 
equally.  After  two  or  three  days  during  which  the  condition 
grew  a  little  more  pronounced,  he  thought  possibly  the  child  had 
a  hemorrhage,  but  before  operation  (which  had  been  advised) 
he  thought  best  to  try  catheterizing.  The  results  was  slight, 
but  irrigation  was  instituted  and  the  twitching  and  convulsions 
ceased,  practically.  After  a  week  the  child  was  taken  from  the 
hospital  apparently  cured.  About  six  months  later  it  was 
brought  back  with  a  stiffening  on  the  right  side  of  the  body 
and  every  appearance  of  an  imbecilic  infant 

Dr.  McClanahan  of  Omaha  thought  that  where  the  condition 
was  recognized  early  the  prognosis  was  absolutely  good. 

Dr.  Morse  (closing  the  discussion)  said  that  he  preferred  to 
use  castor  oil  as  a  laxative  because  it  worked  more  easily  and 
quickly.  He  said  that  he  too  had  seen  many  cases  with 
pneumococcus  and  other  infections  which  presented  practically 
the  same  train  of  s}Tnptoms,  but  he  had  jaot  included  them  in 
this  paper  because  he  thought  the  possibility  of  confusing  them 
with  the  class  of  cases  he  had  in  mind  was  slight.  He  did  not 
remember  that  any  of  his  cases  presented  a  skin  infection. 

Pellagra  in  Children. — Dr.  J.  Ross  Snyder  of  Birmingham, 
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Ala.,  presented  a  preliminary  report  showing  that  while  the  dis- 
order did  appear  in  young  children,  it  was  more  common  between 
the  second  and  the  fifteenth  year.  He  said  that  while  it  was 
most  common  in  rural  districts  and  among  the  poor,  the  city 
child  and  the  child  of  wealthy  parents  was  by  no  means  immune. 
He  thought  that  aside  from  the  skin  affection  the  children  seemed 
normal  for  a  long  time  after  the  onset  of  the  disease,  playing  as 
usual. 

Dr.  Butterworth  (New  Orleans)  said  that  Bass  of  New 
Orleans  had  fed  chickens  with  spoiled  cornmeal  and  produced 
incontrovertible  symptoms  of  pellagra,  so  that  he  thought  the 
theory  of  spoiled  corn  as  an  etiologic  factor  still  merited  serious 
consideration.  He  said  that  the  bowel  troubles  were  the  first 
symptoms  to  present;  then  the  intestinal  disturbance;  next  the 
skin  aft'ections;  and  lastly,  and  most  serious,  the  nervous  symptoms. 

SECOND    DAY. 

Morning  Session,  June  5. 

Use  of  Polycarhohydrates  in  the  Diet  of  the  Young  Infant. — Read 
by  Dr.  Jules  M.  Brady,  St.  Louis.  After  enumerating  the 
varieties  of  modified  foods  used  in  infant  feeding  he  said  that 
the  object  of  his  paper  was  to  show  the  favorable  results  obtained 
from  furnishing  the  infant,  in  the  first  three  months  of  life,  the 
carbohydrate-content  of  its  milk  mixture  in  the  form  of  maltose, 
dextrin,  cane-sugar,  lactose  and  barley,  in  lieu  of  the  usual  7  per 
cent,  lactose.  He  said  that  the  usual  milk  modifications  used 
in  private  practice  did  not  succeed  in  asylums.  He  began 
institution  infants  on  a  fat-free  diet  at  birth,  assisting  with  a 
percentage  of  carbohydrates,  and  gradually  increasing.  He  said 
that  while  the  individual  infant  would  always  furnish  the  data 
necessary  to  modify  milk  to  suit  its  needs,  still  some  point  of 
departure  could  be  reached  from  a  study  of  the  varieties  given. 
Over  a  period  of  ten  months  he  had  made  records  of  1 70  babies, 
ninety  of  whom  received  breast  milk  for  the  first  two  weeks,  then 
a  mixture,  forty-five  a  modified  milk  from  birth,  and  the  rest 
a  mixture  after  the  second  or  third  month.  He  said  that  in  all 
the  series  which  received  the  modification  according  to  his 
formula  there  was  a  remarkable  freedom  from  disturbance  of 
the  intestinal  tract  and  alimentary  canal.  The  mortality  was 
10.5  and  of  that  number  but  six  died  of  decomposition.  His  cases 
were  under  observation  at  least  six  months — some  longer,  and 
in  that  time  they  had  had  no  cases  of  rickets  present.  He  said 
that  he  could  not  see  any  relation  between  rickets  and  the  giving 
of  starch,  because  the  normal  infant  was  able  to  take  care  of 
some  starch  and  needed  it.  He  thought  that  where  the  asylum 
infant  did  not  make  a  satisfactory  gain  on  a  mixture  of  milk, 
lactose  and  water,  it  could  be  assisted  during  the  early  weeks  by 
liberal  use  of  carbohydrates.     He  thought  a  successful  dietary 
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must  include  a  liberal  amount  of  carbohydrates  which  would 
assist  the  infant  materially  in  combating  the  depressing  influences 
of  institutional  life. 

Clinical  Notes  from  the  Willard  Parker  Hospital,  New  York; 
Intestinal  Intoxication. — Dr.  Louis  Fischer  of  New  York  read 
this  paper  showing  that  recent  research  into  infantile  metabolism 
had  proven  many  new  facts  and  that  the  study  of  internal 
secretions  necessary  to  the  assimilation  of  food  had  led  to  a 
determination  of  its  digestibility.  He  said  that  artificial  feeding 
was  gradually  reaching  perfection;  as  knowledge  became  more 
classified  the  role  of  bacteria  was  given  less  significance,  and  fat, 
sugar  and  casein  given  more  attention.  He  thought  that  sugar 
was  a  factor  which  should  be  given  careful  attention,  as  its  misuse 
gave  rise  to  severe  disturbance  and  fever.  Maltose  he  thought 
more  easily  absorbed,  and  less  irritating  to  young  infants,  than 
milk  sugar.  He  said  that  digestion  was  frequently  interfered 
with  by  excessive  quantities  of  sugar  and  where  there  was  severe 
metabolic  disturbance  with  loss  of  weight  there  was  no  sugar 
the  equal  of  maltose.  He  emphasized  particularly  the  point 
that  no  food  should  be  allowed  to  stagnate  in  the  intestines 
and  that  in  febrile  conditions  casein  curds  could  be  prescribed 
with  marked  lessening  of  putrefaction  and  modification  of  the 
intestinal  intoxication. 

A  Series  of  Infants  Fed  on  a  High-Percentage  Albumin  Milk. — 
Dr.  Frank  C.  Neff  of  Kansas  City,  Missouri,  gave  lantern-slide 
illustrations  of  sixteen  weight  charts  to  show  the  results  of 
feeding  what  he  termed  "high-percentage  albumin  milk."  In 
his  formula  the  element  of  whey  had  been  increased  and  whole 
buttermilk  used  as  a  diluent  in  place  of  half  buttermilk  and 
half  water,  as  is  usually  prescribed.  His  formula  was  practically 
Finkelstein's  eiweiss-milch  in  which  all  the  percentages  (to  a 
greater  degree  the  proteids)  were  increased.  In  the  series  pre- 
sented all  the  infants  were  under  six  months  old,  ranging  from 
twenty-two  days  to  five  and  one-half  months.  None  had  gained 
on  breast  milk,  but  gained  steadily  from  the  time  they  were 
put  upon  his  modification.  Many  cases  showed  a  gain  on  the 
high  per  cent,  albumin  milk  both  before  and  after  the  addition 
of  sugar.  He  could  not  offer  any  explanation  of  why  high 
buttermilk  was  tolerated,  but  thought  probably  it  increased 
the  digestibility  of  the  milk  so  that  the  child  got  a  higher 
caloric  value.  Nine  of  the  sixteen  cases  reported  showed  good 
gains,  two  only  a  slight  gain,  two  a  loss,  and  one  case  was 
almost  atrophic.  Three  remained  constipated.  As  long  as  they 
continued  to  gain  they  were  kept  on    this  food. 

Ileocolitis  with  Meningeal  Symptoms  by  A.  L.  Goodman  of  New 
York.  He  said  that  any  form  of  enteritis  might  give  rise  to 
cerebral. symptoms,  and  that  the  scope  of  temperature  variations 
would  be  governed  by  the  course  of  the  meningitis.  He  believed 
that  gastrointestinal  autotoxemia  might  give  rise  to  symptoms 
which  could  be  mistaken  for  meningitis  and  that  in  case  of  doubt 
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lumbar  puncture  would  assist  in  making  a  dififerential  diagnosis. 
He  said  that  all  of  the  microbes  found  in  pathological  conditions 
might  accidentally  be  found  in  a  normal  stool,  and  the  causative 
factor  of  the  colon  bacilli  being  still  a  matter  for  conjecture, 
he  did  not  believe  that  examination  of  the  stool,  alone  could  give 
much  information.  He  reported  cases  giving  careful  laboratory- 
findings  showing  that  even  transitory  digestive  disturbance 
might  be  accompanied  by  severe  nervous  symptoms,  but  animal 
inoculation  would  prove  them  to  be  negative.  In  conclusion  he 
said  that  the  diagnosis  of  meningeal  symptoms  might  be  ex- 
tremely difficult,  requiring  close  laboratory  examination;  that 
it  could  not  always  be  based  upon  the  abruptness  of  the  onsets 
That  irregularity  and  inequality  of  the  pupils  and  respiration, 
of  ten  regarded  as  classic  symptomsof  meningitis,  had  been  found 
in  ileocolitis.  That  the  diagnosis  could  be  established  upon  the 
examination  for  toxicity,  indicanuria  and  aciduria.  The  prog- 
nosis he  considered  favorable  with  early  recognition  and  removal 
of  the  cause.  His  treatment  consisted  of  purgatives,  regulated 
diet  and  reduction  of  the  digestive  disturbance.  He  said  that  as 
yet  no  attempt  at  isolation  of  the  injurious  toxin  had  been  suc- 
cessful. 

Dr.  Zahorsky  (St.  Louis)  discussing  Dr.  Brady's  paper  said 
that  he  had  observed  that  since  so  much  attention  had  been  paid 
to  the  diet  of  asylum  infants  the  mortality  was  steadily  coming 
down,  until  in  their  institution  it  was  less  than  lo  per  cent. — the 
lowest  he  had  been  able  to  find  on  record  for  any  asylum — and 
all  deaths  were  among  the  bottle-fed  infants.  He  said  that  al- 
though they  had  not  used  the  carbohydrate  modification  men- 
tioned he  considered  it  excellent.  They  used  half  top-milk  with 
additional  sugar.  He  said  that  they  knew  that  even  very  young 
babies  did  digest  fat  and  had  found  that  when  they  were  fed  fats 
they  did  unusually  well.  He  lamented  that  in  modified  foods 
fat  was  being  eliminated  and  thought  that  it  had  been  demon- 
strated that  at  the  end  of  six  months  the  death  rate  was  no 
lower  by  reason  of  the  elimination  of  fats.  He  thought  before 
changes  in  food  formulae  were  made  comparative  tests  should 
be  made  in  the  results. 

Dr.  Weems  of  Columbia,  Texas,  was  interested  in  Dr.  Good- 
man's paper  because  he  had  had  cases  where  he  could  not  make 
the  differential  diagnosis  and  the  parents  would  not  consent  to 
lumbar  puncture. 

Dr.  Douglas  of  Detroit  wished  to  know  what  was  implied 
in  the  term  "maltose."  He  thought  it  a  confusing  word  used 
unqualifiedly. 

Dr.  Hess  of  Chicago  agreed  with  Dr.  Fischer  that  catharsis 
was  a  material  aid  in  elimination  from  the  bowel  and  from  the 
kidney,  but  cautioned  against  going  too  far.  He  had  never  had 
a  case  in  which  he  felt  justified  in  giving  5  grains  of  calomel  to  a 
young  child.  He  cited  Dr.  Abt's  series  of  cases  at  the  Michael 
Ries  Hospital  where  i  grain  of  calomel  given  in  divided  doses  over 
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a  period  of  three  days  produced  at  least  microscopic  blood  in  the 
stool,  as  did  also  magnesium  sulphate  or  i  gram  of  castor  oil 
given  in  the  same  way  over  a  like  period.  And  he  said  that  some 
of  these  were  normal  infants,  who  happened  to  be  in  the  hospital 
because  the  mother  was  confined  there.  He  thought  that  the 
reason  more  uniformly  good  results  were  not  secured  from  the 
use  of  eiweiss  milk  was  because  it  was  not  properly  prepared. 
He  said  that  since  Finkelstein  had  issued  more  comprehensive 
directions  for  its  preparation  he  had  been  able  to  get  very  good 
results. 

Dr.  Morse  of  Boston  thought  that  the  etiology  of  diseases  of 
the  gastrointestinal  tract  and  their  classification  was  in  a  transi- 
tory state.  He  said  that  while  the  Germans  laid  a  little  too 
much  stress  upon  the  chemical  side  the  Americans  probably 
paid  too  much  attention  to  the  bacteriological,  and  he  thought 
that  the  truth  probably  lay  somewhere  between.  He  said  that 
any  baby,  from  birth  up,  was  able  to  digest  a  certain  amount 
of  starch  and  should  have  it.  He  considered  lactose  the  best 
sugar  for  the  normal  infant,  although  milk  sugar  might  start 
fermentation  in  the  intestinal  tract.  Where  such  fermentation 
did  set  up  he  said  that  it  could  be  promptly  relieved  by  cutting 
down  the  sugar  to  a  minimum  and  feeding  a  high  proteid  diet. 
His  experience  seemed  to  prove  that  very  few  infants  would 
not  improve  by  the  substitution  of  maltose  in  place  of  dextrose. 
He  said  that  before  giving  maltose  one  must  remember  the 
chemistry  and  bacteriology  of  the  intestinal  tract.  He  thought 
that  lactose  was  of  distinct  advantage  sometimes  on  account  of 
its  slow  absorption,  while  in  other  cases  maltose  was  preferable 
for  just  the  opposite  reason.  He  said  that  some  formulae  incon- 
sistently called  for  the  taking  out  of  the  lactose  (as  in  eiweiss 
milk)  and  then  the  addition  of  buttermilk.  He  said  that  in  the 
routine  use  of  eiweiss  milk  the  bacteriological  element  in  intes- 
tinal diseases  was  lost  sight  of.  Discussing  Dr.  Goodman's 
paper,  he  said  that  he  had  had  cases  of  meningism  in  which  there 
was  an  increase  in  the  mononuclear  cells  which  led  him  to  suspect 
tubercular  meningitis. 

Dr.  Royster  of  Norfolk,  Va.,  thought  that  in  discussing  dis- 
eases of  infancy  it  was  necessary  to  differentiate  between  the 
institution  case  and  the  case  m  private  practice.  He  said  that 
in  asylums  the  most  potent  contributing  factors  to  high  mortality 
were  insufficient  help  and  want  of  fresh  air.  He  said  that 
frequently  ten  bottle  babies  were  under  the  care  of  one  nurse, 
so  that  they  could  not  possibly  have  individual  care.  In  the 
institution  with  which  he  was  connected  they  had  one  graduate 
nurse,  one  student,  and  two  ward  helpers  and  to  this  he  attrib- 
uted their  reduced  mortality.  He  had  used  the  high-percentage 
albumen  diet  during  the  past  winter  with  interesting  results. 
Two  babies  did  well  for  a  time  and  then  began  to  go  do^^■n;  he 
substituted  dextrose  malt  milk  and  in  one  week  one  gained 
seven  ounces  and  the  other  five  or  six.     No  other  change  was 


AMERICAN   MEDICAL   ASSOCIATION.  499 

made  in  the  food  and  the}^  continued  to  do  well.  After  that  he 
took  a  series  using  proprietary  food,  said  to  be  especially  rich  in 
malt  sugar,  with  some  cases,  milk  sugar  with  others  and  dextrose 
malt  sugar  with  the  others.  In  the  first  instance  the  gain  was 
3  ounces,  in  the  second  five  to  six,  and  the  last  one.  He  did  not 
advise  keeping  a  child  on  any  one  food  indefinitely,  believing 
that  appearance  of  the  least  digestive  disturbance  indicates  the 
need  for  change. 

Dr.  Schwartz  of  New  York  thought  his  best  results  were 
obtained  with  malt  soup.  He  said  that  chronic  intestinal  dis- 
turbance yielded  better  to  it  than  to  ordinary  additions  of 
maltose  and  that  it  reduced  the  fatty  acids  to  an  appreciable 
extent.  He  said  that  malt  sugar  was  never  claimed  to  be  good 
for  normal  children,  but  there  was  nothing  better  for  the  under- 
developed child.  He  thought  that  the  good  results  from  eiweiss 
milk  were  to  be  attributed  to  its  high  protein  percentage  and 
low  proportion  of  other  ingredients.  He  thought  that  the  most 
important  discovery  in  the  last  ten  years  had  been  the  good  re- 
sults from  combinations,  reducing  the  amount  of  sugar  and  in- 
creasing the  fats,  and  vice  versa.  He  said  that  where  there  was 
temperature  and  intestinal  disturbance  starch  should  be  elimi- 
nated until  the  temperature  was  normal. 

Dr.  Southworth  of  New  York  thought  that  cereal  diluents 
were  indicated  in  intestinal  disturbance.  He  said  that  the  use 
of  starch  was  a  protection  to  the  child  because  it  aided  in  the 
splitting  of  the  fats  and  the  sugars  and  protected  against  the 
fatty  acids.  He  thought  that  dextrin  formed  practicall}^  the 
same  sort  of  a  protection  and  said  that  where  one  wanted 
part  of  the  sugar  as  maltose  and  part  as  dextrose  it  could  be 
slowly  split  off  in  the  intestines  and  furnish  further  maltose 
during  the  time  of  its  absorption.  He  said  that  a  dry  preparation 
gave  40  to  60  per  cent,  dextrine  and  the  thick  fluid  about  50. 

Dr.  Lowenburg  (St.  Louis)  said  that  for  the  past  eleven  years 
he  had  been  feeding  top-mixture  and  cane  sugar  and  had  had 
such  excellent  results  that  he  saw  no  indications  for  a  change. 
During  the  summer  months  he  pasteurized.  He  thought  that  a 
combination  of  the  chemical  and  bacteriological  etiology  of  dis- 
orders of  the  digestive  tract  would  give  a  proper  understanding 
of  them.  He  thought  that  sugar  was  not  contraindicated 
because  human  milk  contained  a  high  percentage  of  it. 

Dr.  Dennett  of  New  York  thought  that  the  matter  of  boiling 
milk  deserved  mention  and  said  that  this  probably  accounted  for 
some  of  the  good  results  from  malt  soup. 

Dr.  Fischer  (in  closing)  said  that  the  dosage  of  calomel 
recommended  was  not  intended  for  infants.  He  referred  to 
children  from  six  to  twelve  years  of  age  with  scarlet  fever. 
He  admitted  that  calomel  might  do  harm  and  in  some  cases 
he  did  not  use  it,  substituting  4  drams  of  Rochelle  salts  where 
there  was  tendency  to  constipation,  but  intended  to  impress  the 
necessity  for  free  elimination  to  shorten  the  course  of  the 
disease. 
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Dr.  Johnston  of  Grand  Rapids  said  that  eiweiss  milch  was 
only  for  sick  babies  and  should  seldom  be  given  for  more  than 
six  weeks.  He  said  that  in  the  Grand  Rapids  asylum  the 
mortality  was  10.8  in  infants  under  one  year  of  age. 

Dr.  Brady  in  closing  the  discussion  of  his  paper  said  that 
overcrowding,  insufi&cient  help,  lack  of  fresh  air  and  many  other 
things  contributed  to  raising  the  death  rate  in  asylums.  He 
thought  that  their  recent  practice  of  maintaining  a  temperature 
of  75  degrees  instead  of  68  as  usualh'  recommended  kept  babies 
comfortable  and  had  helped  to  lower  the  mortality.  He  said 
that  they  had  repeatedly  tried  to  feed  top-milk  but  found  that 
their  best  results  were  from  a  small  percentage  of  fats  augmented 
with  carbohydrates.  They  were  able  to  feed  one  modification, 
containing  thirteen  calories  to  new  babies  in  4-ounce  quantities 
without  vomiting.  He  emphasized  the  fact  that  if  the  caloric 
requirements  were  watched  and  met  there  would  be  no  trouble. 
He  recommended  seven  feedings  for  twenty-four  hours  and 
then  as  the  fat  percentages  were  increased  cut  it  down  to  five. 
He  thought  that  the  use  of  a  hair  sieve  in  making  eiweiss  milk, 
in  place  of  the  wire  sometimes  used,  would  divide  the  curd  more 
finely,  producing  better  results.  He  recommended  the  addition 
of  flour  early  so  that  less  of  the  maltose  and  dextrose  preparations 
would  be  needed.  His  experience  had  been  that  babies  under 
three  months  did  not  thrive  on  malt  soup,  but  that  they  would 
tolerate  maltose  as  early  as  the  third  week. 

Dr.  Xeff  said,  in  closing,  that  Dr.  Hess'  cases  would  probably 
have  gained  if  sugar  had  been  added  to  the  formula.  Analysis 
showed  that  the  amount  of  sugar  normally  contained  in  milk 
varied  greatly,  so  that  may  account  for  £ome  of  the  varying 
results  from  giving  milk.  He  said  that  the  variety  of  con- 
ditions in  the  cases  presented  called  for  so  large  an  assortment 
of  formulas  to  meet  them  that  he  presented  this  one  for 
trial  in  cases  which  had  not  gained  on  any  of  the  well-known 
modifications. 

The  Menace  to  the  Young  Child  of  the  Comynon  Infectious  Cold 
read  by  Dr.  Thomas  S.  Southworth  of  New  York.  He  said 
that  such  colds,  systemic  in  character,  were  capable  of  doing 
much  damage  to  infants  and  young  children,  causing  among 
other  things  otitis,  pneumonia,  sinus  infection  and  interference 
with  nutrition  in  both  private  and  hospital  practice.  Unad- 
vised increase  in  food  by  the  mother  caused  complications  in 
the  symptoms,  and  allowing  the  infant  or  young  child  to  come 
into  close  contact  with  other  members  of  the  family  suffering 
from  infectious  colds  often  laid  the  foundation  for  serious  illness. 
He  thought  that  the  loose  terminology''  employed  disguised  the 
seriousness  of  the  condition  and  that  unless  it  was  impressed 
upon  parents,  so  that  they  would  appreciate  the  dangers  involved 
in  taking  their  children  into  public  places  and  allowing  them 
to  be  handled  by  strangers  who  happened  to  come  into  the  house, 
it  would  continue  to  menace  the  health  of  young  children. 
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Dr.  English  of  Summit,  X.  J.,  thought  that  quite  a  number  of 
such  cases  were  due  to  infection  by  the  bacillus  influenza  and 
that  others  presented  prostration.  In  those  dependent  upon  lung 
prostration  he  advised  iron,  sodium  and  caffeine  benzoate  (the 
formula  prepared  by  Merck)  in  moderate  doses  every  four  hours. 

Dr.  Zahorsky  of  St.  Louis  thought  that  this  was  next  in 
importance  to  nutritive  disorders.  He  said  that  all  acute  dis- 
eases of  the  respiratory  tract  were  due  to  a  germ  communicated 
from  one  person  to  another.  He  thought  that  the  word  "  gripp  " 
better  described  the  condition  and  that  it  should  be  employed 
until  one  that  would  impress  the  seriousness  of  the  infection 
upon  the  mind  of  the  laity  could  be  substituted. 

Dr.  McClanahan  of  Omaha.  During  the  past  two  3-ears  he 
had  made  a  series  of  eleven  cases,  five  of  which  had  no  etiological 
factor  but  a  common  cold  and  all  developed  nephritis.  He 
instructed  nursing  mothers  to  be  extremely  careful  not  to  breathe 
over  the  child  and  during  the  most  vicious  stage  of  her  attack 
to  wear  a  mask  or  cover  her  face  with  a  handkerchief  while 
nursing  the  child. 

Dr.  Scott  of  New  York  thought  that  the  cold  itself  was  not  as 
deserving  of  attention  as  the  fact  that  it  prepared  a  field  for 
the  invasion  of  other  and  more  pernicious  bacteria  which  were 
always  present. 

Dr.  McKee  of  San  Francisco  said  that  in  his  practice  he 
treated  the  well  children  in  a  family  where  there  were  one  or 
more  infectious  colds  giving  them  hexamethylenamine  and 
benzoate  of  soda.  In  tuberculous  hospitals,  he  said,  when 
there  was  a  case  of  infectious  cold  a  vaccine  was  prepared  from 
the  discharge  and  each  of  the  inmates  immunized. 

Dr.  Kerr  of  Brooklj-n  said  that  infectious  colds  in  themselves 
were  not  especially  dangerous,  but  in  healthy  individuals  there 
were  bacteria  always  ready  to  set  up  active  disease  conditions 
and  the  infection  from  a  cold  prepared  a  fertile  field  for  them. 
He  deplored  the  practice  of  housing  the  child  upon  the  first 
appearance  of  coryza.  He  thought  that  if  the  child  was  given 
plenty  of  fresh  air  it  would  recover  quickly  and  he  did  not  believe 
that  the  temperature  of  the  air  was  of  importance  because  it 
would  be  modified  to  body  temperature  by  the  time  it  reached 
the  lungs. 

Dr.  Sedgwick  of  Minneapolis  said  that  he  was  in  favor  of  any 
term  to  designate  this  condition  v^hich  would  more  impress  upon 
the  minds  of  the  laity  its  gravity  than  did  the  simple  word 
"cold." 

The  Properties,  Uses  and  Indications  of  the  Various  Carbo- 
hydrates in  Infant  Feeding  read  by  Dr.  Henry  Dwight  Chapin 
of  New  York.  He  said  that  the  term  applied  to  a  chemical  com- 
*bination  of  carbon  and  water.  That  they  had  a  common  function 
in  nutrition  which  was  to  supply  carbon  that  liberated  energy 
and  heat  when  oxidized.  Five  forms  of  carbohydrates,  he  said, 
were  used  in  infant  feeding — starches,  dextrins,  maltose,  saccha- 
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rose  and  lactose.  Some  of  these  forms  required  cooking  and 
predigestion  to  be  assimilated;  others  could  be  taken  directly 
into  the  blood  and  utilized.  He  thought  that  the  form  to  be 
employed  depended  upon  the  infant  but  it  should  be  borne  in 
mind  that  40  per  cent,  of  the  caloric  value  of  a  feeding  was 
spent  in  its  digestion. 

Dr.  Douglas  of  Detroit  said  that  his  experience  had  been  that 
children  would  digest  so  much  curd  irrespective  of  the  addition 
of  carbohydrates.  He  permitted  the  use  of  solid  starch  just 
as  soon  as  the  child  would  take  it. 

Dr.  Griffith  of  Philadelphia  thought  it  impossible  to  say 
that  any  one  formula  of  modified  milk  would  feed  all  healthy 
babies. 

Dr.  Chapin  closed  the  discussion  with  the  remark  that  he 
did  not  recommend  this  as  the  only  food  to  be  used,  or  that  these 
sugars  should  take  the  place  of  milk  sugar,  but  in  view  of  the  large 
number  of  conditions  presenting,  the  pediatrist  must  have  at 
hand  many  modifications  to  meet  them,  hence  his  presentation 
of  this  one  for  a  certain  class  of  cases  where  it  was  indicated. 

{To  be  continued.) 
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Baby's  Teeth  to  the  Twelfth  Year.     By  Albert  Westlake, 

D.  D.  S.,  Mitchell  Kennedy,  New  York  and  London,  191 2. 

It  is  only  within  the  past  few  years  that  the  care  and  pre- 
servation of  the  teeth  have  received  the  attention  merited  by  the 
importance  of  the  subject.  The  statistics  recently  obtained  from 
the  schools  of  New  York,  Brooklyn  and  Boston  showed  an 
astonishing  frequency  of  dental  caries  and  malformations  and 
demonstrate  the  importance  of  teaching  parents  the  great 
necessity  of  preventive  and  early  curative  measures.  It  is  in 
line  with  this  movement  that  Dr.  Westlake  has  written  this 
little  book  of  35  pages. 

It  outlining  the  preventive  measures,  Dr.  Westlake  begins  with 
the  unborn  child  and  he  believes  that  a  well  balanced  diet  for 
the  expectant  mother  is  important  to  insure  proper  development 
of  the  fetal  teeth. 

The  advice  contained  in  Dr.  Westlake's  book  is,  as  a  rule, 
good  and  there  are  a  great  number  of  suggestions  which  should 
prove  of  value.  The  book  contains  a  number  of  statements, 
however,  with  which  many  physicians  will  not  agree,  particularly 
in  reference  to  the  role  of  autointoxication  in  human  patholog3^ 
In  spite  of  these  defects,  which  are  unimportant,  the  book  as  a 
whole  is  commendable  and  merits  a  perusal  by  every  mother. 

It  is  to   be   sincerely  regretted   that   the  author  has   given* 
directions  for  feeding  infants.     The  information  is  too  meager 
to  be  of  the  least  possible  service  (occupying  only  three  pages) 
and  its  accuracy  in  parts  is  to  say  the  least,  questionable. 
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Our  Baby.     A  Concise  and  Practical  Guide  for  the  use  of 

Mothers  in  the  Care  and  Feeding  of  Infants  and  Young 

Children.     By  Ralph  Oakley  Clock,  Ph.  B.,  M.  S.,  M.  D. 

Assistant  Physician  to  the  Out-patient  Department  of  the 

Babies'  Hospital  of  the  City  of  New  York  and  St.  Mary's  Free 

Hospital  for   Children,   New  York  City.     Clinical   Assistant 

Obstetrician  to  the  New  York  Post-Graduate  Medical  School 

and  Hospital;    Lecturer   on    Child   Hygiene  to  the    Women's 

Educational  Club  of  Pelham,  New  York;  Fellow  of  the  New 

York  Academy  of  ]\Iedicine;  Member  of  the  American  Public 

Health  Association;  etc.     D.  Appleton  and  Co.,  1912. 

In  common  with  a  number  of  volumes  which  have  appeared 

during  the  past  few  years,  the  object  of  Dr.  Clock's  book  is  to 

educate  mothers  in  matters  relating  to  the  hygiene  of  infants 

and  young  children. 

The  usual  topics  have  been  considered  such  as  baths,  clothes, 
sleep,  food,  etc.  The  directions  are  all  explicit  and  the  advice 
excellent.  Although  the  book  has  no  claim  to  originality,  yet 
all  of  the  important  topics  usually  contained  in  books  of  this 
type  have  been  covered  in  a  very  satisfactory  manner.  Worthy 
of  special  commendation  are  the  facts  that  the  author  does  not 
give  directions  for  the  treatment  of  disease  nor  does  he  give 
formulas  for  artificial  feeding. 
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diseases  of  children. 

Arthrodesis  of  Some  of  the  Smaller  Joints  in  the  Treatment 
of  Paralytic  and  Acquired  Deformities. — R.  E.  Soule  {Jour.  A.  M. 
A.,  i9i2,lviii,  1440)  has  found  arthrodesis  of  service  in  correction 
of  certain  deformities  arising  from  infantile  paralysis,  hammer- 
toe, flat-foot  and  wrist-drop.  In  doing  an  arthrodesis,  the 
operator  should  be  sure  that  the  deformity  is  a  permanent  one, 
not  due  to  temporarily  paralyzed  muscles  or  to  muscle  over- 
strain or  tire.  The  patient  should  be  old  enough — not  under  eight. 
All  resistance  to  correcting  the  deformity  should  be  previously 
overcome.  The  operator  should  strive  to  cause  as  little  mutila- 
tion of  the  contiguous  bones  as  possible.  He  should  not  use  a 
curet.  The  exaggerated  idea  of  removing  a  V-shaped  piece  of 
bone  is  overemphasized.  Success  depends  on  ability  to  make 
a  flush  joint,  as  a  carpenter  would  say,  and  thereby  correct  the 
deformity,  and  also  depends  on  ability  to  apply  a  fixing  dressing 
which  allows  of  the  least  separation  of  the  opposed  denuded 
bony  surfaces. 

Cardiac  Irregularities  in  Childhood. — H.  H.  Turnbull  (Austra- 
lian Med.  Jour.,  Apr.  20,  19 12,  444)  says  that  the  appearance 
of  extrasystoles,  single  or  multiple,  in  the  child,  whose  heart 
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normally  fails  to  show  them,  strongly  suggests  that  at  the  spot 
from  which  the  beats  arise  there  is  an  area  of  myocardial  change; 
and  therefore  the  child  should  be  closely  watched  and  its  progress 
followed  with  especial  care  until  the  extrasystoles  disappear,  as 
they  seem  to  do  in  a  week  or  a  few  weeks,  or  until  it  is  certain  that 
the  heart  can  perform  satisfactorily  the  work  allotted  to  it.  If  the 
irritability  increases  and  the  heart  fail  to  gain  strength  for  its 
proper  work,  active  progressive  myocardial  involvement  is  prob- 
ably present,  and  the  prognosis  is  serious. 

Differences  Between  the  Surgery  of  Children  and  Adults. — 
C.  N.  Dowd  (Surg.  Gyn.  Obst.,  19 12,  xiv,  353)  states  that  children 
under  two  years  of  age  do  not  often  have  tuberculous  disease 
of  the  neck  lymphatics;  when  they  do  have  it,  they  usually 
show  less  resistance  than  older  children  do.  Between  the  ages 
of  two  and  seventeen  years,  tuberculous  lymphatic  disease  in  the 
neck  is  fairly  regular  in  its  course.  This  is  the  period  where  the 
upper  nodes  usually  break  down  before  the  lower  nodes  are  exten- 
sively involved.  In  adult  life  the  breaking  down  of  the  upper 
nodes  is  not  so  likely  to  occur;  the  infection  spreads  downward 
and  involves  the  lower  nodes,  thus  presenting  a  clinical  picture 
and  a  problem  different  from  that  in  children.  The  writer  has 
studied  204  cases  of  empyema.  Among  twenty  autopsies  on 
these  cases,  thirteen  had  pneumonia;  five,  pneumococcus  perit- 
onitis; one,  pneumococcus  meningitis;  four,  pericarditis;  three, 
tuberculosis;  five,  contracted  lung.  These  autopsy  findings 
indicate  how  great  is  the  error  of  believing  suppurative  pleurisy 
to  be  the  important  element.  The  patients  were  suffering  from 
pneumonia,  peritonitis,  pericarditis,  meningitis,  and  tuber- 
culosis. It  is  manifestly  wrong  to  pursue  such  patients  too 
vigorously  with  aspirating  needles  or  to  etherize  them  and  search 
for  visionary  pockets  of  pus.  In  this  group  of  cases  one  notices 
the  preponderance  of  pneumococcus  inflammations.  The  reports 
of  pus  examinations,  so  far  as  they  aie  available,  indicate  that 
pneumococci  were  found  in  fifty-two  instances,  streptococci 
were  found  in  six  instances,  no  bacteria  were  found  in  nine 
instances.  This  study  indicates  that  children  are  more  apt  than 
adults  to  have  the  form  of  tuberculous  peritonitis  which  spreads 
insidiously  so  as  to  involve  a  very  large  part  of  the  peritoneum, 
and  which  does  not  give  a  large  percentage  of  localized  inflam- 
mations. There  are  two  conditions  in  which  operation  seems 
particularly  desirable:  The  early  form  in  which  there  is  much 
ascites.  The  form  in  which  there  is  a  lesion  so  localized  that  a 
definite  focus  of  maximum  infection  can  be  removed. 

Obstetrical  Consultations  for  Infants. — E.  Bonnaire  (Presse 
med.,  May  11,  1912)  denominates  "obstetrical  consultations  for 
infants"  the  work  which  may  be  done  in  connection  with  every 
obstetrical  clinic  in  teaching  the  nursing  mother  how  to  supple- 
ment an  insufficient  supply  of  milk  with  artificial  feeding  with 
cow's  milk,  or  how  to  improve  her  general  condition  so  that  the 
supply  of  milk  will  be  better  in  quality  and  quantity.     Many 
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mothers  are  unable  or  unwilling  to  nurse  their  infants.  Among 
the  working  classes  this  occurs  often  from  necessity,  the  mother 
being  the  bread-winner  and  forced  to  go  to  work  daily.  She 
puts"  her  infant  in  a  day  nursery  and  leaves  it  there  during  the 
day,  and  soon  loses  the  ability  to  nurse  it  at  all,  or  gives  it  up  on 
account  of  the  inconvenience  she  experiences  in  not  being  able 
to  nurse  the  child  during  working  hours.  The  obstetrician  is 
able  to  teach  the  mother  the  value  of  even  a  small  quantity  of 
mother's  milk  to  supplement  artificial  feeding.  This  breast 
milk  in  small  quantity  acts  as  a  ferment  to  assist  digestion  of  the 
cow's  milk.  As  soon  as  the  mother  gives  up  nursing  altogether 
the  child  comes  under  the  supervision  of  the  pediatrist.  But 
it  is  the  privilege  of  the  obstetrician  to  assist  materially  in  the 
prevention  of  infant  mortality  if  he  can  hold  and  influence  these 
working  mothers  and  induce  them  to  nurse  their  infants  for  even 
a  few  hours  in  the  day.  Pinard  has  attacked  the  problem  of 
congenital  debility,  and  says  "mother's  milk  is  the  right  of  the 
infant."  Budin  says  "the  best  milk  is  that  which  the  child 
finds  at  its  mother's  breast."  If  Sunday  morning  is  devoted  to 
such  consultations  it  will  much  assist  the  working  mother,  since 
she  cannot  afford  to  forego  her  wages  while  spending  her  time 
awaiting  the  consulting  doctor  during  the  week.  It  is  the 
midwife  and  the  obstetrician  who  must  be  instructed  in  this  work, 
and  who  must  take  it  up,  since  it  is  they  who  come  in  contact 
with  the  mother  at  the  time  of  the  birth  of  her  child,  and  who 
by  judicious  management  can  maintain  their  influence  over 
her  for  some  time,  by  dwelling  on  the  value  of  their  counsels  to 
the  health  of  her  child.  A  propaganda  in  favor  of  nursing  of 
every  infant  by  its  own  mother  can  be  carried  out  in  connection 
with  every  obstetric  clinic,  and  by  every  physician  in  his  private 
practice  and  it  is  our  duty  as  physicians  to  see  that  this  is  done 
if  we  wish  to  do  our  utmost  to  assist  in  the  reduction  of  infant 
mortality. 

Embolic  Gangrene  of  a  Leg  Consecutive  to  Malignant  Diphthe- 
ria.— ^Aviragnet,  Blechmann,  and  Huber  (Ann.  de  med.  et 
chir.  inf.,  May  15,  19 12)  give  the  history  of  a  child  who  was 
recovering  from  malignant  diphtheria  when  he  suddenly  had  an 
intense  pain  in  the  abdomen,  accompanied  with  paleness,  cyano- 
sis, and  bluish  spots  on  the  legs.  After  some  hours  these 
cleared  up  on  the  right  side,  but  the  left  leg  remained  permanently 
exsanguinated.  Fortunately  for  the  child  death  closed  the  scene 
before  gangrene  set  in.  Embolism  of  the  lungs  is  not  very 
uncommon  after  malignant  diphtheria,  but  in  the  legs  it  is  rather 
rare.  There  are  three  groups  of  such  cases;  first  those  in  which 
gangrene  comes  on  and  removes  the  limb ;  a  second  in  which  the 
circulation  is  reestablished  after  a  few  days;  and  a  third  in  which 
death  ensues,  as  in  the  recorded  case.  The  increased  appearance 
of  these  accidents  depends  on  the  use  of  antitoxin  for  the  last 
few  years,  which  has  prolonged  the  life  of  these  little  patients. 

The  MongoHan  Blue  Spot. — J.  Anderodias  {Rev.  mens,  de  gyn. 
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d'  ohst.  et  de  ped.,  May,  19 12)  mentions  a  peculiar  blue  spot  on 
the  lumbosacral  region,  which  is  characteristic  of  the  Mongo- 
lian races,  and  is  rarely  seen  in  the  Caucasian  and  never  in  the 
negro.  It  is  due  to  pigment  placed  in  an  unusual  situation  in 
the  skin.  It  is  found  in  the  deepest  layers  of  the  derma,  while 
the  normal  pigment  is  placed  in  the  epidermis.  According  to 
some  this  spot  appears  only  in  children  who  have  a  mixture  of 
Mongolian  blood. 

Case  of  Allergy  to  Common  Foods. — ^The  idiosyncrasy  of  cer- 
tain individuals  to  common  foods  has  been  recognized  for  many 
years,  but  the  essential  causes  of  the  condition  have  remained 
obscure.  O.  M.  Schloss  (Amer.  Jour.  Dis.  Child.,  1912,  iii,  341) 
presents  an  interesting  study  of  a  boy  eight  years  old  in  whom 
marked  urticarial  lesions  were  caused  by  the  ingestion  of  eggs, 
almonds  and  oatmeal.  The  idiosyncrasy  to  egg  was  not  con- 
genital but  was  acquired  at  some  time  between  the  ages  of  ten 
days  and  fourteen  months.  Symptoms  due  to  the  ingestion  of 
oats  appeared  some  time  after  the  child  had  first  eaten  oatmeal 
when  he  was  twenty- two  months  old.  As  far  as  can  be  ascer- 
tained, the  idiosyncrasy  to  almonds  was  manifested  the  first 
time  this  food  was  eaten.  It  was  found  that  cutaneous  inocu- 
lation of  these  and  certain  related  food  substances  produced  an 
urticarial  wheal  at  the  site  of  inoculation.  The  cutaneous  re- 
action was  produced  only  by  the  protein  constituents  of  eggs, 
almonds  and  oats.  Different  proteins  from  the  same  source 
varied  in  activity,  some  being  incapable  of  causing  a  reaction. 
Some  of  the  active  proteins  caused  urticaria  by  mere  contact 
with  the  unbroken  skin.  It  was  possible  passively  to  sensitize 
guinea-pigs  to  ovomucoid  (one  of  the  active  proteins  from  eggs) 
by  intraperitoneal  injections  of  the  patient's  blood-serum.  By 
feeding  ovomucoid  in  gradually  increasing  doses  the  patient 
became  immune  to  egg.  At  the  same  time  immunity  to  oatmeal 
and  an  apparently  decreased  susceptibility  to  almonds  occurred. 
Judging  from  these  results  it  would  seem  that  the  patient's 
allergic  condition  to  the  three  dissimilar  foods  was  in  some  way 
related.  Our  present  knowledge  of  the  subject  is  too  meager, 
however,  to  interpret  these  results  as  proving  that  the  original 
sensitization  to  egg  or  oats  also  sensitized  the  patient  to  almonds. 
Moreover,  the  results  from  a  single  case  are  insufficient  data  on 
which  to  base  this  view,  which  is  not  in  accord  with  the  current 
ideas  of  the  specificity  of  anaphylaxis.  Another  possibility 
which  must  be  considered  is  that  the  sensitization  to  eggs  and 
oats,  although  not  the  direct  cause  of  the  patient's  idiosyncrasy 
to  almonds,  may  have  served  in  some  wa)''  as  a  predisposing 
cause. 

Wassermann  Reaction  in  Infants  and  Children. — F.  S.  Churchill 
{Ainer.  Jour.  Dis.  Child.,  1912,  iii,  363)  has  found  in  a  series  of 
10 1  hospital  children  tested  by  the  Wassermann  serum  reaction, 
a  large  number  of  cases  presenting  a  positive  reaction,  38  per 
cent.,  over  a  third,  giving  such  a  result.     The  most  of  these,  we 
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are  justified  in  regarding  as  syphilis.  Deducting  ten  cases  with- 
out either  family  history,  personal  record  or  physical  signs 
suggestive  of  syphilis,  we  have  twenty-nine  (28  per  cent.)  cases 
of  syphilis  among  the  first  hundred  children,  selected  mostly  at 
random,  in  one  of  our  large  American  hospitals;  that  is,  nearly 
one  out  every  three  patients.  The  comparatively  large  number 
of  positive  cases  without  physical  signs,  the  "symptomless" 
children,  is  a  striking  phenomenon,  fourteen  of  the  cases  (37 
per  cent.)  being  so  lacking.  This  is  quite  in  keeping  with  the 
character  of  congenital  syphilis,  at  least  of  the  late  variety,  and 
emphasizes  the  difficulty  of  arriving  at  a  diagnosis,  and  the  im- 
portance of  the  serum  test  in  unearthing  these  obscure  cases. 
Though  the  series  of  cases  is  small  the  findings  demonstrate  the 
importance  of  the  serum  test  in  studying  anemic,  maldeveloped 
children  and  the  desirability  of  applying  this  test  on  a  large 
scale  to  these  children,  in  order,  first,  to  determine  to  what 
extent  syphilis  prevails  among  them,  and,  secondly,  to  institute 
proper  treatment. 

Acute  Duodenal  Indigestion  in  Children. — F.  B.  Talbot  (Amer. 
Jour.  Dis.  Child.,  191 2,  iii,  398)  has  studied  24  cases  of  this 
trouble  during  the  past  year  in  the  Out-patient  Department 
of  the  Massachusetts  General  Hospital.  Analysis  of  these  cases 
showed  that  the  disease  came  as  a  complication  of  such  infections 
as  otitis  media,  diphtheria,  and  the  exanthemata  in  15  per  cent. 
of  the  cases.  The  onset  was  sudden  with  fever  and  vomiting  in 
75  per  cent.,  and  therefore  suggested  an  infectious  origin;  the 
liver  was  enlarged  in  74  per  cent.,  and  tender  in  13  per  cent.; 
the  spleen  was  not  felt  in  any  case.  Urobilinogen  was  absent 
from  the  urine  in  every  case  where  there  was  complete  obstruc- 
tion to  bile  and  was  found  in  excessive  amounts  when  the  ob- 
struction was  removed.  The  stools  were  recorded  as  white  in 
36  per  cent.,  creamy  in  14  per  cent.,  and  clay  colored  in  50  per 
cent,  of  the  cases  during  obstruction,  and,  under  the  microscope, 
always  showed  an  excess  of  fat  which  was  entirely  in  the  form 
of  soaps,  while  there  was  constipation,  and  as  both  fatty  acids 
and  soaps  when  there  was  diarrhea.  In  one  instance  in  which 
the  diet  was  particularly  bad,  there  was  also  an  excess  of  starch, 
but  in  all  other  cases  starch  and  meat  were  perfectly  digested. 
When  the  bile  flows  again  into  the  intestine  the  fat  quickly  dis- 
appears from  the  stool  and  abnormal  quantities  of  urobilinogen 
appear  in  the  urine.  Either  the  excessive  amounts  of  uro- 
bilinogen are  due  to  excessive  putrefaction  accompanying  the 
disease,  plus  a  diet  containing  a  large  amount  of  meat,  or  acute 
duodenal  indigestion  is  not  a  simple  blocking  of  the  common 
duct  by  mucus.  It  is  conceivable  that  the  agent  which  caused 
the  plug  of  mucus  to  form  in  the  common  duct  may  have  ex- 
tended up  into  the  small  bile  capillaries  of  the  liver.  In  that 
case,  the  liver  cells  could  not  act  normally  and  urobilinogen 
would  not  be  converted  back  into  bilirubin  in  the  normal  manner; 
this  would  result  in  an  obstruction  in  the  liver,  which  would 
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cause  urobilinogen  to  back  up  and  oxerflow  in  evcessive  amounts 
in  the  urine.  Metabolism  experiments  and  an  understanding 
of  the  physiology  of  bile  makes  it  obvious  that  fat  and  sugars 
should  be  excluded  from  the  diet.  Conversely  proteins,  espe- 
cially meat,  fat-free  milk,  or  skimmed  milk,  and  thoroughly  cooked 
simple  starches  (potato  is  the  least  digestible)  may  be  safely 
given.  Fortunately,  the  disease  is  of  relatively  short  duration, 
because  a  fat-free  diet  could  not  supply  the  requisite  number 
of  calories  to  sustain  health  indefinitely.  The  appetite  is  always 
poor  and  can  be  best  stimulated  by  tincture  of  nux  vomica,  in 
doses  corresponding  to  the  age  of  the  patient.  Mucus  is  the 
natural  protective  agent  of  the  gastrointestinal  canal  and  is 
thrown  out  by  the  mucous  membrane  whenever  there  is  any 
form  of  irritant  present.  Mucus  is  soluble  in  alkalies  and  pre- 
cipitated by  acids,  therefore,  the  mucus  plug  in  the  bile  duct  may 
be  best  reached  by  large  doses  of  alkalies  (for  example, 
bicarbonate  of  soda). 

Diagnosis  of  Tuberculosis  in  the  Nursling. — Hutinal  and  Tixier 
{Ann.  de  vied,  et  chir.  inf.,  June  i,  19 12)  find  that  a  careful 
search  of  the  conditions  under  which  a  child  suspected  of  tuber- 
culosis has  lived  will  be  of  great  value  in  diagnosis.  The  in- 
fection may  be  transmitted  to  the  child  before  birth,  during 
intrauterine  life,  or  later.  The  laborator)^  and  cutaneous 
reactions  for  tuberculosis  are  of  value,  and  radioscopy  may  be  of 
great  assistance  in  diagnosis.  Congenital  tuberculosis  undoubt- 
edly exists,  but  is  rare.  Milk  is  an  exceptional  source  of  in- 
fection, according  to  the  author.  Almost  always  the  infection 
reaches  the  child  from  his  surroundings.  The  bacillus  may  be 
sought  for  in  the  stomach  contents,  feces,  blood  serum  and 
cerebrospinal  fluid.  Enlarged  lymph  nodes  may  be  shown  by 
radioscopy  when  present. 

Osteomuscular  Dystrophy  with  Dwarfing. — V.  Hutinel  and  P. 
Harvier  {Arch,  de  med.  des  enf.,  June,  1912)  cite  two  cases 
observed  iDy  themselves,  to  which  they  add  four  others  culled  from 
literature,  which  they  believe  form  a  group  of  cases  all  of  which 
show  a  special  type,  often  appearing  in  adolescence,  and  more 
than  one  case  in  the  same  family.  They  are  characterized  by 
dwarfing  of  stature,  late  lesions  of  rachitis  involving  the  bones, 
am3'otrophy,  and  muscular  impotence.  With  these  changes 
may  be  associated  adiposity,  and  retardation  of  the  establish- 
ment of  the  menstrual  function.  The  writers  believe  that  this 
type  of  dystrophy  is  associated  with  lesions  of  the  hypophysis. 
Autopsies  have  not  as  yet  been  possible  which  would  establish 
this  as  a  fact.  The  authors'  cases  were  sisters.  They  showed 
dwarfing,  rachitic  malformations,  muscular  impotence,  weak- 
ness, etc.     The  th}Toid  did  not  seem  to  be  involved  especially. 
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PHYSIOLOGY  OF  THE   DUCTLESS  GLANDS   IN  THEIR 
RELATIONS  TO  OBSTETRICS.* 

BY 
C.  E.  DE  M.  SAJOUS,  M.  D.,  LL.  D., 

Philadelphia. 

"  The  physiology  of  the  internal  secretions  in  twenty  minutes  " 
about  represents  the  instructions  received  from  your  secretary 
when  he  requested  me  to  prepare  this  paper.  Such  a  feat  might 
have  been  accomplished  ten  years  ago  when  it  almost  meant 
danger  to  one's  reputation  and  well-being  to  carry  on  researches 
on  the  ductless  glands.  But  things  have  changed,  and  the 
field  has  become  so  vast  that  about  all  I  shall  be  able  to  do  in 
the  time  available  will  be  to  refer  briefly  to  those  features  of  the 
general  subject  which  bear  a  direct  connection  with  your  special 
line  of  work. 

"  In  Southern  Italy  it  has  long  been  the  custom  for  the  parent 
to  measure  the  circumference  of  the  daughter's  neck  before  and 
after  marriage,  an  increase  in  size  being  considered  as  an  evidence 
of  conception,"  as  stated  by  Richardson.  The  clinical  observa- 
tions of  Nicholson,  Lange,  and  others,  have  fully  confirmed  the 
existence  of  a  functional  relationship  between  the  reproductive 
organs  and  the  thyroid.  Moreover  experiments  upon  pregnant 
and  nonpregnant  animals  have  sho^^oi  that  the  pregnant  ani- 
mals require  much  more  thyroid  than  those  which  were  not 
pregnant.  While  the  latter  could  exist  normally  with  but  one- 
fifth  of  the  organ,  if  they  became  pregnant  they  speedily  suf- 
fered from  convulsions.  Conversely,  as  Lanz  and  others  have 
shown,  even  in  herbivora,  goats  for  example,  which  do  not  need 

*  Read  before  the  Philadelphia  Obstetrical  Society,  May  2,  1912. 


510  SAJOUS:    PHYSIOLOGY    OF    THE    DUCTLESS    GLANDS. 

the  thyroid  as  much  as  the  carnivora,  since  they  can  live  a  long 
time  after  removal  of  the  thyroid,  the  sexual  and  reproductive 
capacity  is  greatly  impaired  after  this  operative  procedure. 
They  either  do  not  become  pregnant  or  they  abort.  These 
and  many  other  facts  which  could  be  adduced,  bearing  upon 
puberty,  menstruation,  lactation,  menopause,  etc.,  indicate 
clearly  that  during  pregnancy  the  former  takes  part  in  the 
active  process  of  fetal  development. 

What  is  the  physiological  r61e  of  the  thyroid  apparatus  in 
this  connection?  It  is  one  of  such  importance  that  if  it  were 
more  generally  known  by  the  profession  at  large,  and  the  thera- 
peutic suggestions  it  offers  more  frequently  heeded,  puerperal 
complications  could  be  prevented  in  many  cases  which  at  pres- 
ent only  too  often  are  lost. 

What  has  been  termed  the  "  detoxicatory "  functions  of  the 
thyroid  apparatus  has  been  before  us  many  years.  The  the- 
ories which  restricted  the  antitoxic  process  to  the  gland  proper, 
this  organ  being  supposed  to  detoxicate  the  blood  coursing 
through  it,  have  had  their  day.  The  only  view  which  has  sur- 
vived the  test  of  experimental  inquiry  is  that  based  on  Schiff's 
original  idea  that  the  thyroid  supplies  a  secretion  to  the  blood. 
Since  his  time,  one  of  its  roles  has  been  found  to  be  the  de- 
struction of  poisons  in  the  blood — the  all-important  function 
referred  to  above.  My  own  labors  then  suggested  that  the 
thyroid  and  parathyroids  were  directly  connected  with  the 
production  of  antibodies  and  opsonins  in  the  blood-stream,  a 
view  since  confirmed  by  Fassin,  Stepanoff  and  Marbe,  the  latter 
two  observers  working  at  the  Pasteur  Institute. 

The  role  of  the  thyroid  apparatus — by  which  I  mean  the 
thyroid  and  parathyroids — in  pregnancy,  thus  becomes  clear. 
During  this  physiological  state,  maternal  wastes  are  not  alone 
to  be  dealt  with,  but  also  those  of  the  fetus.  Hence  the  need 
of  supplementary  resources  to  convert  them  into  eliminable 
end-products.  The  thyroparathyroid  secretion  taking  part  (with 
other  antibodies  let  me  add)  in  this  process,  the  thyroid  assumes 
greater  activity  and  thereby  serves  to  protect  the  maternal 
organism  against  harm.  When  this  source  of  help  fails,  the 
antitoxic  process  is  not  completed  and  toxic  intermediate 
wastes,  which  are  extremely  irritating  to  the  kidney,  are 
formed,  giving  rise  to  albuminuria,  edema  and  other  complica- 
tions dreaded  by  obstetricians,  and  favoring  the  development  of 
puerperal    eclampsia.     That   we    have    in    thyroid    gland    used 
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therapeutically,  a  potent  aid  in  this  connection  has  been  sus- 
tained clinically. 

The  beneficial  influence  of  th\T-oid  preparations  on  lactation, 
pointed  out  by  Hertoghe,  Cheron  and  others,  who  found  that 
in  some  cases  of  agalactia  the  secretion  of  milk  was  free  as  long 
as  thyroid  was  taken  and  failed  when  it  was  neglected,  is  ex- 
plained by  the  well-known  influence  of  the  gland  on  general 
metabolism,  which  it  greatly  enhances.     The  secreting  elements 
of  the  mammary  gland  are  simply  rendered  more  active  because 
cellular  interchanges  or  vital  activity  in  them  is  greatly  activated. 
Besides  the  inherent  help  that  small  doses  of  thyroid  afford,  is 
the  very  important  fact  that  the  maternal  milk  serves  not  only 
to  nourish  the  infant,  but  also  to  protect  it  against  infection, 
while  its  own  autoprotective  organs  are  not  sufiiciently  developed 
to  defend  it  adequately.     So  marked  is  this  defensive  property 
of  maternal  milk  that  in   1S70  during  the  siege  of  Paris,  the 
mortality  was  lowered  40  per  cent,  because  mothers  were  driven 
to  nurse  their  babies  for  lack  of  cow's  milk,  although  in  the  same 
period  the  general  mortality  in  the  city  was  doubled  (Winters). 
As  far  back  as  1892  Ehrlich  and  Brieger  showed  that  when  mice 
had  been  immunized  against  the  action  of  tetanus  toxin,  their 
milk  conferred  the  same  immunity  upon  the  mice  they  suckled. 
These  and  many  other  facts  which  could  be  adduced  indicate 
not  only  that  thyroid  products  increase  the  flow  of  milk,  but 
also,  through  this  fact,  protect  the   infant   if  need  be  against 
infection. 

Were  the  adrenals  also  situated  under  the  skin,  they  could  like- 
wise be  seen  to  enlarge  during  pregnancy.  They  are  the  seat  of 
active  hyperemia,  their  whole  vascular  supply  being  erethic,  while 
their  cellular  elements  show  every  evidence  of  abnormal  ac- 
tivity. Neu  has  recently  shown  that  the  epinephrin  in  the  blood 
corresponded  quantitatively  with  the  activity  of  the  gestative 
process,  including  pregnancy,  labor  and  the  puerperal  period. 
The  prevailing  conception  of  the  action  of  the  adrenal  secre- 
tion that  it  serves  to  sustain  the  vasomotor  tone  through  its 
action  on  the  cardiovascular  system,  while  perfectly  correct, 
fails  to  account  for  this  striking  development  of  functional 
activity.  But  such  is  not  the  case  with  my  own  view  that  the 
adrenals  sustain  oxidation  and  metabolism.  There  is  not  only 
the  normal  maternal  metabolism  to  subserve,  but  also  that  of 
the  developing  fetus  and  the  vast  up-building  of  tissue  this 
process  entails,  the  increase  in  size  of  the  uterine  walls,  the  de- 
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velopment  of  the  placenta,  etc.  This  relationship  between  the 
adrenals  and  parturition  constitutes  a  new  field  for  study.  I 
may  add  for  the  benefit  of  those  who  might  wish  to  take  it  up, 
that  so  eminent  an  author  as  Prof.  Schafer,  also  expressed  the 
opinion,  since  I  did  so,  that  the  adrenals  were  related  to  metabolic 
changes-the  keynote,  as  I  view  it,  of  their  connection  with 

^"^The  adrenals  in  the  new-bom  merit  even  morethan  those  of  the 
mother— as  far  as  present  knowledge  warrants-the  attention 
of  the  obstetrician,  for  the  destruction  of  these  organs  through 
local  hemorrhage  is  a  frequent-and  let  me  say  often  unrecog- 
nized-<^ause  of  death  in  the  nursling  during  the  first  few  weeks 
of  life  So  common  is  adrenal  hemorrhage  in  infants,  m  fact, 
that  Loeper  and  Oppenheim  found  it  in  45  per  cent,  of  250 
nurslings  examined  postmortem.     How  is  it  produced? 

Various  toxic  substances,  pneumobacillus  cultures,  diphtheria 
and  other  toxins,  vegetable  poisons,  etc.,  have  been  shown  te 
cause  when  injected  experimentally,  congestion  of  the  adrenals- 
so  marked  in  some  instances  as  to  provoke  rupture  of  their  vessels. 
All  the  investigators  who  have  reported  these  observations  agree 
that  the  organs  give  the  typical  signs  of  marked  activity  m 
addition  to  the  vascular  engorgement.  Whatever  the  purpose 
of  this  activity  is,  whether  to  sustain  the  cardiovascular  tonus 
or  whether,  as  I  believe,  to  sustain  metabolism  or  carry  on  both 
these  functions-which  is  probably  the  truth-the  fact  remams 
that  the  two  salient  points  to  remember  are  that  while  overactive 
adrenals  raise  the  blood-pressure  in  proportion,  the  adrenals  of 
the  infant  are  relatively  very  large  while  their  parenchyma  is 
extremely  friable.  The  meaning  of  high  blood-pressure  under 
these  conditions  is  self-evident:  the  contracted  arteries  of  the 
body  at  large  so  increase  the  pressure  in  the  delicate  adrenal 
vessels-which  are  in  reality  but  sinusoidal  capillaries-that 
they  rupture,  thus  constituting  adrenal  hemorrhage. 

But  through  what  agency  are  the  poisons  which  cause  adrena 
hemorrhage  produced  in  the  new-bom?  Barring  the  occasional 
cases  of  this  condition  due  to  trauma  or  pressure  during  birth, 
we  are  brought  to  the  protective  influence  of  the  mother  over  her 
infant  A  child  borne  with  toxic  wastes  in  its  blood,  because  its 
mother  through  inadequate  autoprotective  functions  has  not 
kept  its,  and  her  blood,  free  of  them,  is  a 'candidate  .^or  adrenal 
hemorrhage  In  many  instances  even  the  matemal  milk,  through 
its  antitoxic  properties,  fails  to  save  the  infant;  but  what  is  the 
prognosis  of  such  infants  when  artificially  fed?     Ample  evidence 
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is  available  to  show  the  evil  influence  of  the  latter.  The  moral 
of  all  these  facts  is  plain:  By  the  judicious  use  of  thyroid  gland 
during  parturition,  when  indications  for  it  are  present,  you  can 
not  only  protect  the  mother,  but  also  her  child,  both  while  it  is 
in  uiero,  and  through  her  milk  after  birth. 

Concerning  the  other  organs  which  have  been  classified  as 
ductless  glands  that  have  proven  of  interest  to  obstetricians, 
the  pituitary  body,  ovaries  and  Graafian  follicles,  I  am  brought, 
through  the  fact  that  I  am  restricted  to  the  physiology  of  these 
organs  as  ductless  glands,  to  state  that  I  am  still  to  be  convinced 
that  they  produce  bona  fide  internal  secretions.  It  has  long 
been  my  opinion,  though  quite  prepared  to  yield  to  substantial 
proof  to  the  contrary,  that  true  internal  secretions  are  by  no 
means  as  numerous  in  the  body  as  they  are  thought  to  be,  and 
that  the  effects  obtained  from  many  organic  extracts  do  not 
represent  those  of  any  internal  secretion  whatsoever.  They  are 
from  my  viewpoint  mere  tissue  extracts,  whose  effects,  therefore, 
are  all  very  similar,  the  variations  observed  being  due  to  the  differ- 
ences in  the  composition  of  these  tissues.  The  posterior  portion 
of  the  pituitary  body,  for  example,  is  known  to  be  rich  in  nerve- 
cells,  while  the  ovaries  and  Graafian  follicles  are  rich  in  nucleins. 
Yet  all  these  tissues  give  the  chromaffin  test,  showing  that  all  are 
rich  in  adrenal  substance  though  closely  bound  up  in  organic 
combination  with  the  specific  tissues  of  each  organ.  Under  these 
conditions,  we  should  obtain  the  effects  of  the  adrenal  extractives 
from  all  these  organs;  this  is  precisely  what  we  do  get;  all  are 
oxidizing  agents,  raise  the  blood-pressure,  slow  the  heart  beat, 
and  enhance  metabolism.  This  applies  also  to  kidney  and 
testicular  extracts.  They  all  belong  also  to  what  has  been  termed 
the  chromaffin  system  and  are  closely  related  to  one  another 
through  the  sympathetic  system  which  plays  an  important  part 
in  the  many  functional  relationships  they  so  plainly  show.  We 
obtain  a  sudden  rise  of  blood-pressure  from  pure  adrenal  extrac- 
tives and  a  rapid  fall  from  extracts  of  the  other  organs ;  the  rise 
of  blood-pressure  is  of  longer  duration  because  the  adrenal  extrac- 
tives here  are  in  combination  with  other  organic  substances  which, 
to  a  material  degree,  prolong  and  modify  its  action.  All  this  does 
not  impair  in  the  least  the  therapeutic  and  special  value  of  each 
of  these  different  extracts;  it  only  deprives  them  of  what  appear 
to  me  as  fictitious  functions,  that  is  to  say,  functions  which  on  in- 
sufficient grounds  have  been  compared  to  those  of  a  bona  fide 
internal  secretion,  that  of  the  adrenals  for  example. 
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THE  THERAPEUTIC  APPLICATION  OF  THE  DUCTLESS 

GLANDS.* 

BY 

H.  A.  HARE,  M.  D., 

Professor  of  Therapeutics,  Jefferson  Medical  College, 
Philadelphia. 

To  attempt  to  discuss  the  subject  of  the  therapeutic  application 
of  the  ductless  glands  in  the  brief  space  of  time  which  it  is 
possible  to  permit  me  to  use  at  this  meeting  is  a  hopeless  task, 
for  no  subject  has  attracted  more  attention  in  the  last  fifteen 
years  and  no  subject  has  developed  more  experimental  research 
and  practical  application.  Although  it  is  true  that  every  ductless 
gland  has  been  proved  to  possess  a  definite  physiological  action 
constantly  or  inconstantly  exercised,  it  is  also  true  that  much  of 
our  knowledge  concerning  these  effects  is  very  crude  indeed, 
and  I  believe  that  the  time  is  not  far  distant  when  we  will  recog- 
nize that  these  glands  can  be  used  in  three  different  ways,  viz., 
to  produce  a  sudden,  positive  and  easily  demonstrable  effect,  to 
cause  certain  changes  in  physiological  fimction  which  are  capable 
of  being  recognized  only  after  the  results  of  these  changes  have 
had  time  to  develop,  and  lastly,  that  a  considerable  part  of  our 
drug  therapy  will  be  found  to  depend  upon  the  effect  which  these 
substances  (that  is,  the  glands)  exercise  when  under  the  influence 
of  drugs.  Crude  and  yet  accurate  as  our  studies  have  been  in 
the  past  as  to  the  effects  of  drugs  on  the  circulation,  respiration 
and  the  blood,  there  still  remain  two  fields  of  research  mani- 
festly untouched,  namely,  the  effects  of  drugs  on  the  ductless 
glands  and  the  effects  of  drugs  on  the  circulation  of  lymph  and  on 
the  lymph  nodes.  If  this  is  true  of  the  effects  of  drugs  it  is  even 
more  true  of  the  effects  on  the  extracts  of  the  ductless  glands  when 
they  are  injected  into  the  body. 

Invited  as  I  am  to  address  an  Obstetrical  Society  and  limited  as 
to  time,  it  is  proper  to  consider  at  this  time  the  ductless  glands  and 
their  products  which  chiefly  interest  accoucheurs.  Of  the  se  gland- 
ular products  certainly  the  one  which  seems  to  demand  our  inter- 
est and  use  more  than  any  other  is  pituitrin,  the  active  principle 
of  the  pituitary  body.  It  has  not  had  the  use  in  this  country  that 
it  has  had  in  Germany  where  clinicians  of  large  opportunities 
have  given  it  adequate  trial  and  high  praise.     It  will  be  recalled 

*  Read  before  the  Philadelphia  Obstetrical  Society,  May  2,  1912. 
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that  pituitrin  is  obtained  from  the  posterior  or  infundibular 
portion  of  the  pituitary  body,  and  that  when  injected  subcu- 
taneously  or  into  a  vein  it  causes  a  rise  of  blood  pressure  very 
similar  to  that  produced  by  an  intravenous  injection  of  adrenalin, 
save  that  the  effect  is  more  gradual  in  its  onset  and  very  much 
more  prolonged  in  its  maintenance,  this  rise  in  blood  pressure 
being  due  to  constriction  of  the  peripheral  blood-vessels  which, 
like  that  caused  by  adrenalin,  depends  upon  an  effect  exercised 
upon  the  muscular  coats  of  these  vessels  rather  than  through 
any  influence  upon  the  vasom.otor  center.  The  peripheral 
action  of  this  drug  therefore  renders  it  useful  in  instances  in 
which,  as  a  result  of  shock,  there  is  a  fall  of  blood  pressure 
depending  upon  depression  of  the  vasomotor  center  which  in 
its  depression  might  fail  to  respond  to  a  drug  which  raised  pres- 
sure by  direct  action  on  this  center.  The  rise  in  blood  pressure 
is  probably  responsible  to  a  considerable  degree  for  the  slowing 
of  the  pulse  which  is  produced  by  its  use.  Associated  with  this 
influence  upon  the  circulation  it  is  interesting  and  somewhat 
surprising  to  learn  that  pituitrin  causes  a  marked  increase  in 
urinary  flow,  since  one  would  suppose,  a  priori,  that  a  drug 
which  contracted  peripheral  vessels  would  contract  the  renal 
vessels  and  diminish  the  quantity  of  blood  going  to  the  kidneys. 
As  a  matter  of  fact,  clinical  studies  show  that  the  blood-vessels  of 
the  kidney  seem  to  be  dilated  under  its  influence  and  that  in 
instances  where  partial  or  complete  suppression  of  urine  follows 
labor  or  operative  interference  upon  the  genitourinary  tract,  it 
is  an  efflcient  remedy  to  reestablish  urinary  secretion.  Further- 
more, Hofstetter  believes  it  to  exercise  a  stimulant  effect  upon 
the  muscular  coats  of  the  bladder  and  therefore  believes  that  it 
relieves  vesical  atony,  with  the  further  advantage  that  by  its  use 
it  is  often  possible  to  avoid  the  use  of  the  catheter. 

When  v/e  come  to  a  consideration  of  the  direct  effect  of  pituitrin 
upon  the  uterus  we  find,  as  I  have  already  stated,  that  a  very 
large  number  of  papers  have  been  contributed  by  Continental 
authorities  concerning  its  influence  upon  this  viscus,  either  for 
the  purpose  of  influencing  the  uterine  circulation  in  nonpregnant 
women,  for  the  purpose  of  producing  uterine  contractions  when 
the  pregnancy  has  reached  its  completion,  or  in  place  of  ergot 
in  the  later  stages  of  labor  to  diminish  the  possibility  of  or 
to  control  actual  postpartum  hemorrhage.  Foges  and  Hof- 
stetter believe  that  it  is  superior  to  ergot  for  this  purpose. 
It  acts  so  promptly,  too,  that  it  may  be  given  after  deliver}'  to 
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aid  in  the  expulsion  of  the  placenta.  Kehrer  asserts  that 
pituitrin  has  proved  in  his  hands  to  be  the  best  ecbolic  agent, 
but  adds  that  he  has  never  seen  it  produce  tonic  and  unyielding 
contractions  but  only  the  to-and-fro  contractions  which  are  so 
desirable.  His  observations  have  been  confirmed  by  Bagger- 
Joergensen,  who  finds  with  Hofbauer  that  pituitrin  is  a  powerful 
and  reliable  oxytoxic  which  does  not  act  deleteriously  upon  the 
fetus. 

In  a  case  reported  by  Gottfried,  a  woman  who  had  been 
pregnant  for  eleven  lunar  months  came  under  observation  and  an 
attempt  was  made  to  induce  uterine  contractions  with  hot  baths 
and  quinine  with  practically  no  result;  whereas,  an  injection  of  a 
small  amount  of  pituitrin  produced  active  uterine  contractions 
within  fifteen  minutes  whereby  pregnancy  was  terminated. 
That  the  pituitrin  acts  very  promptly,  when  given  hypodermic- 
ally,  upon  the  uterine  contractions  seems  to  be  universally 
admitted;  ten  minutes  being  the  average  time  which  elapses 
before  some  evidences  of  its  uterine  effect  becomes  manifest. 
Schiffmann  has  used  pituitrin  in  this  manner  for  the  purpose  of 
causing  uterine  contractions  where  it  was  desirable,  o\ving  to  the 
fact  that  abortion  was  necessary.  The  proper  method  where  it 
is  desired  to  empty  the  uterus  before  pregnancy  has  been  com- 
pleted would  seem  to  be  to  produce  artificial  dilatation  of  the  os 
and  then  give  the  pituitrin  hypodermically,  since  in  instances  in 
which  it  is  given  without  this  preliminary  dilatation  no  effect 
seems  to  be  produced.  In  other  words,  it  aids  in  the  induction 
of  abortion  but  does  not  lend  itself  to  the  task  of  being  solely 
responsible.  In  cases  of  uterine  inertia  due  to  imknown  causes 
or  due  to  exhaustion  of  the  patient  it  may  also  be  used  with 
advantage,  and  as  far  as  I  have  been  able  to  learn  from  a  fairly 
careful  study  of  the  literatiue,  it  does  not  seem  to  possess  any 
unfavorable  after-effects  either  upon  the  mother  or  her  offspring. 
Injection  may  be  made  in  any  part  of  the  body,  either  an  ex- 
tremity or  the  trunk. 

So  far  as  the  effect  on  the  child  is  concerned  most  observers 
claim  that  it  increases  the  strength  of  the  fetal  cardiac 
contractions,  but  the  question  has  not  as  yet  been  decided 
whether  this  is  due  to  some  direct  effect  of  the  drug  or  to  changes 
in  the  uterine  circulation.  In  an  investigation  made  upon  no 
less  than  eighty-one  cases  by  Studeny  he  took  care  that  no 
psychic  influence  was  exercised  which  might  impair  the  scientific 
accuracv  of  his  observation,  depending  solely  upon  the  drug  for 
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the  effect  which  he  sought.  He  also  beHeves  that  pituitrin  is  the 
most  reliable  ecbolic  agent  known  at  the  present  time.  His 
paper  is  published  in  the  Wiener  klinische  Wochenschrift  for 
December  21,  1911.  A  more  recent  paper  which  is  in  accord 
with  those  already  quoted  is  that  of  Fischer,  which  is  published 
in  the  Centralblatt  fiir  Gyndkologie,  Xo.  i,  191 2,  and  one  by  Xagy 
of  Budapest  in  the  same  journal  for  March  9,  191 2.  Time  does 
not  permit  me  to  go  more  exhaustively  into  this  literature  which 
can  be  found  scattered  not  only  through  the  obstetrical  and 
gynecological  journals  but  also  those  which  deal  vnth.  general 
medicine  as  well. 

Although  it  is  true  that  the  pituitary  body  seems  to  exercise 
a  greater  influence  upon  the  uterine  muscle  and  its  blood-vessels 
than  do  any  of  the  other  ductless  glands,  it  is  not  to  be  forgotten 
that  there  are  other  substances  which  are  of  great  interest  to  the 
obstetrician  and  g^-necologist,  notably,  extract  of  corpus  luteum, 
which  is  now  placed  upon  the  market  in  tablet  or  capsule  form 
and  which,  in  my  limited  experience,  certainly  exercises  a  very 
advantageous  influence.  It  is  a  noteworthy  fact  that  heretofore 
ovarian  extract  while  highly  recommended  by  certain  persons 
for  the  purpose  of  combating  the  symptoms  of  the  menopause, 
whether  artificially  or  naturally  induced,  has  not  obtained  the 
popularity-  in  the  profession  that  it  would  have  obtained  had  it 
really  possessed  the  powers  which  som.e  enthusiasts  believe  it  has. 
WTiile  it  may  be  true  that  the  ovary  in  situ  produced  an  internal 
secretion  which  materially  modifies  the  functions  of  all  women 
during  the  child-bearing  period,  and  before  and  after  this  period, 
it  would  seem  that  this  effect  is  produced  not  so  much  by  the 
secretion  of  the  ovary  itself  as  by  the  absorption  of  products 
from  the  corpus  luteum .  Possibly  the  divergent  results  which 
have  been  obtained  in  the  past  from  the  use  of  ovarian  extract 
have  depended  for  their  existence  upon  the  fact  that  the  ovaries 
used  were  obtained  from  animals  at  periods  near  or  remote  from 
that  of  "heat,"  for  Champy  and  Gley  found  that  the  extracts 
of  the  corpus  luteum  of  the  nonpregnant  cow  seemed  to  be 
possessed  of  little  physiological  action  and  that  some  of  the  com- 
mercial extracts  when  prepared  most  carefully  are  inert ;  whereas 
extracts  of  the  corpus  luteum  of  the  pregnant  cow  are  exceedingly 
active  when  made  in  the  physiological  laboratory  or  for  com- 
mercial purposes.  The  same  thing  holds  true  of  the  pregnant 
sheep  but  less  so  of  that  of  pregnant  mares.  Their  observations, 
however,  indicated  that  the  corpus  luteum  of  the  pregnant  sow 
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is  more  active  than  any  other.  According  to  the  investigations 
of  Ott  and  Scott,  which  have  been  pubHshed  during  the  past 
month  the  extract  of  corpus  luteum  has  practically  no  effect 
upon  urinary  secretion  but  acts  as  a  stimulant  to  the  pregnant 
uterus.  So  far  as  I  know,  no  accurate  investigations  have  been 
made  concerning  the  effect  of  this  substance  upon  the  circulation 
and  other  vital  functions.  The  cases  to  which  I  have  given  it 
have  been  those  presenting  the  nervous  and  mental  symptoms 
of  the  artificial  menopause,  and  with  it  I  have  succeeded  after 
having  failed  with  all  of  the  older  remedies. 

There  is  still  another  field  of  physiological  investigation  in 
regard  to  internaltsecretions  which  has  as  yet  not  been  carried 
to  a  point  in  which  therapeutic  application  can  be  made,  namely, 
the  employment  of  so-called  hormones  for  the  purpose  of  stimu- 
lating or  inducing  functional  activity.  Recent  researches,  with 
which  you  may  be  familiar,  would  seem  to  indicate  that  the 
pregnant  uterus  develops  a  hormone  which,  carried  to  the 
mammary  glands,  causes  the  development  and  the  ultimate 
secretion  of  milk,  and,  conversely,  it  would  seem  probable  that  a 
hormone  is  in  turn  responsible  for  the  uterine  contractions 
whereby  labor  is  begun.  Some  of  these  researches  would  seem 
to  indicate  that  the  mammary  glands  "  pays  back  in  its  own  coin  " 
the  uterus  which  primarily  instigated  their  development.  Of 
course,  in  one  sense  it  may  be  said  that  pituitrin  in  producing 
the  results  to  which  I  have  already  referred  acts  as  a  hormone, 

or  acts  as  a  substitute  for  a  hormone  which  has  not  been  developed. 
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It  has  been  proven  repeatedly  that  the  secretions  of  the  duct- 
less glands  play  an  important  role  in  general  metabolism. 
Deficient  action  or  pathological  changes  in  these  structures — 
thyroid,  suprarenal  or  pituitary,  cause  marked  changes,  espe- 
cially in  the  cardiovascular  and  nervous  systems. 

Dale,  Bell,  Howard  and  Isaac  Ott  have  noted  a  marked  rise 
in  blood-pressure  accompanied  by  slowing  of  the  heart  beat 
and  an  increase  in  the  amount  of  urine,  following  the  injection 
of  pituitary  extract. 

*  Read  before  the  Philadelphia  Obstetriclal  Society,  May  2,  1912. 
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Isaac  Ott  demonstrated  that  by  injecting  pituitary  extract 
into  the  vein  of  a  goat's  ear  during  the  early  nursing  period  the 
secretion  of  milk  was  greatly  increased,  the  flow  starting  in  one 
minute  and  reaching  its  height  in  four  minutes,  then  gradually 
returning  to  normal.  Ott  considers  it  the  most  powerful  gal- 
actogogue,  increasing  the  flow  of  milk  one-hundred  fold.  The 
increased  lactation  is  attributed  to  the  hormones  of  the  internal 
secretions  together  with  a  vasodilatation  of  the  gland  itself. 

My  paper  is  in  the  nature  of  a  clinical  report  on  the  use  of 
putuitary  extract  to  determine  its  action  on  the  mammary 
glands,  cardiovascular  system  and  uterus. 

Case  I. — Mrs.  S.,  primipara,  age  twenty-five,  entered  the  hos- 
pital in  labor  January  30,  1911,  near  full  term.  She  gave  a 
history  of  having  attempted  to  terminate  pregnancy  twice  during 
the  two  last  months  of    gestation. 

On  the  sixth  day  of  the  puerperium  she  developed  a  pelvic 
peritonitis;  an  abscess  developed  which  was  opened  and  drained 
in  the  right  inguinal  region.  The  breasts  were  soft  and  no  milk 
could  be  withdrawn  with  the  breast-pump.  Two  weeks  later 
after  the  fever  had  subsided  i  c.c.  of  pituitary  extract  was  in- 
jected deeply  into  the  insertion  of  the  deltoid  at  6  p.m.  The 
following  morning  a  thin  watery  secretion  was  noticed  by  the 
patient  coming  from  the  left  nipple  sufficiently  to  moisten  the 
breast  binder.  One-half  dram  of  milk  was  withdrawn  by  the 
breast-pump. 

She  left  the  hospital  on  the  following  day,  and  on  her  return 
three  weeks  later  for  examination,  stated  that  the  secretion 
lasted  four  days. 

Case  II. — Mrs.  H.  entered  the  hospital  on  the  eleventh  day 
of  the  puerperium  suffering  from  a,  gonorrheal  infection. 

Xo  milk  could  be  withdrawn  from  the  breasts  since  the  birth  of 
her  child,  which  was  being  fed  artificial!}-.  At  the  end  of  the 
third  week  when  the  temperature  was  normal,  pulse  114,  sys- 
tolic pressure  98,  diastolic  85,  i  c.c.  of  pituitary  extract  was  in- 
jected into  the  upper  arm.  Thirty  minutes  later  the  pulse  was 
96,  systolic  pressure  105,  diastolic  95.  The  following  day  i  c.c. 
was  injected  into  the  upper  arm.  Six  hours  later  i  1/2  drams 
of  milk  were  withdrawn  from  the  left  breast  and  i  dram  from 
the  right. 

Case  III. — Mrs.  H.,  age  thirty,  vii-para,  entered  the  hospital 
March  12,  191 2,  suffering  from  eclampsia.  Medical  treatment 
having  failed  to  control  the  convulsions,  labor  was  induced.  As 
not  more  than  i  dram  of  milk  could  be  withdrawn  from  the 
breasts  in  twenty-four  hours  for  the  first  two  weeks  of  the  puer- 
perium, the  child  was  nourished  artificially.  On  the  sixteenth 
day  of  the  puerperium  the  pulse  being  88,  systolic  pressure  112, 
I  c.c.  of  pituitary  extract  was  injected  into  the  upper  arm. 
Thirty  minutes  later  the  pulse  was  80  and  systolic  pressure  120. 
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Two  and  one-half  drams  of  milk  were  withdrawn  from  the  breasts. 
She  was  given  three  more  injections  of  i  c.c.  each  during  the 
following  thirty-six  hours;  the  child  was  placed  to  the  breast 
every  second  hour  and  for  the  remaining  three  days  while  she 
was  in  the  hospital,  the  child  received  sufhcient  nourishment 
from  the"  breasts  without  resorting  to  artificial  feeding. 

Pituitary  extract  was  used  during  the  febrile  period  in  the  cases 
cited  with  a  negative  result.  Notwithstanding  the  fact  that 
these  three  cases  were  recovering  from  severe  infections  and  were 
unfavorable  subjects  for  experimentation,  the  action  of  pituitary 
extract  seems  all  the  more  remarkable. 

Case  IV. — As  an  example  of  deficient  milk  secretion  with- 
out  apparent   cause,   the   following   case    is  rather   interesting. 

,  negress  age  thirty-five,  well  nourished,  viii-para,  all 

labors  normal,  delivered  of  a  well-developed  child,  February  12, 
191 2.  The  patient  stated  that  she  never  had  enough  milk  in  her 
breasts  to  nourish  her  children,  being  compelled  to  resort  to 
artificial  feeding  in  conjunction  with  breast  milk.  Although 
the  child  was  placed  to  the  breast  every  second  hour  during  the 
first  six  days  of  the  puerperium  it  received  insufficient  nourish- 
ment. On  the  sixth  day  two  hours  after  nursing  1/2  dram  of 
milk  was  withdrawn  from  the  left  breast  and  twenty  drops 
from  the  right.  One  cubic  centimeter  of  pituitary  extract  was 
injected  into  the  insertion  of  the  deltoid.  Thirty  minutes 
later  10  drams  of  milk  were  withdrawn  from  the  left  breast  and 
8  drams  from  the  right. 

Following  the  injection  the  breasts  became  firmer  and  secreted 
an  abundant  supply  of  milk  until  she  left  the  hospital  on  the 
thirteenth  day. 

The  following  cases,  I  believe,  serve  to  show  the  effect  of  pitu- 
itary extract  on  the  uterine  muscle. 

Case  V. — Mrs.  Z.,  Lithuanian,  v-para,  all  labors  normal. 
She  was  delivered  of  her  last  child  March  12,  191 2,  after  a  normal 
labor  lasting  twelve  hours.  She  remained  in  bed  seven  days,, 
during  which  time  she  had  no  fever,  and  the  lochia  was  normal 
in  amount  and  odorless.  On  the  fourteenth  day  she  began  to 
bleed  freely  at  intervals,  especially  while  doing  housework.  She 
went  to  bed  and  remained  one  day,  the  treatment  consisting  of 
ergot,  quinine,  strychnine  and  hot  vaginal  douches.  On  resuming 
her  work  the  bleeding  became  more  profuse  and  hot  vaginal 
douches  were  used  with  indifferent  results.  I  examined  her  at 
the  suggestion  of  the  attending  physician  on  the  twenty-third 
day  of  the  puerperium.  Several  hours  pre\'iously  she  had  bled 
profusely  and  was  compelled  to  go  to  bed  from  weakness  due  to 
loss  of  blood.  The  vagina  had  been  packed  with  gauze.  The 
pulse  was  120  and  temperature  97.  A  bimanual  examination 
revealed  a  large,  soft  uterus,  freely  movable,  the  fundus  on  a 
level  with  the  umbilicus,  the  cervix  dilated  sufficiently  to  admit 
one  finger  and  a  slight  unilateral  laceration  of  the  cervix.     No 
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tenderness  could  be  detected  over  the  uterus,  tubes  or  ovaries. 
One  cubic  centimeter  of  pituitary  extract  was  injected  into  the 
deltoid  muscle  of  the  upper  arm.  Thirty  minutes  later  the  uterus 
was  much  firmer  and  could  be  outlined  distinctly  through  the  ab- 
dominal wall.  Two  more  injections  of  i  c.c.  each  were  given  dur- 
ing the  following  twenty-four  hours.  The  fundus  uteri  at  this 
time  was  21/2  inches  above  the  symphysis  pubis.  The  first  three 
days  following  the  injections  a  slight  flow  of  bright  red  blood 
was  noticed. 

The  patient  remained  in  bed  five  days  following  the  injection, 
the  treatment  consisting  of  quinine  2  gr.  and  strychnine  1/60  gr. 
three  times  a  day.  A  bimanual  examination  five  days  later 
revealed  the  uterus  well  contracted  and  retroverted  in  the  cavity 
of  the  pelvis,  but  no  evidence  of  bleeding,  the  patient  at  this 
time  being  able  to  resume  her  household  duties. 

Case  VI. — L.  H.,  primpara,  age  twenty,  delivered  at  term  of 
a  normal  child  weighing  8  pounds.  She  remained  in  bed  nine 
days  and  left  the  hospital  on  the  thirteenth  day.  The  uterus  at 
this  time  was  slightly  enlarged,  but  in  good  position.  She 
obtained  a  position  as  a  servant  to  do  general  housework,  and 
in  four  or  five  days  noticed  a  free  discharge  of  blood  accompained 
by  pain  in  the  lumbar  region.  Five  weeks  later  she  was  brought 
into  the  hospital  suffering  from  a  uterine  hemorrhage.  The  treat- 
ment was  a  hot  uterine  douche,  and  quinine  and  strychnine  inter- 
nally. She  remained  in  bed  ten  days.  Two  days  after  getting 
out  of  bed  the  discharge  tinged  with  blood  became  more  profuse. 
The  fundus  uteri  at  this  time  was  4  inches  above  the  symphysis. 

One  cubic  centimeter  of  pituitary  extract  was  given  intra- 
muscularly and  in  fifteen  minutes  the  patient  complained  of 
"bearing  down  pains  in  her  abdomen  just  like  labor  pains." 
The  following  day  another  injection  was  given  with  the  same 
result.  One  hour  later  the  fundus  was  2  inches  above  the 
symphysis. 

A  slight  blood  tinged  discharge  persisted  for  three  days.  One 
week  later  a  slight  serous  discharge  appeared  on  exertion,  but 
no  evidence  of  bleeding. 

My  experience  with  pituitary  extract  has  led  to  the  following 
conclusions : 

It  is  inactive  in  the  presence  of  fever.  ^--^ 

It  is  a  powerful  galactogogue. 

It  stimulates  uterine  contractions  in  from  fifteen  to  thirty 
minutes  after  being  injected  intramuscularly. 

It  causes  a  rise  of  blood-pressure  and  slowing  of  the  pulse; 
the  highest  pressure  occurring  between  twenty  and  thirty  minutes 
after  the  injection. 

It  does  not  cause  an  inflammatory  reaction  at  the  site  of  the 
injection  or  any  noticeable  nervous  symptoms. 

200^  Diamond  Street. 
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THE  PRESENT  STATUS  OF  CORPUS  LUTEUM  ORGANO- 
THERAPY* 

BY 

WILMER  KRUSEN,  M.  D., 

Professor   of  Gynecology,  Department  of  Medicine  of  Temple  University;  Gynecologist  to 
the  Samaritan  Hospital,  and  Obstetrician  to  the  Philadelphia  Hospital. 

The  corpus  luteum  is  a  structure  which  forms  in  the  ovary  at 
the  site  of  a  ruptured  Graafian  follicle.  In  the  earliest  stages  it 
is  simply  a  ruptured  follicle  filled  with  blood  outside  of  which 
is  a  narrow  yellow  ring  formed  by  the  lutein  cells  of  the  theca, 
which,  however,  proliferate  rapidly  and  invade  the  blood-filled 
follicle,  forming  a  festooned  layer  about  its  central  blood  clot. 
(Williams).  This  clot  presents  a  yellowish  color  externally, 
while  its  central  portion  is  of  a  reddish-gray  hue.  It  gradually 
becomes  organized,  contracts,  is  slowly  absorbed  without  the 
formation  of  cicatricial  tissue,  and  finally  disappears  by  a  process 
of  hyaline  degeneration. 

There  are  two  views  as  to  the  origin  of  the  lutein  cells.  The 
first  and  most  generally  accepted,  is  that  they  are  of  connective 
tissue  origin  and  represent  the  cells  of  the  theca  interna;  the 
second,  that  they  originate  from  epithelial  cells  and  are  derived 
from  that  of  the  membrana  granulosa.  The  corpus  luteum  of 
pregnancy,  or  the  true  corpus  luteum,  and  the  corpus  luteum 
of  menstruation,  or  the  false  corpus  luteum,  present  exacth^  the 
same  structure  but  vary  in  size  and  duration. 

The  corpora  lutea  have  several  functions  according  to  recent 
investigations : 

First :  They  bring  about  obliteration  of  the  ruptured  Graafian 
follicle  without  the  formation  of  cicatricial  tissue. 

Second:  According  to  Frankel,  they  prepare  the  mucosa  of 
the  uterus  for  the  reception  of  the  ovum. 

Third:     They  dominate  the  occurrence  of  menstruation. 

Fourth:  The  conclusive  and  convincing  studies  of  Loeb 
prove  that  they  are  indispensable  for  the  formation  of  the 
maternal  placenta. 

Fifth:  "The  corpus  luteum  changes  the  periodicity  of  the 
sexual  cycle;  it  prolongs  the  sexual  period,  the  interval  between 
tw^o  successive  ovulations,  by  preventing  the  rupture  of  the 
follicle."      (Loeb.) 

Sixth:     Rebaudi  believes  he  has  demonstrated  a  functional 

*  Read  before  the  Philadelphia  Obstetrical  Society,  May  2,  1912 
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connection  between  the  pancreas  and  the  ovaries,  and  that 
when  the  functioning  of  the  corpus  luteum  was  deficient,  the 
islands  of  Langerhans  in  the  pancreas  became  hypertrophied  and 
were  evidently  doing  extra  work.  Similar  changes  were  noted 
after  the  removal  of  both  ovaries,  or  after  the  destruction  of  the 
corpora  lutea  alone. 

Seventh :  The  corpus  luteum  seems  to  resemble  the  adrenals  in 
its  effects  upon  blood-pressure  and  the  vasomotor  system. 

A  study  of  these  phenomena  appears  to  prove  that  the  ovary 
has  an  internal  secretion  which  is  produced  by  the  corpus 
luteum.  Although  many  gynecologists  are  skeptical  in  regard 
to  the  theory  of  internal  secretion  and  believe  that  the  only 
function  of  the  ovary  is  the  development  of  the  ova;  yet  the 
consensus  of  medical  opinion  at  the  present  time  is  preponder- 
atingly  in  favor  of  the  theory. 

Herman  cites  the  fact  that  osteomalacia  is  frequently  cured 
by  the  removal  of  the  ovaries,  as  an  evidence  that  the  secretion, 
when  in  excess,  produces  softening  of  the  bone  and  a  copious 
excretion  of  phosphates  in  the  urine.  He  believes  that  this 
secretion  renders  the  tissues  a  fitter  food  for  the  cancer  protozoon ; 
for  cases  have  been  reported  in  which  the  removal  of  the  ovaries 
combined  with  the  administration  of  thyroid  extract,  has  pro- 
duced surprising  diminution  and  retrogression  of  cancer  in  young 
women . 

Assuming  then  the  truth  of  the  internal  secretion  theory, 
what  is  the  best  method  of  obtaining  an  extract  of  the  corpus 
luteum  for  therapeutic  use,  what  is  the  dosage  and  its  physiologic 
action,  what  are  the  dangers  to  be  avoided  in  its  employment, 
and  what  are  the  indications  for  its  use? 

The  preparation  employed  should  be  the  dessicated  extract, 
carefully  prepared,  as  fresh  glandular  tissue  is  a  most  delicate 
substance  and  requires  the  most  careful  handling.  Extremes  of 
heat  and  cold,  or  strong  chemicals  will  serve  to  render  the 
extract  inert.  A  fluid  extract,  whether  aqueous  or  glycerinated, 
is  not  entirely  free  from  objections.  Until  the  active  principle 
of  the  gland  is  isolated,  the  dried  powdered  extract  is  probably 
the  best  form  to  use. 

Morley  in  a  private  communication,  informs  me  that  he  is 
employing  rectal  suppositories  of  the  extract  in  order  to  avoid 
the  gastric  symptoms  which  sometimes  follow  administration 
by  mouth.     The  usual  dosage  is  5  grains,  three  times  daily. 

Bouin,  Ansel,  and  Villemin  found  that  the  primary  effect  of 
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toxic  doses  of  lutein  extract  was  a  violent  elevation  of  blood- 
pressure,  sufficient  to  produce  effusion  into  all  serous  cavities. 
The  physiologic  efifects  of  therapeutic  doses  have  not  been  suffi- 
ciently studied  to  show  positively  that  they  are  all  those  of  the 
adrenal  preparations,  though  what  is  known  points  in  that 
direction.  In  one  instance,  I  was  compelled  to  reduce  the  dose 
because  of  marked  cardiac  palpitation  following  its  use. 

Therapeutics. — It  may  be  said  that  the  evidence  as  to  the 
therapeutic  value  of  the  desiccated  corpus  luteum,  is  con- 
flicting. One  writer  relates  brilliant  results,  while  another 
equally  reliable  authority  fails  to  secure  any  results.  Ihis 
failure  may  be  due,  either  to  the  use  of  inert  substance,  or  a 
carelessly  prepared  extract;  or  to  its  employment  in  a  case  in 
which  an  agent  influencing  the  vasomotor  system  is  not  indi- 
cated. However,  a  resume  of  the  literature  shows  an  increasingly 
large  number  of  men  who  are  securing  favorable  results  from  the 
use  of  ovarian  or  corpus  luteum  extract.  It  has  been  employed 
in  the  treatment  of  the  artificial  or  postoperative  menopause, 
and  also  for  the  relief  of  the  nervous  symptoms  of  the  natural 
menopause.  McDonald  has  found  it  particularly  valuable  in 
the  treatment  of  scanty  menstruation.  The  value  of  its  use  in 
such  cases  has  been  confirmed  by  Dercum  in  a  personal  com- 
munication to  the  writer. 

Lebreton  has  employed  it  in  disturbances  of  pregnancy,  believ- 
ing these  disturbances  are  due  to  an  autointoxication  which  is 
caused  by  the  functional  insufficiency  of  the  corpora  lutea.  He 
gave  it  to  patients  who  complained  of  nausea,  vomiting,  attacks 
of  suffocation,  palpitation  of  heart,  or  congestion.  The  result 
was  shown  by  an  immediate  cessation  of  the  vomiting,  while  the 
other  troublesome  symptoms  were  rapidly  ameliorated. 

Drevet  reports  his  results  in  thirty  cases,  and  concludes  that 
the  vSymptoms  which  improved  the  most,  are,  on  the  one  hand, 
dysmenorrhea  and  on  the  other,  the  reflex  troubles  of  a  nervous 
and  congestive  order. 

Another  therapeutic  indication  for  lutein  is,  in  the  treatment 
of  pregnant  women  on  whom  operations  have  been  performed 
and  in  whom  miscarriage  is  feared.  This  is  particularly  true  of 
the  early  weeks  of  pregnancy  during  the  imbedding  of  the  ovum, 
as  it  has  been  sho^^-n  experimentally  that  the  corpus  luteum 
has  a  definite  effect  under  such  circumstances.  From  reports 
there  is  reason  to  believe  that  it  will  prove  valuable  in  cases 
of  osteomalacia  and  as  a  galactogomie. 
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After  a  careful  study  of  the  literature  and  the  observation  of 
our  own  patients,  I  believe  that  the  following  conclusions  formu- 
lated by  Morley  are  justifiable: 

1.  The  ovary  possesses  an  internal  secretion. 

2.  This  internal  secretion  is  produced  by  the  corpus  luteum. 

3.  In  so-called  ovarian  insufficiency,  relief  may  be  obtained 
with  an  extract  of  the  corpus  luteum. 

4.  No  untoward  symptoms  result  from  its  use  in  conditions 
where  it  is  indicated,  even  if  no  relief  is  obtained. 

5.  The  extract  should  be  given  a  fair  trial  before  it  is  discon- 
tinued. 

6.  The  extract  used  should  be  one  that  has  been  carefully 
prepared. 

7.  All  glands  that  possess  an  internal  secretion  are  more  or 
less  intimately  connected. 

8.  Ftu-ther  experimental  work  will  no  doubt  add  new  light  to 
many  of  the  questions  that  are  still  in  a  nebulous  stage. 

127  North  Twextieth  Street. 


A    STUDY    OF    CERTAIN    ASPECTS    OF    COMPARATIVE 

ANATOMY  ILLUMINATING  THE  ARCHITECTURE 

AND  PHYSIOLOGY  OF  THE  HUMAN  PELVIS. 

BY 

W.  H.  ALLPORT,  M.  D., 

Chicago,  111. 

Considered  as  a  factor  in  vertebrate  phylogeny  the  pelvis  is 
in  unstable  equilibrium,  developing  in  some  parts,  degenerating 
in  others,  in  response  to  the  various  physiologic  stimuli  resulting 
from  environment.  Though  the  isolated  human  pelvis  may 
seem  a  rigid  and  completed  structure,  it  becomes  at  once  evident 
when  we  study  it  as  one  member  in  the  vertebrate  series  that 
the  flux  of  necessity  is  alone  required  to  soften  its  outlines  and 
render  it  again  plastic  enough  to  be  molded  into  any  form 
adapting  it  better  to  make  the  struggle  for  existence.  To  the 
close  observer  this  mutability  is  indeed  quite  as  demonstrable  of 
the  species  as  it  is  of  the  phylum,  and  of  the  human  pelvis  as  of 
that  of  any  other  vertebrate,  for  individual  variation  is  an 
essential  to  all  biologic  progress,  and  even  between  the  different 
races  of  man  there  occur  certain  minor  yet  purposeful  variations 
from  the  so-called  normal  type  of  human  pelvic  architecture. 
The  constant  differences  due  to  special  sex  activity  between  the 
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male  and  female  pelvis  of  all  primates  are  matters  of  rudimentary 
knowledge.* 

As  compared  with  the  pelvis  of  lower  mammalians  the  lightness 
and  smoothness  of  the  human  pelvis,  as  well  as  its  strength  and 
economy  of  construction  and  graceful  curves,  bear  indubitable 
testimony  to  its  highly  specialized  function,  and  to  the  fact  that 


Fig. 


-Pelvis  of  two-year  old   female  chimpanzee.     (After  Wiedersheim.) 
For  lateral  profile,  see  Fi^.  q. 


its  owner  represents,  for  the  present,  the  ultimate  product  of  the 
evolution  of  his  phylum.  Phylogenetically  the  human  pelvis  is 
as  far  above  that  of  other  mammals  as  are  those  in  turn  above 
the  crude  and  massive  pelvic  girdles  of  the  mammals  of  paleon- 
tology. 

These  changes  and  refinements  in  the  human  pelvis  are  pri- 
marily incidental  to  the  erect  posture  and  gait,  to  the  w^eight  and 

*For  example:  The  increased  roundness  and  roominess  of  the  pelvis  of  the 
female  5/;n/a  Satyrus  (Chimpanzee)  (see  Fig.  i)  over  that  of  the  male  of  the  same 
species  is  apparent  even  without  measurements.  The  lower  pelvis  of  the  female 
gorilla  (see  Fig.  2)  is  shorter  and  less  tubular  than  that  of  the  male  (see  Fig.  3). 

Pelvic  mutability  in  response  to  physiological  requirements  reaches  its  climax  in 
the  pelvis  of  those  grotesque  mammals,  the  bat  and  the  sloth,  which  spend  a  great 
part  of  their  lives  hanging  by  all  fours,  back  tlownward,  from  branches.  The  pelvis 
of  the  sloth  looks  in  profile  like  an  inverted  ciuadrant  pivoted  on  a  curiously  drawn 
out  and  pointed  symphysis  from  which  hangs  the  thinned  and  hollowed  dorsal  pelvis. 
The  dependent  ]>art  is  converted  into  a  great  scoop  by  complete  ossification  of  the 
sacrosciatic  ligaments.  In  this  basket-shaped  structure  are  carried  the  better  part 
of  the  animal's  in\erlcd  viscera  (see  Fig.  4). 
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Fig.  2. — Pelvis  of  adult  female  gorilla;  to  show  pelvic  inlet.  Xote  expanded  and 
outfianged  ischial  tuberosities.  Xote  that  as  compared  with  the  male  pelvis,  this 
pelvic  cavity  is  more  globular  in  shape.  Count  the  ribs.  From  a  Field  Museum 
specimen. =!=' 


FiG.  3. — Pelvis  of  adult  male  gorilla.  Xote  the  elongated  and  tubular  shape  of 
the  true  pelvis  as  compared  with  that  of  the  female  of  the  same  species.  From  a 
Field  Museum  spe(  imen. 

*  The  author  wishes  to  e.xpress  his  appreciation  of  the  courtesy  and  assistance  of 
the  staff  of  the  Field  Museum  of  Xatural  Historj^  in  the  preparation  of  the  photo- 
graphs which  illustrate  this  article. 


528  ALLPORT:    CO.\rPAR.A.TIVE   anatomy    of   HUM.A.X    PELVIS. 

work  of  the  human  individual,  and  to  the  obstetric  habits  of  the 
species. 

Compared  with  the  elongated  and  irregular  pelvic  cylinder  of 
other  mammals  the  human  pelvis  is  elegantly  spheroidal  or 
ellipsoidal,  and  is  built  up  from  superimposed  segments  of  two 
unequal  spheres  or  ellipsoids.      (See  Figs.  5,  6,  and  7.) 

The  spherical  contours  of  the  lower  human  pelvis  are  without 
doubt  chiefly  responsive  to  the  pressure  stimulus  of  the  gravid 


Fig.  4. — Pelvis  of  two-toed  sloth — (Choloepus  didactylus) .     From  a  Field  Museum 

specimen. 

Uterus  and  the  globular  fetal  head.  This  spherical  form  is  secured 
by  a  hollowing  out  of  the  sacrum  and  iliac  wing,  not  evident  in 
the  flat  and  elongated  pelves  of  the  gorilla,  orang,  and  chimpan 
zee.  Even  these  primates  lack  the  sacral  promontory;  the  dor- 
so-lumbo-sacro-coccygeal  spine  is  nearly  a  straight  line  ;*  and  the 
pelvis  is  a  flattened  tube  or  cylinder  and  not  a  sphere.  The  orang 
pelvis  is  singularly  human  and  more  spherical  than  that  of  any 
other  monkey;  yet  as  in  all  other  monkeys  the  sacrum  is  straight 
and  insignificant  (see  Fig.  i),  the  symphysis  long  and  flattened 

*  Or  rather,  a  gently  bent  bow  with  the  concavity  forward.  (See  Figs.  8  and  9.) 
In  addition  the  spine  is  inclined  forward — always.  Xo  other  primate  walks  erect 
with  the  erectness  of  man. 
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(see  Fig.  3),  the  pelvic  axis  straight  (see  Fig.  8),  and  the  entire 
pelvis  flattened  anteroposteriorly  (see  Fig.  9).  This  flattening 
however  is  not  at  the  expense  of  the  anteroposterior  inlet 
diameter,  which  is  relatively  much  greater  than  that  of  man,* 
but    is    secured    by    pushing    the    symphysis    postaxially,    thus 


Fig.  5,  a  and  h. — a.  Human  pelvic  inlet;  /).  Human  pelvic  outlet. 

tics  atypical.) 


(Se.x  characteris- 


bringing  the  plane  of  the  pelvic  inlet  nearly  in  line  with  the  body 
axis  and  approximating  the  symphysis  and  the  coccyx  (see  Fig. 9). 
The  tendency  toward  sphericity  in  the  human  pelvis  is  also 
evident  at  the  outlet,  which  is  nearly  closed  by  the  incurved 
coccyx  and  ischial  spines  and  tuberosities.  In  other  primates 
the  coccyx  is  straight  and  the  ischial  tuberosities  broad,  out- 
flanged,  and  protuberant  (see  Figs.  10  and  11). 

*  In  the  male  gorilla  the  conjugate  diameter  at  the  inlet  is  to  the  transverse  as 
16  to  10,  in  the  female  as  14  to  10;  in  the  chimpanzee  as  20  to  10.  The  inlet  and  out- 
let diameters  of  most  mammals  are  nearly  ecjual. 
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The  generous  and  graceful  rounding  of  the  human  upper  pelvis 
into  the  segment  of  a  larger  sphere  is  due  to  the  stimulus  of  the 
perpendicular  pressure  of  the  abdominal  viscera.  Even  in  the 
orang,  gorilla,  and  chimpanzee  the  "slanting"  posture  renders  it 
impossible  for  the  iliac  alae  to  support  the  viscera  (see  Fig.  12, 
also  Figs.  8  and  9) ;  hence  these  wings  are  not  basin-shaped  and 
produced  ventrally  to  include  more  than  half  the  upper  pelvic 
circumference  as  in  man,  but  are  flattened  dorsoventrallv  and 


Fig.  6,  a  and  h. — a.  Typical  male  human  pelvic  inlet;  b.   typical  female  human 

pelvic  inlet. 


produced  preaxially  along  the  spines,  facing  directly  ventrally 
like  the  blades  of  a  pair  of  spoon  oars.  The  extent  of  this  differ- 
ence between  man  and  his  nearest  neighbor  is  shown  by  the  fact 
that  even  in  the  upper  apes  (gorilla)  a  line  connecting  the  anterior 
superior  iliac  spines  nearly  cuts  the  bodies  of  the  lumbar  vertebrae 
(see  Figs.  8,  9,  10  and  11).  The  iliac  wings  of  mammals  other 
than  man  serve  merely  as  points  for  muscular  origin,  and  not  for 
visceral  support. 
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As  compared  with  the  human  pelvis  that  of  all  other  primates 
is  noticeably  elongated,  and  as  straight  and  rigid  as  an  old- 
fashioned  corset.  In  the  gorilla  the  enormously  long  inflexible 
lines  which  run  parallel  to  the  spine  from  the  ischial  tuberosities 
to  the  iliac  crests  give  to  the  pelvis,  even  when  separated  from 
the  rest  of  the  skeleton,  a  singularly  ferocious  and  sinister 
appearance,  like  that  of  a  distorted  human  being  (see  Figs.  1,3, 
8  and  9).     This  lengthening  of  the  dorsal  part  of  the  pelvis  is 


Fig. 


a  and  b. 


—a.  The  outlet,  male  human  pelvis:   b.  the  outlet,  female  human 
pelvis.     Sex  characteristics  well  defined  in  both. 


due  to  postaxial  extension  of  the  ischial  tuberosities,  production 
of  the  iliac  part  of  the  iliopectineal  line,  and  preaxial  development 
of  the  iliac  crests.  The  purpose  of  all  these  pelvic  extensions  is 
obvious  when  we  consider  the  muscular  attachments  necessary  to 
develop  the  tremendous  leaping  power  residing  in  the  posterior 
limb  of  the  lower  primate.  Maximum  projection  of  the  ischial 
and  iliac  "posts"  is  attained  in  the  kangaroo,  in  which  they  are 
developed  coincidently  with  the  great  leaping  muscles  of  the 
thigh  and  buttock. 
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The  body  weight  which  the  four-footed  animal  divides  between 
the  shoulder  and  pelvic  girdles  is  concentrated  in  man  upon  the 
structures  grouped  about  the  pelvis,  and  especially  about  the 
sacrum,  acetabula  and  ischial  tuberosities.  Concentration  of 
perpendicularly  imposed  load  on  the  sacrum  and  dorsal  half  of  the 
human  innominate  bones  results  (a)  in  axial  compression  and 
shortening,  and  {b)  in  strengthening  of  the  dorsal  parts  of  the 


Pig  8.— Spine  and  pelvis  of  adult  male  gorilla.  Note  inclination  of  spine 
and  absence  of  secondary '  curves  characteristic  of  man.  From  a  Field  Museum 
specimen. 

pelvis,  especially  in  the  lines  of  resistance  to  axial  pressure  and 
strain.  With  the  development  of  the  tendency  toward  upright 
progression  occurs  inevitably  a  development  of  the  sacrum  and 
dorsal  pelvis  at  the  expense  of  the  pubis  and  ventral  pelvis.  In 
the  avian  pelvis  (see  Fig.  13)  the  anterior  arch  has  vanished;  and 
even  in  the  lower  primate  as  compared  with  man,  the  jacrum  is 
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stunted  and  insignificant  and  the  ischiopubic  pelvis  of  heavier 
construction. 

The  drawings  and  experiments  of  P.  Lesshaft*  illustrate 
admirably  the  development  of  resistance  lines  in  the  dorsal 
human  pelvis  at  points  where  the  perpendicular  load  is  greatest 


Fig.  9. — Skeleton  of  young  chimpanzee  in  profile.  Note  enormous  axial  pro- 
longation of  pelvis  with  anteroposterior  flattening.  Also  forward  inclination  of 
spine.    From  a  Field  Museum  specimen. 

(see  Fig.  14).  Such  lines  are  built  directly  upward  and  inward 
into  an  arch  extending  from  the  ischial  tuberosity  and  heavily 
buttressed  acetabulum,  through  the  massive  iliac  body  and 
sacral  lateral  mass  to  a  central  although  somewhat  inverted 
keystone  in  the  broad  angular  sacral  promontory.  Great  bony 
*  Merkel  and  Bonnet,  Anat.  Hefte,  Erste  Abth.,  June  15,  1894,    pp.  173-227. 
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strength  is  reinforced  by  massive  sacroiliac,  sacrosciatic,  and 
acetabular  ligaments,  which,  by  introducing  an  element  of 
elasticity,  increase  still  more  the  ability  of  this  posterior  pelvic 
arch  to  resist  forces  applied  in  the  direct  line  of  the  body  axis. 

To  provide  for  strength  in  the  sitting  posture,  in  which  the 
human  individual  habitually  spends  a  certain  portion  of  his  life, 
the  posterior  arch  is  provided  with  strongly  developed  postaxial 
ligamentous  sacrosciatic  extensions  into  the  ischial  spines  and 
tuberosities,  into  which  the  downward  pressure  is  distributed 


Fig.  io. — Pelvic  outlet  of  the  male  gorilla.  Note  the  lack  of  sacral  promontory 
and  pelvic  curve,  also  the  wide  open  outlet.  Note  the  enormous  ischial  tuberosities'; 
the  "  seating  apparatus"  of  the  ape  extended  as  far  forward  as  the  pubic  symphysis. 
From  a  Field  Museum  specimen. 

when  the  individual  is  seated.  These  ligaments  are  not  peculiar 
to  man,  and  in  some  animals  increase  of  pressure  has  led  to  their 
complete  ossification  (see  Fig.  4). 

Fracture  of  the  human  pelvis  through  any  of  these  dorsal  lines 
is  comparatively  rare  and  requires  force  which  is  both  massive 
and  concentrated.  The  experiments  of  Lesshaft  demonstrate 
the  astounding  fact  that  the  axial  planes  of  the  dorsal  arch  of  the 
average  adult  human  pelvis  are  able  to  sustain  without  fracture 
or  dislocation  an  average  perpendicular  load  of  2759  pounds.* 

Coincidently  with  shortening  of  the  human  pelvic  axis  by 
compression,  occurs  lateral  and  conjugate  expansion;  in  the  former 

*  Minimum  load  sustained  before  fracture  iioo  pounds;  ma.ximum  5144  pounds. 
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direction  as  incidental  to  better  and  broader  support  during 
upright  locomotion,  in  both  directions  as  an  obstetric  necessity. 
As  a  secondary  necessity  incidental  to  the  upright  posture, 
occurs  expansion  and  thinning  of  the  human  iliac  wings  for  the 
support  of  the  abdominal  viscera  and  the  gravid  uterus,  and  in 
all  the  higher  primates  for  the  attachment  of  the  muscles  neces- 


FiG.  II. — Adult  female  gorilla  from  behind  and  below  to  show  the  pelvic  outlet. 
Note  the  short  straight  sacrum,  the  broad  elongated  ischial  tuberosities,  the  lateral 
sweep  of  the  iliac  wings,  and  the  expansive  peh^ic  outlet.  From  a  group  in  the 
Field  Museum  of  Natural  Hi5tor\-. 


sary  to  maintain  balance  in  the  upright  position.  Expansion  of 
these  wings  is  secured,  however,  at  the  expense  of  their  strength. 
Fracture  of  the  expanded  alar  surface  of  the  human  ilium  is  an 
easy  and  every-day  occurrence,  where  it  would  be  dynamically 
impossible  in  the  ox  (see  Fig.  15),  and  difficult  even  in  the  lower 
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primates.  These  differences  in  the  comparative  architecture  of 
the  ilium  are  well  shown  in  the  accompanying  photographs  of 
the  pelvis  of  the  bison  (see  Fig.  i6).*  The  alar  portion  of  the 
haunch  bone  of  the  ungulates  is  a  huge  thick  buttress  projecting 
upward  like  a  post;  its  unshapely  mass  gives  no  hint  that  it  is 
the  homologue  of  the  light  and  graceful  alar  expansion  of  the 
human  ilium.      In  most  mammals  except  man  and  the  highest 


Fig.  12. — Group  of  male  (upper  figure)  and  female  (lower  figure)  gorillas.     From 
Field  Museum  of  Natural  History. 

apes,  and  even  in  the  lower  primates,  the  thickened  and  undiffer- 
entiated dorsal  part  of  the  haunch  bone  tells  the  story  of 
quadrupedality. 

A  similar  process  of  lateral  expansion  with  axial  compression 
takes  place  also  in  the  ventral  two-fifths  of  the  human  pelvis  in 
response  to  changed  position  and  physiology.  But  while  the 
changes  in  the  dorsal  pelvis  just  enumerated  represent  archi- 
tecturally a  distinct  step  upward,  the  changes  about  to  be 
described  are,  with  equal  distinction,  evidences  of  retrogression. 

In  man,  with  his  shifted  center  of  gravity,  not  only  is  the  entire 

*  See  also  Wiedersheim,  Structure  of  Man,  p.  75. 
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weight  of  the  upper  body  transmitted  as  a  compressing  force  to 
the  thigh  exclusively  through  the  dorsal  parts  of  the  pelvis,  with 
corresponding  condensation  and  development  of  these  parts, 
but  the  greater  part  of  the  function  of  support  for  the  hea\'y 
viscera  which  is  served  by  the  ischiopubic  arch  of  most  mammals* 
(see  Fig.  17)  is  taken  over  by  the  human  ilia  and  by  the  highly 
specialized  abdominal  muscles. 


Fig.  13. — Pelves  of  swan  (Chenopsis  atratus,  Lath.)  and  duck  (Merganser  Am.) 
Note  ankylosed  pelvis  and  absence  of  complete  pubic  arch.  Note  rudimentary 
hip-joint.     From  a  Field  Museum  specimen. 


This  transfer  of  function  explains  the  shallowness  and  lightness 
of  the  human  pubic  arch,  which  fulfils  but  three  functions,  none 
demanding  great  pressure  resistance  or  massing  of  material : 

I.  Closure  of  the  pelvic  outlet;  a  function  hardly  calling  for 
bone,  and  which  in  animals  below  mammals  is  admirably  served 

*  In  lower  mammals  the  ischium  is  apt  to  join  the  pubis  in  an  ischiopubic  symphy- 
sis, and  even  in  other  primates  the  pubic  symphysis  is  longer  than  in  man.  In 
many  mammals  this  articulation  is  of  great  length;  for  example,  7  inches  in  the 
adult  elk,  and  in  the  buffalo  9  inches. 
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by  membrane-  In  birds  and  other  oviparae  the  secondary 
importance  of  the  pubic  bones  is  shown  by  the  fact  that  the 
ventral  pelvic  arch  is  not  completed  by  bone,  but  by  tendon  and 
membrane    of    considerable    tensile    resistance.     Stability     and 


Fig.  14. — Transverse  section  of  adult  male  human  pelvis  in  true  perpendicular  axis 
of  bodv.     Aher   Lesshaft. 


Fig.   15. — Pelvis  of   adult  o.\   from   below    (ventral   aspect),     .\fter   McFadyean. 

strength  for  flight  and  walking  are  easily  secured  by  elongating 
and  consolidating  the  sacrum  and  by  uniting  the  innominates 
fixedly  by  bone  to  the  sacrum  and  spine.  This  occurs,  except  in 
that  great  runner  the  African  ostrich,  without  strengthening  the 
pelvic  circumference  by  a  pubic  arch  (see  Fig.  18). 
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The  peculiar  waddling  gait  of  many  birds  is  due  to  the  elongated 
and  ossified  pelvis,  plus  a  hip-joint  in  which  the  acetabulum  is  not 
only  shallow  and  rudimentary  but  normally  perforated  (ace- 
tabular foramen).  Those  congenital  dislocations  of  one  or  both 
hip-joints  occurring  in  some  human  individuals  with  little  or  no 
acetabular  cups  are  without  doubt  reversions  to  the  avian  type. 

The  usual  lack  of  a  complete  pubic  arch  in  animals  below  the 
viviparous  mammal  leads  to  the  probably  correct  conclusion 
that  a  primary  design  of  the  osseous  closure  of  the  pelvic  circle  in 
mammals  is  to  support  the  gravid  uterus.      We  must  therefore 


Fig.   i6. — Pelvis  of  buffalo.     Axis  somewhat  tilted  as  though  animal  had  "reared 
up"  into  semi-erect  position.     From  a  Field  Museum  specimen. 


include  this  duty  as  a  part  of  that  function  of  the  mammalian 
pubic  arch  just  enumerated.  In  the  erect  human  pelvis,  how- 
ever, the  gravid  uterus  receives  as  the  result  of  a  secondary  pelvic 
development  peculiar  to  man,  a  more  generous  support  from  the 
iliac  wings  and  the  iliopubic  eminences.  Again,  therefore,  the 
lightness  and  weakness  of  the  symphysis  and  anterior  two-fifths 
of  the  pelvic  circle  in  the  human  species  when  compared  with 
that  of  other  mammals.  In  lower  mammals  the  massive  sym- 
physis is  much  elongated  and  the  ischia  take  part  in  the  articu- 
lation; the  hoUowed-out  ischiopubic  arch  of  many  quadrupeds 
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furnishes  the  greatest  part  of  the  support  for  the  gravid  uterus 
and  for  the  filled  rectum.* 

2.  Adjustment  and  restraint  during  locomotion  and  partu- 
rition, and  as  a  postaxial  point  of  attachment  for  the  abdominal 
muscles.  These  duties  call  for  tensile  strength  such  as  is  usually 
found  in  tendon  rather  than  in  bone. 

We  cannot  ignore  the  important  fact  that  without  the  support 
of   the  normal  anterior  arch  the  human  gait  becomes  at  once 


Fig.  17. — Buffalo   pelvis;   from   below   to   show   ischio-pubic   s}'mphysis    (ventral 
aspect).     From  a  Field  Museum  specimen. 

extremel}'  difficult  and  awkward — a  waddle  strongly  suggestive 
of  the  avian  type  of  progression.  That  the  maintenance  of  this 
arch  is  essential  to  comfortable  human  progression  becomes 
obvious  to  the  obstetrician  who  encounters  cases  w^here  separation 
of  the  pubic  symphysis  has  occurred  during  parturition.  Such 
patients  when  attempting  to  walk  for  the  first  time  after  con- 
finement discover  that  the  hips  "spread"  with  each  step,  and 
become  painfully  conscious  of  the  sacroiliac  and  pubic  articula- 

*  Parturition  is  favored  in  some  mammals  (cat,  sheep,  dog,  pig,  etc.)  by  looseness 
and  flexibility  of  the  symphyseal  joint.  This  fact  is  commended  to  the  notice  of 
obstetricians  who  contend  that  the  symphysis  of  the  parturient  woman  never  opens. 
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tions.  Pain  is  developed  especially  when  changing  from  one  foot 
to  another  and  is  localized  at  the  pubes.  The  patient  is  made 
aware  each  time  the  body  weight  is  thrown  from  hip  to  hip  that 
the  anterior  arch  is  "sprung,"  and  that  the  posterior  arch 
'"settles."  The  same  phenomenon  occurs  in  cases  of  ununited 
fractures  of  the  pubic  arch. 


Fig.  i8. — Pel  vis 'of   African  ostrich    (Struthio  camelus).     Note    pubic    symphysis 
and  open  acetabulum.     From  a  Field  Museum  specimen. 

These  occurrences  more  than  any  others  in  pelvic  pathology 

bring  close  to  us  the  fact  that  the  human  pelvis  is  not  an  osseous 

unit,  but  a  series  of  units  held  together  with  ligaments  at  elastic 

joints  ^by    a    nice   adjustment  of  opposing  but  normally  well- 

3 


542 


allport:  compakative  anatomy  of  human  pelvis. 


balanced  forces,  brought  together  under  the  well-known  mechan- 
ical principles  of  the  arch.  Closely  associated  with,  and  in  fact 
inseparable  from  function  2  of  the  ventral  arch  is,  therefore, 
function 

3.  Tensile  support  for  the  bases  of  the  dorsal  arch.     The  lateral 
thrust  of  the  elliptical  sacroiliac  arch  is  restrained,  and  its  greatest 


Fig.  19a. — Tracing  of  perpendicular  section  of  human  pelvis  a  little  behinti 
middle  acetabula.  Through  dorsal  arch  of  the  5th  lumbar  vertebra,  body  and 
lateral  mass  of  first  section  of  sacrum,  sacro-iliac  articulation,  obturator  membrane, 
ischio-pubic  ramus,  and  triangular  ligament.  Note  that  the  section  of  the  arch  is  a 
circle. 

Fig.  igb. — Tracing  of  section  made  at  an  angle  of  40  deg.  from  perpendicular 
through  dorsal  arch  and  body  and  lateral  mass  of  ist  sacral,  cutting  sacrum  2.4  cm. 
below  promontory,  showing  strongest  portion  of  ilium  above  the  iliopectineal  emi- 
nence. The  section  cuts  the  obturator  membrane,  the  posterior  pubic  rami  and  the 
ligament  of  Henle.     Note  that  the  section  of  the  arch  is  an  ellipse. 

strength  developed,  through  being  held  tonically  in  a  state  of 
tension  by  the  rigid  chord  or.  bowstring  represented  by  the 
shallow^  pubic  arch.*     In  addition,  the  tension  of  the  pubes  is 

*  As  the  result  of  a  series  of  experiments  which  might  almost  be  suspected  of 
having  been  undertaken  to  establish  an  "argument  from  design"  in  certain  details 
of  pelvic  architectonics,  Lesshaft  contends  that  all  sections  of  the  upper  and  dorsal 
part  of  the  true  pelvis  of  man  are  quite  regularly  elliptical,  and  that  this  portion  can 
be  demonstrated  to  have  the  shape  and  all  the  mechanical  strength  of  a  well-con- 
structed dome.  If  a  line  drawn  to  connect  the  centers  of  the  acetabula  is  bisected, 
the  center  of  the  line  becomes  the  central  point  of  the  pelvic  dome.  From  this  point 
any  horizontal  radius  to  a  circumference  drawn  through  points  of  maximum  bony 
strength  averages  8.5  cm.  Other  radii  erected  in  series  from  the  central  point 
gradually  but  symmetrically  increase  in  length  until  one  radius,  averaging  q.6  cm., 
becomes  perpendicular  to  the  horizontal  plane  and  passes  through  the  midpoint  of 
the  body  of  the  first  sacral  vertebra.  If  a  section  in  the  true  perpendicular  plane  of 
the  body  is  cut  through  the  center  of  the  acetabula,  it  will  also  cut  the  central  bony 
point  of  the  promontory;  a  curved  line  drawn  through  the  densest  bone  lying  between 
these  points  will  demonstrate  the  elliptical  construction  of  this  part  of  the  pelvis. 
A  close  study  of  the  intimate  structure  of  the  bone  in  this  vicinity  demonstrates 
resistance  planes  similar  to  those  found  in  the  upper  part  of  the  femur.  Lesshaft's 
diagrams  also  illustrate  the  character  of  the  anterior  or  inferior  arch,  which  strongly 
resembles  the  inverted  truss  fretjuently  employed  in  bridge  construction. 

Two  of  Lesshaft's  profiles  are  herewith  reproduced — Fig.  iga  and  Fig.  19  /' 
(see  also  Fig.  14). 
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reinforced  by  the  tonic  contraction  of  the  sacrosciatic  ligaments. 
The  use  by  nature  of  the  principle  of  a  supporting  superior  arch  of 
heavy  material  with  an  inferior  restraining  chord  of  light  weight 
but  great  tensile  strength  is  not  unique  in  this  locality.  The 
architectural  device  is  employed  in  the  arch  of  the  foot,  and, 
with  somewhat  modified  form  and  meaning,  in  the  ventral  thorax. 

From  the  foregoing  the  deduction  is  plain  that  the  human 
pelvic  arches  serve  different  purposes;  the  primary  function  of 
the  dorsal  arch  is  resistance  to  pressure,  that  of  the  ventral  arch 
resistance  to  tension.  Since  force  acting  as  traumatism  is  usually 
manifested  in  terms  of  pressure  rather  than  of  tension,  this  also 
makes  it  clear  why  in  90  per  cent,  of  pelvic  accidents  the  pubic 
arch,  whose  greatest  strength  lies  in  the  tensile  resistance,  is 
the  sufferer. 

\\'hen  compared  with  the  pelves  of  lower  mammals  the  human 
posterior  arch  shows  a  remarkable  development  both  in  function 
and  architecture.  The  anterior  arch  shows  an  equally  distinct 
retrogression,  not  only  in  function  but,  as  an  anatomic  coroUar}', 
in  the  quantity  and  strength  of  the  material  entering  into  its 
construction;  mass  and  density  have  been  sacrificed  to  tensile 
strength. 

The  foregoing  study  leads  inevitably  to  the  conclusion  that 
fiuiction  dictates  to  anatomy. 

Phylogenetically  the  tendinous  belly  wall  of  the  oviparous 
bird  becomes  the  massive  ischiopubic  uterine  support  of  the 
viviparous  mammalian  quadruped;  this  in  turn,  in  the  one  com- 
pletely erect  primate,  shrinks  again  into  secondary  importance 
as  the  pubic  structure  becomes  merely  an  ossified  chord  or  "ten- 
sion member"  inserted  to  restrain  the  lateral  thrust  of  the  sacro- 
iliac arch. 

The  thick  and  shapeless  haunch  bone  of  the  Ungulates  becomes 
the  light  and  gracefully  expanded  iliac  wing  of  man. 

The  thin  elongated  sacral  wedge  of  the  quadruped  becomes  the 
broad  basal  support  of  the  human  spinal  column,  and  hangs  in 
turn  as  the  inverted  keystone  of  an  arch  perpendicularly  upon  the 
heavily  buttressed  ilium  and  acetabulum. 

The  sharp  and  projecting  ischium,  to  which  attach  the  rump 
muscles  of  lower  mammals,  is  shortened  and  inverted  to  close  the 
human  pelvis,  and  provides  the  prim.ate  when  seated  with  second- 
ary points  of  support  for  the  sacroiliac  arch. 

607  RrsH  Street. 


544  HARTZ:    OVARLAN    FIBROSARCOMA. 


REPORT  OF  A   CASE   OF  AN   OVARIAN  FIBROMYOMA 
UNDERGOING  SARCOMATOUS  DEGENERATION.* 

BY 

H.  J.  IL\RTZ,  M.  D., 

Pathologist  to   Gynecological  Department,  JefiEerson  Medical  College  Hospital, 
Philadelphia. 

(With  Two  Illustrations.) 

Solid  tumors  of  the  ovary  are  far  less  frequent  than  cystic 
ovarian  growths  and  form  but  a  relatively  small  proportion  of  all 
ovarian  neoplasms.  Of  the  488  ovarian  tumors  reported  by 
Briggs  and  Walker,  (0  there  are  but  forty-nine  solid  new-growths 
or  approximately  10  per  cent.  Of  the  malignant  ovarian  growths, 
carcinoma  is  more  common  than  sarcoma.  In  the  twenty-five 
malignant  cases  in  Scharlieb's(2)  series,  there  were  only  four 
sarcomata.  In  the  sixty-three  cases  of  ovarian  growths  reported 
by  Ncrris,(3)  ten  of  which  were  malignant,  there  was  not  a  single 
case  of  sarcoma  recorded.  Of  the  maHgnant  connective-tissue 
tumors,  fibrosarcoma  is  occasionally  mei. 

Most  of  the  cases  of  fibrosarcomata  of  the  ovary  reported  are 
of  the  spindle-cell  type  and  began  as  primary  sarcomata,  the 
chief  feature  in  these  cases  being  a  relative  increase  of  fibrous 
tissue  formation.  No  mention  is  made  in  any  of  these  cases 
whether  there  existed  a  transformation  or  degeneration  from  the 
benign  into  the  malignant  form  of  growth. 

Wiggin(4),  in  his  report  of  a  bilateral  ovarian  fibrosarcoma, 
mentions  the  comparative  rarity  of  growths  and  notes  that 
Schroder  found  but  ten  out  of  600  and  Olshausen  twelve  out  of 
293  ovarian  growths.  Handfield-Jones,(5)  Riehm,(6)  Goffe,(7) 
Vineberg,(8)  Steele, (9)  Rendenbach,(io)  Michaelmann,(ii)  Be- 
guerestain,(i2)  and  Dartigues(i3)  each  report  a  case  of  fibro- 
sarcoma of  the  ovary. 

Fibroma  of  the  ovary,  though  more  common  than  fibrosarcoma, 
still  is  rather  an  infrequent  condition.  In  Scharlieb's(2)  series 
of  150  consecutive  cases  of  ovarian  growths,  there  were  three 
fibromata,  one  fibromyoma  and  four  proved  to  be  sarcomata. 

In  934  cases  of  uterine  myomata,  Kelly  and  Cullen(i4) 
encountered  but  three  cases  of  fibroma  of  the  ovary,  in  each  one 
the  tumor  being  unilateral. 

*  Read  before  The  Obstetrical  Society  of  Philadelphia,  March  7,  1912. 
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Peterson(i5)  collected  eighty-two  cases  of  fibroma  of  the  ovary 
and  reported  two  additional  cases.  In  this  series,  he  excluded 
those  cases  that  were  pronounced  fibroma  but  subsequently 
caused  death  from  metastases.  The  growths  were  described  as 
fibromatous  in  sixty-three  out  of  eighty-four  cases,  or  in  75  per 
cent. ;  fourty-eight  of  these  were  fibromata,  twelve  pure  fibro- 
mata and  one  each  of  fibroma  with  colloid  degeneration,  fibroma 
with  mucoid  degeneration,  and  fibroma  with  hyaline  and 
myxomatous  changes,  and  there  was  one  each  accredited  to  the 
myomata  and  to  the  m3-ofibromata  v/ith  hyaline  degeneration. 

Sarcomatous  change  in  uterine  myomata  is  less  commonly 
found  than  was  at  first  believed.  In  Kelly  and  Cullen's(i4) 
series  of  1400  cases,  but  seventeen  cases  showed  undoubted  sar- 
comata of  the  uterus  in,  or  associated  with,  m3'omata.  They 
further  note  that  in  409  myomata  of  the  uterus  reported  by 
Fehling,  2  per  cent,  showed  malignancy.  Martin  observed 
direct  sarcomatous  transformation  four  times  in  a  series  of  205 
cases. 

When  taking  into  consideration  the  low  percentage  of  malig- 
nant changes  as  encountered  in  the  very  common  condition  of 
uterine  myomata,  it  is  not  at  all  surprising  that  but  two  cases  of 
malignant  changes  have  been  noted  in  the  rather  relative  in- 
frequent incidence  of  ovarian  fibromata.  This  is  further  empha- 
sized by  the  fact  that  primary  ovarian  sarcomata  of  the  fibroid 
type  is  also  a  comparatively  rare  condition. 

Of  ovarian  fibromyomata  undergoing  sarcomatous  degenera- 
tion or  transformation,  I  can  find  but  two  instances  on  record : 

Wolfr(i6)  in  1895  reported  the  first  case  of  a  fibromyoma  of 
the_  ovary  undergoing  sarcomatous  degeneration.  In  a  careful 
review  of  the  literature  prior  to  that  time,  he  failed  to  find  an 
instance  of  such  condition.  He  also  reviewed  the  literature  of 
sarcoma  of  the  ovary  but  could  find  no  mention  of  one  originat- 
ing from  a  fibromyoma.  The  tumor  reported  by  Wolft'  was  re- 
moved from  a  patient  sixty-six  years  of  age,  who  had  never  been 
pregnant.  It  measured  21.5  by  12.5  by  11  cm.  It  was  roughly 
divided  into  two  lobes.  It  replaced  the  entire  right  ovary.  The 
uterus  and  opposite  ovary  were  normal,  except  for  some  adhesions 
enveloping  the  left  appendages. 

The  second  case  was  reported  by  BushnelUiy)  in  190S.  The 
patient  was  forty  years  of  age.  The  tumor  measured  13.5  by 
12.5  by  9.5  cm.,  was  encapsulated,  rounded  and  weighed  i  1/2 
pounds.     It  was  lobulated  and  reticulated :  no  ovarian  tissue  was 
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discernible.  It  formed  one  of  the  sixteen  cases  of  solid,  or  solid 
cystic,  ovarian  growths  in  his  series.  The  case  that  I  am  about 
to  report  appears,  therefore,  the  third  to  be  recorded. 

REPORT    OF    CASE. 

The  patient  from  whom  this  report  is  made  was  operated  upon 
in  the  gynecological  wards  of  the  Jefferson  Medical  College 
Hospital,  by  Professor  E.  E.  Montgomery,  with  whose  kind  per- 
mission this  report  is  made  possible.  She  presented  the  following 
interesting  points  in  her  history: 

C.  T.,  iifty-six  years,  white,  housewife.  Nativity,  United 
States.      History,  No.  2217;  Laboratory  No.  5710. 

Father  died  at  seventy-two  years  of  epithelioma  of  cheek, 
mother  died  at  fifty-two  years  of  carcinoma  of  the  stomach. 


Fig.  I. — Ovarian  fibroma  with  sarcomatous  degeneration. 

Health  of  patient  was  always  good.  Menstruation  commenced  at 
fourteen  years,  painful,  irregular  periods,  ranging  from  two 
weeks  to  three  months.  Has  been  more  regular  since  birth  of 
tirst  child,  thirty-four  years  ago.  Menopause  four  years  ago. 
Twenty-six  months  ago,  had  vaginal  bleeding,  lasting  seven  days. 
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Had   five   labors    two    of  which  were  instrumental,  two  of  the 
children  were  still-born,  had  two  abortions. 

Four  years  ago  noticed  swelling  of  abdomen,  same  has  con- 
tinued until  date.  Abdomen  has  increased  but  slightly  during 
past  three  months.  Has  gained  in  weight  in  past  four  years. 
At  times  is  unable  to  urinate  when  in  the  sitting  position. 
Ph3^sical  examination  reveals  a  well-nourished  female  of  medium 
stature.  Head,  neck,  thorax,  lungs,  and  heart  apparently 
normal.  Abdomen  is  large,  pendulous,  overhangs  upper  border 
of  pubes  for  212  inches.     A  small  umbilical  hernia  is  present. 


>  »< 
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Fig.  2. — Ovarian  fibroma  with  sarcomatous  defeneration. 


Palpation  of  abdomen  reveals  a  smooth,  firm  mass  which 
extends  3  inches  above  umbilicus  in  median  line,  outline  of  which 
is  made  out  wdth  difficulty  as  it  approaches  anterior-superior 
spine  of  ilium  on  right  side,  and  mid-point  of  Poupart's  ligament 
on  the  left.  Bimanual  examination  shows  pelvis  to  be  filled 
with  a  firm  smooth  mass,  uterus  and  cervix  not  palpable;  pelvic 
floor  and  perineum  greatly  relaxed. 

Operation  Nov.  13,  1911.  Abdomen  opened  by  median  in- 
cision and  tumor  cleared  from  slight  adhesions  to  surrounding 
structures.  The  pedicle  of  the  mass  was  attached  to  the  right 
side  of  the  uterus  and  the  right  broad  ligament  was  narrow  and 
soft  and  easily  clamped.  Ovary  and  tube  on  same  side  with 
tumor,  not  discernible.  Uterus  was  soft,  somewhat  larger  than 
normal ;  opposite  tube  and  ovary  were  bound  dow^n  by  adhesions 
but  showed  no  marked  gross  change.     Patient  made  an  unevent- 
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ful  recovery  and  was  discharged  in  good  condition  on  Dec.  12, 
1 91 2,  five  weeks  after  operation. 

Gross  Specimen. — Is  25  by  25  by  18  cm.,  weighs  6  kilos  200 
gm.,  13  1/4  pounds.  It  is  roughly  divided  into  two  lobes,  one 
being  three-fourths  of  specimen.  The  nodules  are  firm,  red  in 
color,  grayish  on  section.  Toward  the  end  of  the  smaller  is  a 
calcified  area  6  cm.  in  diameter.  Between  the  main  lobes  is  a 
kidney-shaped  mass  10  by  5  by  3  cm.,  having  properties  similar  to 
the  others.  Neither  tube  nor  ovarian  tissue  discernible  in  the 
mass. 

Portions  of  the  large  lobe  (a),  the  small  lobe  (b),  the  soft 
pedunculated  mass  (c)  and  the  kidney-shaped  mass  (d)  were 
fixed  in  10  per  cent,  formalin,  embedded  in  paraffin  and  sections 
stained  with  hematoxylin  and  Van  Giesen,  and  hematoxylin 
and  eosin  methods. 

Histological  Description. — Sections  of  the  tumor  show  it  to 
possess  the  usual  structure  of  a  fibromyoma  for  the  most  part ;  at 
points  there  are  small  areas  of  lime  salts  and  the  connective 
tissue  has  undergone  extensive  hyaline  change.  In  certain 
areas,  cells  are  numerous  and  are  oval  or  round  shape.  They  are 
closely  placed,  have  prominent  nuclei  and  some  masses  contain 
thin-walled  blood-vessels. 

Pathological  Diagnosis. — Fibromyoma  showing  hyaline  degen- 
eration, calcareous  infiltration  and  sarcomatous  transformation. 
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THE  USE  OF  THE  CONTINUOUS  FIXED  LAPAROTOMY 

SPONGE. 

BY 

W.  FRANXIS  B.  WAKEFIELD,  M.  D., 

San  Francisco. 

CWith  One  Illustration.) 

The  adverse  criticism  to  which  one  of  my  surgical  friends 
has  recently  been  subjected  because  a  loose  sponge  was  sub- 
sequently discovered  in  the  abdomen  of  a  patient  on  whom  he 
had  operated,  brought  this  danger  to  my  mind  ^^•ith  unusual 
emphasis,  and  prompted  me  to  present  this  subject. 

We  have  done  so  much  as  a  profession  to  improve  our  work 
and  to  protect  the  individuals  who  entrust  themselves  to  our 
care,  against  errors  of  technic,  that  it  is  to  be  wondered  at  that  some 
very  definite  stand  has  not  been  taken  by  surgeons  to  prevent 
the  possibility  of  leaving  sponges  in  the  abdominal  cavity, — a 
possibility  that  will  always  obtain  so  long  as  we  use  loose  squares 
of  gauze  in  our  work. 

We  have  all  lived  in  more  or  less  constant  dread  of  this  accident, 
I  need  but  to  mention  the  numerous  cases  of  malpractice  suits 
which  it  has  inspired.  We  cannot  blame  the  public  for  believing 
the  accident  a  preventable  one  and  yet,  as  the  matter  of  sponges 
is  usually  handled  in  the  average  operating-room,  it  is  quite 
remarkable  that  loose  sponges  are  not  closed  up  in  the  abdominal 
cavity  oftener  than  they  are. 

When  Dr.  H.  S.  Crossen  of  St.  Louis  wrote  an  article  which 
appeared  in  the  Amer.  Jour.  Obst.  for  January,  1909,  on 
"Abdominal  Surgery  Without  Detached  Pads  or  Sponges,"  I 
was  deeply  impressed  with  the  practicability  of  his  suggestions, 
and  immediately  began  to  apply  them.  vSince  then — that  is, 
for  the  last  three  years — I  have  entireh^  discarded  the  use  of 
loose  sponges  from  my  abdominal  work. 

I  now  use  long  folds  of  gauze  of  desirable  size  which,  for 
convenience  and  safety,  are  packed  in  bags.  One  end  is  stitched 
to  the  bottom  of  the  bag;  the  other  end  is  left  free  at  the  top. 
We  thus  have  a  continuous  sponge  which  is  pulled  out  little  by 
little  as  required.  Two  sizes  meet  all  requirements.  A  detailed 
description  is  given  at  the  end  of  the  paper. 


550 


WAKEFIELD:    CONTINUOUS    FIXED    LAPAROTOMY    SPONGE. 


It  is  a  little  difficult,  at  first,  to  become  accustomed  to  the 
altered  technic  which  the  use  of  any  new  method  involves;  but 
one  soon  learns  to  use  the  continuous  sponge  rapidly  and 
eiBciently. 

I  use  a  laparotomy  sheet  containing  three  pockets,  one  on  either 
side  and  one  at  the  upper  end  of  the  opening  in  the  sheet.  In 
the  upper  pocket  we  fasten  the  bag  containing  the  broader  strip 
of  gauze  which  is  used  for  packing  back  the  intestines  or  walling 
off  local  infective  areas.     In  each  side  pocket  we  fasten  one  of  the 


Fig.  I. — Showing  laparotomy  sheet  in  position.  Wide  sponge  folded  at  top  of 
opening  ready  for  packing  back  intestines;  a  narrow  fold  in  each  side  pocket 
ready  for  ordinary  sponging. 


narrower  strips  which  is  used  by  the  operator  and  his  assistant 
for  keeping  the  field  clear  of  blood  or  doing  any  work  a  sponge 
maybe  called  upon  to  do.  The  pockets  in  the  laparotomy  sheet 
are  a  good  deal  wider  than  the  sponge  bag  and  the  used-up  part 
of  the  sponge  is  tucked  away  in  the  pocket  of  the  sheet,  leaving 
a  clean  portion  of  the  strip  always  under  the  operator's  lingers 
ready  for  use. 

It  is  very  important  to  keep  the  used-up  part  of  the  strip 
tucked  awa}^  in  the  pocket  or  other\\ise  the  sponge  will  be  getting 
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tangled  up  Anth  everything  around  the  field  of  operation.  After 
using  these  continuous  sponges  a  few  times,  this  part  of  the 
technic  becomes  almost  automatic.  Dr.  Crossen  in  his  article, 
does  not  suggest  the  use  of  pockets  for  the  sponge  bags  but 
simply  pins  the  bag  to  the  side  of  the  sheet  and  allow^s  the  used- 
up  part  of  the  sponge  to  keep  dropping  to  the  floor.  I  think  the 
use  of  pockets  permits  a  better  technic. 

We  rarely  find  it  necessary,  in  an  ordinary  laparotomy,  to  use 
more  than  the  three  sponges  with  which  we  started.  Should 
the  operation  be  an  unusually  long  one,  however,  or  should 
hemorrhage  be  unusually  troublesome,  we  are  likely  to  require 
two  additional  sponges  which  are  always  in  readiness. 

Should  an  abscess  be  opened  or  any  infective  fluid  be  spilled  in 
the  abdomen  or  pelvis,  one  of  the  sponges  is  used  to  wipe  it  clear 
and  then  discarded,  another  pocket  with  contained  sponge  being 
pinned  or  clamped  to  the  sheet  over  the  original  pocket,  thus 
covering  up  the  whole  infected  area. 

When  troublesome  oozing  occurs,  which  demands  the  use  of 
a  temporary  hot  sponge  pack,  a  sponge  bag  is  pinned  to  the 
laparotomy  sheet  below  the  incision,  and  as  much  as  is  required 
is  pulled  out,  wrung  out  of  hot  salt  solution,  and  packed  in  the 
pelvis. 

I  am  thoroughly  satisfied  with  the  use  of  these  sponges.  I  find 
them  easy  to  use,  safe,  and  economical.  They  can  be  employed 
over  and  over  again.  Some  of  those  we  are  using  now  are  the 
original  ones  that  were  made  three  years  ago.  They  are  washed 
out  after  each  operation,  bleached,  dried,  repacked  in  their 
respective  bags,  and  resterilized. 

A  number  of  surgeons  throughout  the  country  have  used 
the  continuous  laparotomy  sponge  a  sufficient  length  of  time 
to  prove  conclusively  that  abdominal  operations  can  be  effi- 
ciently performed  without  the  use  of  the  dangerous  loose 
sponge.  This  being  so,  it  follows  logically  that  as  time  goes  on, 
and  the  knowledge  of  this  fact  becomes  more  widespread,  the 
surgeon  will  find  it  increasingly  difficult  to  obtain  in  courts  of 
law,  extenuation  for  having  left  a  sponge  in  the  abdominal 
cavity. 

Each  set  of  sponges  for  abdominal  section  consists  of  four 
narrow  strips  and  one  wide  strip. 

Each  narrow  strip  consists  of  a  piece  of  gauze  lo  yards  long 
and  1/2  yard  wide,  folded  lengthwise  so  as  to  make  six  thicknesses. 
The  strip  when  finished  is  3  inches  wide  and  10  yards  long  with 
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all  the  raw  edges  turned  in  and  the  ends  stitched  to  keep  it  from 
unfolding.  The  strip  is  then  ready  for  the  bag  which  is  made  of 
very  heavy  muslin  sewed  with  French  seams  (to  prevent  raveling) 
and  when  finished  is  5  inches  wide  and  10  inches  deep.  The  bag 
is  then  turned  inside  out  and  one  end  of  the  strip  sewn  securely 
to  the  seam  at  the  bottom  of  the  bag.  It  is  then  turned  right 
side  out  again  and  the  strip  is  packed  back  and  forth  into  the 
bag  a  little  at  a  time,  so  that  it  will  pull  out  easily  when  used. 
The  bag  is  then  closed  with  one  strong  safety  pin  which  is  used 
later  for  fastening  the  sponge  to  the  pocket  of  the  laparotomy 
sheet. 

The  wide  strip  consists  of  a  piece  of  gauze  i  yard  wide  and 
5  yards  long  folded  lengthwise  so  as  to  make  four  thicknesses. 
When  finished  it  is  9  inches  wide  and  5  yards  long  with  ends 
stitched  the  same  as  the  narrow  strips.  The  bag  for  the  wide 
strip  is  10  inches  wide  and  6  inches  deep  sewed  with  French 
seams.  The  strip  is  then  fastened  to  the  bottom  of  the  bag  and 
packed  into  it  and  closed  in  the  same  way  as  the  narrow  strip. 

Each  laparotomy  sheet  is  made  with  three  pockets — one  at 
each  side  12  by  12  inches — and  one  at  the  head  of  the  sheet 
12  by  8  inches.  At  the  beginning  of  an  operation,  one  narrow 
strip  is  placed  in  each  side  pocket  and  pinned  to  the  pocket  with 
the  safety  pin  which  closes  the  bag  containing  the  strip.  The 
wide  strip  is  placed  in  the  pocket  at  the  head  of  the  sheet  in  the 
same  way.  The  narrow  strips  are  used  dry  but  the  wide  strip  is 
dampened  with  hot  salt  solution  before  it  is  placed  in  the 
pocket. 

Each  set  of  abdominal  section  sponges  has  a  separate  set  of 
pockets  and  when  fresh  sponges  are  necessary,  the  soiled  sponges 
and  pockets  are  covered  with  a  fresh  pocket  containing  a  fresh 
sponge. 

1525  Sutter  Street. 
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THE  TORSIOX  OF  TUBAL  ENLARGEMENTS  WITH 
ESPEQAL  REFERENCE  TO  PYOSALPLXX. 

BY 

BROOKE  M.  ANSPACH,  M.  D.. 

Philadelphia. 

(With  Seventeen  Illustrations.") 

The  patient  who  drew  my  attention  to  the  subject  of  this 
paper  was  admitted  to  the  University  Hospital  on  the  sixteenth 
of  May,  1 9 ID.  She  was  an  unmarried  woman,  twenty-six  years 
old.  Her  history  was  negative,  except  that  during  the  year 
previous  she  had  suffered  three  attacks  of  sharp  pain  in  the 
right  side  of  the  lower  abdomen,  which  her  physician  had  attrib- 
uted to  appendicitis.  The  present  attack  had  come  on  acutely, 
and  was  accompanied  with  fever,  rapid  pulse,  nausea,  and  con- 
stipation. The  entire  lower  abdomen  was  tender  and  rigid, 
but  particularly  so  on  the  right  side  around  McBumey's  point. 
There  Avas  slight  tympanites  and  some  limitation  of  peristalsis. 
Pelvic  examination  was  unsatisfactory,  because  no  relaxation 
of  the  abdominal  walls  could  be  obtained,  and  the  vaginal 
introitus  was  narrow. 

A  diagnosis  of  acute  appendicitis  was  made,  and  immediate 
operation  advised.  Under  the  anesthetic  an  area  of  induration 
could  be  felt  in  the  right  iliac  fossa.  When  the  peritoneal 
cavity  was  opened,  a  small  amount  of  blood-stained  serum 
escaped,  and  upon  introducing  the  finger,  a  mass  could  be  felt 
at  the  brim  of  the  pelvis.  After  isolating  the  area  with  gauze 
and  exposing  it  with  retractors,  an  oblong  body,  purplish-black 
in  color,  could  be  seen,  which  at  first  suggested  a  strangulated 
coil  of  small  intestine.  Upon  further  examination,  it  proved  to 
be  the  tube  and  ovary  of  the  right  side  which  had  imdergone 
torsion.  The  mass  was  but  lightly  adherent  to  the  surrounding 
intestine  and  omentum.  The  tube  was  distended  with  pus, 
and  formed  the  bulk  of  the  enlargement.  The  ovary  was  closely 
adherent  to  the  tube,  slightly  increased  in  size,  and  infiltrated 
with  blood.  The  tubal  mass  was  tvdsted  upon  itself  in  the  direc- 
tion of  the  hands  of  a  watch  about  one  and  three-quarter  times. 
The  pedicle  was  made  up  of  the  broad  ligament,  the  uteroova- 
rian  ligament,  and  the  inner  extremity  of  the  tube.  The  ap- 
pendix was  adherent  at  the  tip,  but  appeared  to  have  been  in- 
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volved  secondarily.  The  right  tube  and  ovary,  and  the  appen- 
dix were  removed.  The  peritoneal  cavity  was  drained,  and  the 
patient  made  an  uncomplicated  recovery.* 

I  was  much  interested  in  the  case  because  I  had  never  seen 
one  like  it,  nor  had  I  read  much  on  the  subject.  A  sactosalpinx 
containing  pus  and  twisted  seemed  extraordinary  because  as 
a  rule  there  would  be  sufficient  attachment  to  its  surrounding 
structures,  to  prevent  such  an  accident  as  torsion. 

There  was  no  history  of  gonorrhea  and  no  evidence  of  a  gonor- 

*  The  pathological  report  of  the  specimen  is  as  follows: 

Macroscopic  Description. — The  specimen  consists  of  the  right  tube  and  ovary, 
and  the  vermiform  appendix. 

Right  Tube. — Pleasures  about  14.5  cm.  in  length.  It  is  retort-shaped.  The 
diameter  at  the  uterine  extremity  is  8  mm.;  through  the  middle  of  the  isthmus, 
1.5  cm.;  from  here  the  tube  widens  out  rapidly,  until  through  the  ampulla 
the  diameter  is  5.5  cm.  The  abdominal  ostium  is  constricted  so  that  a  small 
probe  can  be  passed  only  with  difficulty.  Numerous  fimbria  are  present  externally 
These  are  greatly  enlarged  and  are  all  deeply  congested.  One  of  these  measures 
5  cm.  in  length.  The  surface  of  the  tube  is  free  of  adhesions,  except  on  the  posterior 
portion  of  the  isthmus.  The  entire  specimen  is  deeply  congested,  reddish-black 
in  color,  and  shows  the  result  of  an  acute  torsion.  This  has  been  in  the  direction 
of  the  hands  of  a  watch,  and  can  be  easily  reproduced.  At  the  area  of  torsion,  the 
tissues  are  black.  The  lumen  of  the  tube  is  much  dilated,  and  contains  thin  yellow 
pus  streaked  with  blood.  The  mesosalpinx  is  thickened  and  infiltrated  with  bloofl. 
The  pedicle  has  been  formed  by  the  inner  third  of  the  tube  and  the  mesosalpinx. 

Right  Ovary. — Is  involved  to  a  considerably  less  extent.  It  measures  5.5X3X1.5 
cm.  The  surface  is  covered  with  vascular  adhesions.  The  substance  of  the  organ 
is  comparatively  normal. 

Appendix. — Is  4  cm.  in  length.  Beyond  a  few  adhesions,  it  appears  normal  on 
the  surface.     On  section,  the  lumen  is  slightly  dilated. 

Histological  Description: 

Right  Tube. — The  walls  are  edematous  and  infiltrated  with  free  blood  and 
serum.  The  blood-vessels  are  engorged,  and  some  contain  thrombi.  Here  and 
there,  areas  of  small  round  cell  infiltration  are  seen.  The  epithelial  elements 
of  the  mucosa  have  disappeared,  apparently  as  the  result  of  a  suppurative  process 
and  a  dense  infiltration  of  blood. 

Appendix. — Presents  the  usual  appearance  of  a  chronic  appendicitis. 

Diagnosis. — Right  purulent  salpingitis  (acute  torsion).  Right  chronic  universal 
oophoritis  (hemorrhagic  infiltration  as  the  result  of  torsion) . 

Macroscopic  Description. — The  specimen  consists  of  the  left  tube.  This 
measures  17  cm.  in  length.  The  proximal  3.5  cm.  is  normal  in  diameter.  From 
this  point  it  gradually  widens  out  until  through  the  ampulla  it  attains  a  thickness 
of  nearly  3  cm.  The  organ  is  typically  retort  shaped.  The  abdominal  ostium 
is  closed,  but  most  of  the  fimbria  project  from  the  outer  extremity.  The  walls 
of  the  outer  portion  of  the  tube  are  thin  (average  thickness  2.5  to  3  mm.).  The 
lumen  is  dilated  and  contains  thick,  creamy  pus.  The  color  in  the  enlarged  portion 
of  the  specimen  is  yellowish-white.  The  general  character  of  the  tube  and  the 
luxuriant  fimbria  are  suggestive  of  tuberculosis.  The  mesosalpinx  is  thin.  The 
general  shape  of  the  specimen  is  that  of  a  hydro  rather  than  a  pyosalpinx. 

Histological  Description. — The  surface  presents  adhesions.  The  muscularis  is 
thin,  fibrous,  and  infiltrated  with  small  round  cells.  The  mucosa  is  flattened  out 
against  the  muscularis.  The  plica  as  such  have  been  almost  totally  obliterated. 
The  surface  epithelium  is  desquamated.  A  number  of  small  gland-like  spaces 
are  present,  the  epithelium  of  which  is  irregular,  and  for  the  most  part,  stains 
deeply.  The  stroma  is  infiltrated  with  inflammaton,-  products,  and  here  and 
there  typical  tubercles  are  observed.  One  or  two  giant  cells  are  present.  Re- 
examination of  the  specimen  previously  removed  (right  tube  and  ovary),  fails  to 
show  any  evidence  of  tuberculosis. 
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rheal  infection  upon  careful  examination.  I  concluded  that  the 
tube  very  likely  was  a  tuberculous  one,  in  which  the  inflammatory 
alterations  had  been  subacute  in  character,  and  had  caused 
considerable  enlargement  ^\■ithout  much  surrounding  infiltra- 
tion or  adhesions.  Nevertheless,  a  careful  histological  examina- 
tion of  the  tube  wall  did  not  reveal  the  characteristics  of  a  tuber- 
culous salpingitis.     No  cultures  were  made. 

The  patient  went  home  after  the  usual  period  of  convalescence, 
but  returned  about  the  first  of  January,  191 2,  nearly  two  years 
later,  complaining  that  at  each  monthly  period  the  incision  would 
open  and  discharge  a  slight  amount  of  bloody  fluid.  I  concluded 
from  this  history,  and  from  an  examination,  that  there  was  a 
fistulous  communication  between  the  right  uterine  cornu  and 
the  incision,  evidently  the  remnants  of  the  drainage  tract.  The 
left  ovary  was  prolapsed  and  adherent.  I  recommended  an 
operation  for  the  closure  of  the  fistula  and  the  release  of  the 
left  ovary. 

After  a  median  abdominal  incision,  the  fistulous  tract  was 
excised  from  the  uterus  at  one  extremity,  and  ligated  imme- 
diately beneath  the  previous  scar  at  the  other.  Attention  was 
then  given  to  the  opposite  side  of  the  pelvis:  the  tube  presented 
an  appearance  at  once  suggesting  a  tuberculous  pyosalpinx,  was 
of  unusual  length  and  had  an  abnormally  redundant  mesosal- 
pinx. It  was  perfectly  free  and  floating,  so  to  speak,  on  the 
left  side  of  the  pelvis,  and  had  escaped  my  observation  en- 
tirel}^  in  the  pelvic  examination.  The  tube  was  removed,  the 
ovary  released  from  its  adhesions,  and  suspended.  Histologic 
examination  showed  that  the  enlargement  of  the  tube  was  due 
to  tuberculosis. 

This  specimen,  I  believe,  showed  precisely  what  the  condition 
of  the  right  tube  was  before  torsion  took  place,  and  exhibits 
the  factors  predisposing  to  torsion  on  that  side,  viz.,  the  unusual 
length  of  the  tube,  the  very  considerable  enlargement  which 
was  limited  almost  entirely  to  the  outer  third,  and  the  absence 
of  adhesions.  Probably  the  only  difference  in  the  two  sides 
originally  lay  in  the  ovaries;  the  right  ovary,  presumably,  was 
not  adherent  previous  to  the  torsion ;  the  left  ovary  was  fixed  to 
the  posterior  surface  of  the  broad  ligament. 

On  searching  the  literature,  I  found  that  torsion  of  tubal 
enlargements  had  received  a  considerable  amount  of  atten- 
tion. A  number  of  monographs  have  appeared,  notably  those 
of    Praeger,    Cathelin,    and    Bell.     A    considerable    number    of 
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references  to  the  subject  were  not  accessible,  but  I  was  able  to 
find  and  review  eighty-seven  cases. 

As  might  be  supposed,  the  reports  vary  in  completeness  and 
exactness,  so  that  an  accurate  and  comparative  study  of  them 
is  not  possible  in  every  particular.  Nevertheless,  there  are 
certain  facts  of  clinical  importance  to  which  I  ask  your  attention. 

Anatomical  Diagnosis. — Under  the  title  of  this  paper  have 
been  grouped  the  cases  of  torsion  following  tubal  enlargements, 
whatever  their  nature;  but  no  instance  of  a  twisted  tube 
(whether  diseased  or  normal)  in  which  it  formed  but  a  part  of 
the  pedicle  of  another  tumor  which  had  become  twisted,  has 
been  included.  A  very  large  majority,  or  sixty-two  of  the 
tumors  were  described  as  hydrosalpinx  or  hematosalpinx,  the 
latter  being  secondary,  engrafted  upon  the  first,  and  the  result  of 
torsion  in  most  instances.  In  two  cases  reported  by  Chaput,  the 
hematosalpinx  was  primary  and  associated  with  gynatresia. 

In  five,  the  tube  w^as  the  seat  of  an  ectopic  pregnancy;  in  two, 
it  was  enlarged  by  a  new  growth;  in  two,  there  was  a  cystic 
tumor  of  the  outer  extremity  of  the  tube  (not  of  the  parovarium) , 
and  in  twelve,  there  was  a  pyosalpinx,  or  the  blood  of  an  hema- 
tosalpinx was  mixed  with  pus.  The  enormous  size  to  which 
these  tubal  accumulations  may  grow,  is  evidenced  by  the  dimen- 
sions 20  cm.  X  6  cm.  of  one  of  the  tumors,  and  by  the  contents 
(4  liters)  of  another  case;  others  contained  from  80  to  500  gm. 
of  blood-stained  fluid. 

Clinical  Diagnosis. — It  is  not  at  all  surprising  that  none  of  the 
cases  were  correctly  diagnosed  before  operation,  because  the  con- 
dition is  rare  and  there  are  no  specific  indications.  The  acute 
nature  of  the  attack  with  fever,  leukocytosis,  localized  rigidity 
and  tenderness,  led  to  the  diagnosis  of  acute  appendicitis  in  eight 
cases.  In  twenty-five,  an  abdominal  or  pelvic  enlargement,  plus 
the  acute  pain  and  the  absence  of  evident  inflammatory  symp- 
toms, made  an  ovarian  cyst  with  a  twisted  pedicle,  the  proba- 
bility. In  four  cases  a  tubal  pregnancy  was  regarded  as  the 
offending  cause,  and  in  tw-enty,  pelvic  inflammatory  trouble  of 
some  sort  was  expected.  In  two  cases,  gynatresia,  with  distention 
of  the  vagina  and  uterus  was  diagnosed.  The  diagnosis  in  one 
case  was  acute  strangulation  of  the  intestine.  In  thirty,  no 
clinical  diagnosis  is  given. 

Period  of  Observation. — Most  of  this  series  of  cases  were  oper- 
ated on  after  the  symptoms  had  existed  for  some  time.  A  very 
common  history  is  that  the  patients  complained  for  a  greater 
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or  lesser  period  of  distress  in  the  affected  area,  or  repeated  attacks 
of  severe  pain,  while  the  particular  attack  for  which  they  sought 
hospital  or  surgical  treatment,  was  the  most  violent. 

A  majority  of  them  were  kept  under  observation  for  a 
while,  possibly  in  view  of  the  doubt  as  to  what  they  actually 
represented,  and  partly  in  the  hope  of  resorting  to  operation  at 
a  later  and  more  favorable  stage  of  the  disease.  Fifty-six  were 
operated  on  after  more  than  two  weeks'  observation  and  in 
some,  the  painful  paroxysms  had  extended  over  a  much  longer 


/ 

f 


Fig. 


-Beginning  of  the  hydrosalpinx  with  inversion  and  healing  of 
the  fimbriated  end.      (After  Funke.) 


time,  as  long  as  three  months  in  one  instance.  In  nine  the  opera- 
tions were  performed  immediately,  or  within  thirty-six  hours, 
in  ten,  \\'ithin  two  weeks  of  the  onset  of  symptoms. 

Abdominal  Tumor. — Although  no  mention  is  made  in  thirty- 
nine  of  the  case  reports  whether  an  abdominal  tumor  was 
present  in  twenty-two  it  is  said,  that  an  abdominal  enlargement 
was  not  observed.  Undoubtedly,  most  of  the  thirty-nine  cases, 
in  which  no  mention  was  made,  did  not  exhibit  an  ab- 
dominal enlargement.  Nevertheless,  in  thirty-four,  it  is 
definitely  stated  that  an  abdominal  enlargement  was  present. 
Excluding  four  cases  in  which  the  tumor  was  due  to  an  associated 
condition,  such  as  fibroid  of  the  uterus  and  hematometra, 
there  were  thirty,  or  nearly  a  third,  in  which  the  twisted  tube 
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was  so  large,  or  placed  so  high,  that  it  could  be  palpated  or 
observed  upon  abdominal  examination. 

Side  Affected. — There  is  a  great  predisposition  for  torsion  to 
occur  on  the  right  side;  in  forty-nine  cases,  or  more  than  one- 
half,  torsion  of  the  right  tube  alone  was  present;  in  thirty-one, 
the  left  tube  was  affected;  in  seven,  both  sides  were  involved. 
No  statement  is  made  in  eight.  Why  torsion  more  frequently 
affects  right  than  left  tubal  enlargements,  affords  interesting 
ground  for  speculation.      It  may  be  that  the  greater  roominess 


Fig.  2. — Twisting  of  the  hydrosalpinx  in  the  direction  of  the  hands  of  a  watch. 

(After  Funke.) 


of  the  right  side,  the  left  side  being  partly  filled  up  by  the  sigmoid 
flexure,  may  have  something  to  do  with  it,  especially  in  those 
cases  in  which  there  are  no  adhesions,  the  tumor  is  bulbous  in 
shape  and  has  a  long  mesosalpinx. 

In  those  cases  with  primary  adhesions,  and  there  must  of 
course  be  some,  the  peristaltic  action  of  an  adherent  loop  of 
intestine  might  have  some  direct  influence,  as  has  been  suggested 
by  Woolcombe.  The  peristaltic  action  of  the  cecum,  or  the 
small  intestine  to  which  a  hydrosalpinx  on  the  right  would  likely 
find  attachment,  would  be  greater,  possibly,  than  that  of  the 
sigmoid  on  the  left. 

As  there  is  a  source  of  infection  on  the  right  side  of  the  pehns, 
which  does  not  exist  on  the  left,  viz.,  the  appendix,  the  question 
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arises  whether  that  organ  may  not  be  responsible  for  the  original 
infection  of  the  tube  in  some  cases.  This  also  would  favor  the 
preponderance  of  right-sided  hydrosalpinx.  Unfortunately,  the 
condition  of  the  appendix  was  not  noted  in  a  large  majoritv  of 
the  reports. 

The  Appearance  of  the  Tumor  upon  Abdominal  Section.~\ 
great  number  of  the  cases  upon  exposure  through  the  abdominal 
incision  presented  a  purplish-red  or  bluish-black  mass,  at  once 
suggesting  a  strangulated  cyst  or  a  coil  of  intestine.     vSixty-six 


,.  J^^-  3-— Showing  the  inclination  of  the  female  pelvis  in  the  erect  position.  The 
difference  of  inclination  in  the  recumbenc  and  the  erect  position  would  favor 
rotation  of  a  hydrosalpinx  lying  on  the  pelvic  brim.      (Cathelin.) 

were  of  this  appearance;  the  degree  of  circulatory  disturbance 
was  sufficient  to  cause  gangrene  in  a  number  of  cases.  In 
five,  the  contents  were  clear,  and  the  condition  had  not  advanced 
to  the  point  of  such  obstruction  to  the  circulation  as' to  cause 
hemorrhage  or  necrosis.  In  two  cases  of  pyosalpinx,  the  tumor 
had  a  yellowish  color,  one  of  the  cases  suggesting  a  dermoid  cyst. 
Nothing  is  said  and  no  inference  can  be  drawTi  concerning  the 
color  or  appearance  of  the  tumor  in  eleven  instances. 

The  Number  and  the  Direction  of  the  Twists.~The  number  of 
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twists  varied  from  one-half  to  four  or  more;  in  a  majority  of  the 
cases  (twenty-three)  there  were  two  twists;  m  twenty-five  no 
information  can  be  gleaned  upon  the  subject.  The  duect.n 
of  the  twists  is  not  stated  in  fifty-nine  of  the  cases,  and  of  the 
remainder,  it  is  put  down  as  to  the  right  in  six;  to  the  left  in  six; 
as  the  hands  of  a  watch  move  in  twelve;  and  contrary  to  the 
hands  of  a  watch  in  sixteen.  . 

Cond^Hon  of  the  Ovary  of  the  Affected  S^d..-Nothmg  is  said 
of  the  ovary  in  thirty-four;  it  was  involved  in  twenty-seven  and 
uninvolved  in  thirty-four.  The  only  deduction  from  this  is  that 
the  participation  of  the  ovary  of  the  affected  side  is  accidental, 
and  occurred  in  about  a  third  of  the  cases. 


Fig.  4.-Showing  gradual  enlargement  of  the  hydrosalpinx  and  point 
t,  where  torsion  is  most  likely  to  occur.      (Cathelin.) 

Condition  of  the  Opposite  Adnexa.-The  adnexa  on  the  opposite 
side  were  healthv  in  twenty  and  diseased  in  forty-four  mstances. 
In  thirtv-one  no  statement  is  made.  Involvement  of  the 
opposite  tube  and  ovary  to  this  extent,  i.e.,  nearly  a  half  of  the 
cases,  would  correspond  to  the  usual  bilateral  involvement  m 

pelvic  infection.  ,      ■     ■■,  f 

A^e  Social  Condition,  and  Parity. -Although  the  mcidence  of 
cases  with  respect  to  age,  corresponded  closely  with  the  periods 
of  the  greatest  phvsiological  development  and  function  of  the 
generative  tract,  more  than  one-third  of  the  patients  were  under 
thirtv  vears,  and  eleven  were  under  twenty.  Thirteen  of  the 
total'numbcr,  also,  were  unmarried  or  virginal.  Of  the  remain- 
der onlv  fortv-four  are  clearlv  said  to  have  been  married,  or  have 
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been  placed  among  the  married  ones  because  of  the  history  of 
pregnancy.  It  is  definitely  stated  that  twenty-seven  of  the 
patients  never  had  been  pregnant,  while  in  thirtv-eight,  preg- 
nancy had  occurred. 

Etiological  Factors  in  Torsion  of  Tubal  Enlargements. — The 
normal  Fallopian  tube  is  of  such  size  and  structure  that  strangu- 
lation by  torsion  is  almost  inconceivable;  when,  however,  the 
outer  part  of  the  tube  becomes  enlarged  or  hea\y,  and  at  the 
same  time  is  not  adherent  to  surroimding  parts,  the  mechanical 
conditions  favoring  torsion  may  be  said  to  exist,  viz.,  a  freely 
movable  tumor  (the  enlarged  ampulla  of  the  tube)  attached  to 
a  more  or  less  fixed  base  (the  uterus)  by  a  pedicle  (the  isthmus 


Fig.  5. — Forces  entering  into  the  torsion  of  a  hydrosalpinx.  The  force  repre- 
senting the  weight  of  the  intestines  is  illustrated  as  active  at  A;  the  force  of 
gravity  at  O.     (After  Cathelin.) 


of  the  tube  and  the  mesosalpinx).  Under  such  circumstances, 
the  same  forces  which  cause  torsion  of  ovarian  or  parovarian 
tumors,  may  come  with  play,  with  a  similar  result. 

Although  several  cases  are  reported  in  the  literature  as  ex- 
amples of  torsion  of  normal  tubes,  a  perusal  of  the  articles, 
describing  them,  ^nll  show  that  there  existed  at  the  time  of 
operation,  inflammatory  bands  or  adhesions,  or  some  other 
evidence  of  past  disease.  It  would  Jdc  impossible  to  deny, 
therefore,  that  at  the  time  of  torsion,  the  tube  had  been  the 
seat  of  a  hydrosalpinx,  that,  in  the  course  of  years,  the  fluid 
had  been  absorbed  and  the  thinned-out  walls  of  the  tube  had 
undergone  atrophy. 
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In  other  instances  one  cannot  help  wondering  why  the  author 
has  reported  the  case  under  such  a  title,  for  both  the  history  and 
the  pathologic  anatomy  of  the  parts  at  operation,  indicate  clearly 
that  the  tube  was  previously  diseased.  In  von  Graff's  case, 
an  illustration  of  which  is  here  exhibited,  there  was  probably  a 
congenital  defect,  or  it  is  possible  that  adhesions  may  have  so 
compressed  the  isthmus  of  the  tube  as  to  result  in  atrophy  and 
atresia.  It  is  unlikely  that  the  normal  tube  ever  undergoes  tor- 
sion, although  a  tube  may  be  predisposed  to  it  by  reason  of  an 
abnormally  long  mesosalpinx,  or  by  one  or  two  accessory  ostia, 
or  by  greater  length  and  thickness  than  usual. 

Given  the  mechanical  conditions  favoring  torsion,  the  exciting 
causes  are  the  same  as  those  given  for  ovarian  cysts.*  In 
addition,  another  cause  more  or  less  recently  developed  by  Payr 
("Ueber  die  Ursachen  der  vStieldrehung  intraperitoneal  gelegener 
Organe,"  Archiv.f.  klin.  Chir.,  Ixviii,  1902,  p.  501;  "Weitere  ex- 
perimentelle  und  klinische  Beitrage  zur  Frage  der  Stieldrehung 
intraperitonealler  Organe  und  Geschwiilste,"  Deuts.  Zeds.  f. 
Chirurg.,  Ixxxv,  1906,  p.  392),  must  be  given  a  place. 

Payr  found  that  venous  stasis  in  the  pedicle  of  a  small,  freely 
movable  tumor,  led  to  torsion.  The  sort  of  a  pedicle  to  which 
his  experiments  would  seem  especially  to  apply,  is  just  such  a 
one  as  would  be  found  in  enlargements  of  the  tube,  the  hydro- 
salpinx, or  other  tumors  being  freely  movable  and  largely  con- 
fined to  the  outer  parts.  When  the  veins  in  such  a  pedicle 
become  engorged,  having  a  more  spiral  course  and  stretching 
more  than  the  arteries,  they  impart  a  twisting  motion  to  the 
pedicle,  as  is  well  illustrated  by  Payr.  Should  the  twist  become 
sufficient  to  cause  more  obstruction  to  the  circulation,  the  dis- 
tention of  the  veins  becomes  even  greater,  and  the  torsion  is 
increased. 

This  may  explain  the  apparent  fact  that  torsion  of  adnexal 

*  Storer  mentions  as  exciting  causes  of  torsion  of  ovarian  cysts: 

Disturbances  in  the  equilibrium  of  the  tumor  itself,  by  reason  of  irregular 
growth. 

Pregnancy  from  fetal  movements,  or  displacement  of  the  tumor  bv  the  grownng 
uterus;  contractions  of  uterus  during  labor,  or  the  sudden  diminution  in  pelvic 
contents  at  the  close  of  labor. 

Alternate  distention  and  evacuation  of  the  bladder. 

Defecation,  descent  of  feces  into  rectum,  or  strain  during  the  act. 

Intestinal  peristalsis,  possibly  impotent,  unless  adhesions  are  present. 

Unusual,  sudden,  or  constrained  movements  of  the  body  as  a  whole;  vomiting, 
stooping,  twist  of  bodv  in  getting  out  of  bed,  etc. 

Trauma,  tapping,  fall,  jolting,  pressure  of  wash-tub  against  abdomen,  plus  up 
and  down  movements,  administration  of  enema,  g\-necological  examinations. 
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tumors,  of  whatever  nature,  is  often  precipitated  by  pregnancy, 
or  by  rapidly  growing  tumors  of  the  uterus;  the  pressure  of  the 
uterus  on  the  pedicle  causing  congestion  of  its  veins,  and  at  least 
starting  the  twist.  Damianos  ("Ueber  die  Stieldrehung  der 
Adnexe  in  Leistenbruchen  im  friihen  Kindesalter,"  Deuts.  Zeits. 
f.  Chir.,  Ixxx,  1905,  p.  228)  thinks  that  Payr's  theory  applies  to 
the  torsion  so  often  observed  in  the  adnexal  inguinal  hernias  in 
children.  He  reports  fifteen  cases  from  the  literature,  and  one 
of  his  own. 


Fig.  6. — Experiment  illustrating  the  effect  of  increased  pressure  on  the  veins 
of  a  pedicle.  S,  disc  to  which  are  attached  two  tubes,  I  and  II.  I  is  thin  walled 
and  represents  the  vein;  II  is  thick  walled  and  represents  the  artery.  II  is  filled 
with  air  or  water  and  closed  at  both  ends.  I  is  injected  with  water  under  pressure. 
This  results  in  elongation  and  distention  of  the  thin  tube  and  a  twisting  of  the 
disc  as  shown  in  the  second  figure.      (After  Payr.) 


Hydrosalpinx. — It  must  be  true  that  a  great  majority  of  the 
enlargements  of  the  tube  which  undergo  torsion,  are  of  an  inflam- 
matory nature.  This  statement  is  borne  out  by  the  patho- 
logical anatomy  of  the  parts,  found  at  operation,  and  by  the 
condition  of  the  opposite  adnexa.  The  form  of  the  enlargement 
is  that  known  as  hydrosalpinx,  and  in  the  course  of  torsion  it 
almost  always  becomes  converted  into  an  hematosalpinx. 
Many  of  these  hematosalpinxes  have  been  taken  as  evidences  of 
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tubal  pregTiancv,  as  mentioned  by  Fritsch,  Sanger,  and  others. 
After  microscopical  examination  of  specimens  came  mto  vogue, 
it  was  demonstrated  that  some  of  the  supposed  tubal  preg- 
nancies were  strangulated  hydrosalpinxes. 

In  many  of  the  cases  of  hydrosalpinx  ^^hich  undergo  torsion, 
there  is  no  history  of  an  infection  of  the  common  sort,  viz., 
that  due  to  gonorrhea  or  to  puerperal  infection.  Thus  m 
the  series  of  cases  which  I  have  collected,  from  the  statements 
of  the  authors  or  the  deductions  to  be  drawnffrom  their  reports. 


Fig  7  -The  twisting  of  the  disc  and  tube  will  occur  just  the  same  if  they  are 
connected  below  U  and  both  subjected  to  the  same  increase  "^  P^^^^^^^.^^'/^  ^  ^^ 
in-  the  upper  ends  to  a  Y-tube.  The  tube  I  is  hgated  at  Z.  The  t^^^stlng  of  the 
disc  will  occur  as  a  consequence  of  the  disproportionate  mcrease  m  length  and 
diameter  of  I.      (After  Payr.) 

a  hydrosalpinx  had  formed  in  thirty-two  instances  with  no 
history  of  a  previous  pelvic  infection,  or  any  cf  the  possibilities 
thereof.  While  in  many  such  a  history  might  have  been  elicited 
by  careful  inquirv,  it  nevertheless  must  be  true  that  in  some 
there  was  no  explanation  for  the  tubal  disease  on  the  grounds 
of  a  primary  genital  or  pelvic  infection. 

We  may  ask.  therefore,  what  is  the  source  of  a  hydro- 
salpinx in  an  unmarried  and  \'irginal  woman?  Findley  ("Gon- 
orrhea in  Children,"  Western  Med.  Rev.,  April,  1912,  p.  186),  San- 
o-er  (quoted  by  Sarah  Welt-Kakels)    ("Vulvovaginitis  m  Little 
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Girls,  a  clinical  study  of  190  cases,"  .V.  Y.  and  Phila.  Med. 
Jour.,  Oct.  8,  1904),  Marx  ("' Salpingoovarites  a  la  suite  de 
vulvovaginite  chez  les  enfants,  traitement  propbylactique,"  Gaz. 
de  Gyn.,  Nov.  15,  1895)  and  others  have  observed  that  gonorrheal 
vulvovaginitis  in  childhood  may  persist  in  a  latent  form  until 
puberty,  and  then  invade  the  uterus  and  tubes  without  pro- 
ducing symptoms  which  lead  to  a  correct  diagnosis,  the  pain, 
etc.,  being  ascribed  to  extragenital  conditions,  and  the  pre\-ious 
infection  forgotten. 


Fig.  8. — Spleen  suspended  by  its  vessels  and  resting  on  water,  before 
injection  of  veins.      (Payr.) 

It  is  also  possible  that  a  hydrosalpinx  may  form  as  the  re- 
sult of  a  salpingitis,  dating  from  childhood  or  young  womanhood, 
the  lesion  taking  place  in  the  course  of  febrile,  especially  exan- 
thematous  diseases,  and  little  note  being  made  of  lower  abdominal 
Or  pelvic  symptoms,  because  of  the  patient's  age. 

A  case  of  Funke  is  interesting  in  this  connection.  A  virgin, 
twenty-eight  years  old,  had  suffered  with  "typhus"  at  twenty. 
The  operation  was  performed  at  twenty-eight,  when  the  tube 
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of  each  side  had  been  converted  into  a  hydrosalpinx,  and  both 
were  twisted.  Hennig  {Zent.  f.  Gyn.  No.  31,  p.  729,  1893) 
found  in  the  autopsy  of  a  young  girl  after  "typhus,"  a  hemor- 
rhagic necrosis  of  the  tube,  with  perforation  into  the  bowel  and 
into  the  bladder. 

It  is  also  possible  that  tuberculosis  may  be  responsible,  in 
some  cases  of  hydrosalpinx,  as  it  will  be  shown  later,  is  true 
for  most  of  the   pyosalpinxes  which  become   twisted.      Delore 


Fig.  9. — Same  organ  as  Fig.  8  after  injection  of  veins:  showing  a  twist 
of  125°.     (Payr.) 


and  Alamartine  (see  abstract)  have  reported  a  case  in  which 
they  suspected  such  an  infection.  The  patient  was  a  virgin 
of  thirt3^-eight ;  there  was  no  history  of  pehnc  disease, 
although  the  ends  of  both  tubes  were  closed,  and  the  right, 
which  was  a  very  large  hydrosalpinx,  contained  1/2  liter  of 
fluid;  it  was  twisted  on  its  pedicle  two  or  three  times,  but  stran- 
gulation had  not  occurred;  the  fluid  was  clear  yellow,  and  the 
tubal  walls  were  thin  and  transparent.     The  authors,  in  report- 
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ing  this  case,  bring  up  the  question  of  tuberculosis  being  a  cause 
of  hydrosalpinx,  and  say  "in  view  of  the  frequency  of  genital 
tuberculosis  apparently  increasing  from  day  to  day,  it  seems 
not  illogical  to  ask  if  hydrosalpinx  is  not  sometimes  sympto- 
matic of  an  attenuated  tuberculous  infection,  as  is  the  case, 
for  example,  with  hydrocele."  They  injected  some  of  the  fluid 
from  their  case  into  a  guinea-pig,  but  there  is  no  report  of  the 
result. 


Fig.  io. — Spleen  before  injection.      (Payr.) 

Pyosalpinx. — While  the  torsion  of  a  hydrosalpinx  is  not 
extremely  rare,  the  opposite  is  true  of  pyosalpinx,  because 
such  prerequisites  as  free  mobility  of  the  tubal  enlargement 
and  a  mesosalpinx  sufficiently  long  to  form  a  pedicle,  do  not 
obtain.  Altogether,  there  are  only  a  few  cases  of  twisted  pyo- 
salpinx in  the  literature,  and  most  of  them,  other  authors  have 
denied  as  being  primary,  believing  that  they  were  originally 
hydrohematosalpinxes  which  had  become  infected  secondarily. 
Nevertheless,  there  are  some  undoubted  cases  in  which  a  pri- 
mary pyosalpinx  became  twisted. 

The  ordinary  pyosalpinx  is  fixed  to  surrounding  parts  and 
it  would  be  impossible  for  it  to  undergo  torsion.     As  the  in- 
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flammation  subsides  and  the  pus  is  absorbed,  in  a  certain  pro- 
portion of  cases,  the  pyosalpinx  becomes  converted  into  a 
hydrosalpinx.  Undoubtedly,  some  of  the  cases  of  twisted 
hydrosalpinx  have  this  history.  The  point  I  wish  to  make 
however,  is  that  the  primary  pyosalpinx  which  undergoes  torsion, 
must  differ  from  the  ordinary  gonorrheal  or  septic  form  in  an 
absence  of  adhesions  and  surrounding  inflammatory  exudate. 

Taking  the  cases  in  the  literature  described  as  twisted  pyosal- 
pinx,  and  adding  my  own   case,   there  are   twelve  altogether: 


Fig.  II.- — Same  spleen  as  Fig.  lo  after  injection:  .showing  a  twist  of  ioo°.     (Payr.) 


Analyzing  them,  we  find  that  two  (Ross'  and  Merdervoort's) 
are  definitely  stated  to, have  been  tuberculous;  in  one  (Lewers'), 
tuberculosis  was  thought  likely  by  the  author,  sepsis  and  gon- 
orrhea being  fairly  well  excluded;  in  two  (Fraenkel's,  Wool- 
combe's)  ,  no  bacteriological  or  histological  evidence  of  the  tubercle 
bacillus  was  found,  but  from  the  proceeding  history  and  the 
gross  pathology,  tuberculosis  was  at  least  quite  possible. 

Of  the  remaining  cases,  one  (Pierson's)  is  so  incompletely 
reported,  that  no  conclusion  is  justifiable;  in  one  (Jacob's),  the 
case  was  unquestionably  an   ordinary  pyogenic  infection,   but 
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the  tube  is  merely  said  to  have  been  twisted  and  it  is  of  secondary 
interest,  as  it  was  associated  with  a  fibroid  tumor  of  the  uterus 
and  an  ovarian  abscess,  the  specimen  being  recovered  after 
vaginal  morcellement  of  the  fibroid  and  vaginal  hysterectomy. 
In  one  (Rouffart's  (I))  case,  the  existence  of  torsion  is  very 
doubtful,  and  the  number  of  twists  is  not  stated;  it  is  said  that 
the  fimbriated  extrerrity  of  the  tube  was  carried  to  the  median 
line  and  that  the  posterior  surface  of  the  tube  was  adherent 
to  the  anterior  surface  of  the  uterus,  the  uterus  being  in  retro- 


FlG.  12. — Von  Graffs  case  of  torsion  and  atresia  of  a  tube,  not  the  seat  of  an 
enlargement.     Anterior  view. 


position.  In  one  (Pozzi's  (I)),  the  infection  probably  originated 
in  the  appendix.  In  one  (Pozzi's  (II)),  there  were  possibilities 
of  infection  (three  children,  one  placenta  previa,  and  the  history 
of  metritis).  Six  years  before  admission,  pus  was  evacuated 
from  the  left  iliac  region  by  a  subperitoneal  laparotomy.  The 
contents  are  described  as  viscid  hemorrhagic  fluid  mixed  with 
pus;  the  opposite  side  was  not  examined  at  the  first  operation 
in  this  case,  but  two  weeks  later,  was  exposed  by  operation  and 
removed  when  its  condition  resembled  that  of  the  other  side. 

My  ouTi  case  is  an  interesting  example  of  how  easily  the  cause 
of  the  condition  may  fail  of  recognition,  as  would  have  happened 
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if  the  patient  had  not  fallen  into  my  hands  for  the  second  opera- 
tion. This  case  is  unquestionably  tuberculous,  and  makes  a 
third  (the  others  being  Ross'  and  v.  Merdervoort's)  of  undoubted 
origin,  with  three  other  cases  very  strongly  suggestive  of  tuber- 
culosis (Lewer's,  Frankels',  Woolcombe's).  In  other  words,  one- 
fourth  of  the  cases  reported  as  twisted  pyosalpinx,  are  proved 
to  be  tuberculous,  and  one-half  are  probably  so;  and  further- 
more, it  is  quite  likely  that  at  least  three  of  the  remainder  were 
not  pyosalpinxes  when  the  attack  began,  but  became  infected 


Fig.  13. — Same  as  Fig.  12.     Posterior  view. 

during  the  period  of  observation.  The  age  of  one  of  the  un- 
doubted cases  is  not  given;  of  the  other  two,  it  is  twenty-four 
and  twenty-six  respectively;  of  the  presumably  tuberculous 
cases,  the  ages  are  twenty,  thirty-seven,  and  twenty-two;  of 
the  other  reported  pyosalpinxes,  the  ages  are  given  as  thirty- 
one,  thirty-seven,  thirty-nine,  forty,  and  fifty-two. 

Miscellaneous  Features  of  the  Cases  of  Twisted  Tubal  Enlarge- 
ments.— 'There  are  some  interesting  features  which  have  been 
noted  in  connection  \vith  the  cases  in  the  literature.  The 
severe  pain  has  often  followed  a  sudden  and  violent  movement  or 
trauma,  as  sitting  do\\'Ti  hard  after  missing  the  chair  (Baldwn), 
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after  suddenly  rising  from  a  sitting  posture  (Clado,  Cathelin), 
after  falling  on  the  street  (Delbet),  after  a  long  walk  (Gosset  and 
Reymond),  during  a  ride  in  a  tram-car  (Hedley),  after  straining 
at  stool  (Ortner),  after  cranking  an  automobile  (Ross),  after 
lifting  a  hea\-3-  weight  (Stratz) . 

In  some  cases  (Guicciardi's,  Ries',  Kauffman's  and  Lejar's 
(II)),  the  torsion  either  did  not  produce  acute  symptoms,  or 
the  case  was  allowed  to  go  \\-ithout  operation  for  such  a  time 
that  the  twisted  part  had  become  more  or  less  completely 
detached  and  parasitic.  In  one  case  (Chaput's  (II)),  the 
hydrosalpinx  had   ruptured,   and   the  abdomen   contained  free 


Fig.  14. — Case  of  Gosset  and  Revmond. 


bloody  fluid.  In  one  case  (Lejar's  IX)  (in  our  list  VIII),  a  large 
hydrosalpinx  of  the  left  side  formed  an  abdominal  tumor  on 
the  right. 

Therewere  certain  interesting  complications  with  pregnancy. 
In  one  case  (Hartman's),  the  attack  occurred  in  a  patient  five 
to  six  months  pregnant;  after  removal,  the  patient  went  on  to 
term  and  had  a  normal  delivery.  On  one  (Pinard  and  Paquay's) 
the  operation  followed  induction  of  labor  and  delivery  ^vithin 
a  few  days;  the  patient  ha.d  had  numerous  severe  attacks  during 
pregnancy;  one  of  Ward's  (II)  was  four  months  pregnant;  Aul- 
hom's  case  was  three  months  pregnant;  Martin's  (Rouen)  patient 
thought  herself  pregnant  about  four  months,  and  the  attack 
at  first  was  regarded  as  a  threatened  miscarriage. 
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The  tumor  was  situated  high  in  Legueu's  case  (I),  so  that  the 
abdominal  enlargement  could  scarcely  be  felt  per  vaginam;  the 
same  was  true  in  Warneck's  (II).  In  Schirmer's  case, 
the  appendix  was  markedly  involved;  in  Pozzi's  (I)  its  partici- 
pation was  suspected.  In  my  own  case  it  contained  pus,  but 
most  likely  this  was  secondary  to  the  other  infection.  In  one 
case  (Siredy's)  there  were  said  to  have  been  no  pelvic  symptoms, 
the  patient  being  treated  for  enteritis,  and  the  tumor,  which 
was  abdominal,  was  discovered  by  accident. 

The  abdominal  enlargement  was  sometimes  of  great  size;  in 
Voigt's  case,  it  reached  to  within  three  fingers  of  the  umbilicus; 


Fig.  Iv — Author's  case. 


Right,  twisted  pyosalpin.x.     Left,  tuberculous 
pyosalpinx. 


in  one  of  Waldo's  (II),  it  reached  nearly  to  the  umbilicus,  and  in 
Woolcombe's,  there  were  two  masses,  one  extending  above  the 
umbilicus  on  the  right,  and  the  other  rising  out  of  the  pelvis 
on  the  left. 


abstract,  of  cases  in  one  literature. 

Albertin.  Hydrosalpinx  tordu  avec  metrorrhagies  abundantes. 
Lyon.  Med.,  1911,  cxvii,  29,  reports  a  specimen  of  hydrosalpinx 
twisted  on  a  uterine  pedicle,  having  an  ecchymotic  color,  indica- 
tive of  necrosis. 

Alburtin.  A  propos  des  hydrosalpinx  "et  de  la  torsion  du 
pedicule.     Lyon.  Med.,  1905,  cv,  1040. 

Case  L — -^t.  eighteen.  Clinical  diagnosis:  bilateral  ovarian 
cyst.  Anatomic  diagnosis:  bilateral  hydrosalpinx,  right,  twisted; 
left  ovarian  cyst.     Side  affected,  right.     Size,  list.     Opposite  side, 
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hydrosalpinx;    ovarian    cyst.      Subjective     symptom:    repeated 
attacks  of  abdominal  pain. 

Case  II. — ^Et.  sixteen.  vSide(?).  Twists,  3.  Contents,  hemor- 
rhagic; ovary,  four  times  normal  size  and  infiltrated  with  blood. 
Color,  black.  Subjective  condition:  patient  had  had  painful 
attacks  in  abdomen.  A  few  days  after  admission  had  a  very 
severe  attack,  from  which  diagnosis  of  twist  of  the  pedicle  was 
made.     Diagnosis:  hydrosalpinx,  twisted. 

Amann.  Stieltorsion  einer  Hydrosalpinx.  Monat.  f.  Gch.  u. 
Gyn.,  Bd.  xv,  H.  2. 

.5^t.  thirty-three.  Two  children.  Sudden  acute  pain.  Pre- 
vious good  health.     Median  abdominal  tumor  3   inches   below 


Fig.  i6.- — Bland-Sultons  case. 


umbilicus.  Operation  ten  days  after  attack  began.  Clinical 
diagnosis:  ovarian  cyst;  twisted  pedicle;  right  side  affected; 
left  side  also  hydrosalpinx.  Anatomic  diagnosis:  hydrosalpinx, 
twisted  2  12  inches  to  the  right;  brownish-red  color;  20  cm. 
long  and  6  cm.  broad.  Adhesions  to  intestine  and  mesentery. 
Brownish-red  contents. 

Arthur.  Ueber  Axendrehung  der  Tube.  Deiii.  Zeit.  f.  Chir., 
Bd.,  xlviii,  H.  2  and  3,  p.  19S. 

.5it.  twenty-one.  Clinical  diagnosis:  appendicitis,  or  right 
adnexal    disease.     Anatomic    diagnosis:   hydrosalpinx,   twisted. 
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Operation:  seven  days  after  acute  symptoms  began.  Seat  of 
tumor,  left.  Size,  ostrich  egg.  Tvvdst,  i,  near  uterine  cornu. 
Contents,  fluid,  black,  much  injected,  sphacelated.  Adhe- 
sions, none.  Objective  symptoms:  tumor  in  iliac  fossa,  easily 
outlined  above.  Subjective  conditions :  pain  in  lower  abdomen, 
especially  left.  Vomiting.  Menstruation,  regular;  pain  in- 
creased during  menstruation.  Severe  pain  in  left  iliac  fossa.  No 
fever.  Operation:  laparotomy  (lateral).  Remarks:  diarrhea. 
Aulhom.  Spontane  Stieltorsion  normaler  Adnexe  in  der 
Schwangerschaft.     Zent.  f.  Gynik.,  Xr.  i6,  1910,  p.  538. 


Fig.  I 


J. — Detail  of  the  right  tube  and  ovary,  the  pedicle  partly  untwisted. 
The  parovarium  is  free.     The  enlargement  is  entirely  tubal. 


JEt.  nineteen.  Three  months  pregnant.  Pain  for  some  weeks. 
Acute  exacerbation  two  days  before  admission.  Clinical  diag- 
nosis: pregnancy  and  p^^osalpinx.  Anatomic  diagnosis:  right 
hematosalpinx,  twisted,  180;  tumor  9  cm.  long,  dark  blue  color; 
ovary  involved;  uterus,  gravid. 

Baldwin.  Hydrosalpinx  with  Twisted  Pedicle.  Amer.  Jour. 
Obst.,  liv,  1906,  p.  654. 

JEt.  forty-three.  Xo  children;  one  miscarriage.  Missed  chair 
and  sat  down  heavily;  three  hours  later,  severe' pain.  Clinical 
diagnosis:  acute  appendicitis.  Emergency  operation.  Right  side 
affected.  Left  tube  also  hydrosalpinx.  Ovaries  not  disturbed 
and  not  affected.  Tubes  contained  serum  and  blood.  Diagnosis : 
hydrosalpinx,  twisted,  and  gangrenotis. 
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Baudron.  Torsion  du  pedicule  d'un  hydrosalpinx  droit  coin- 
cidant  avec  la  rupture  d'une  grossesse  tubaire  gauche.  Laparo- 
tomie,  guerison.  Compf.  Roid.  Soc,  (Vohst.  clc  Gyn.  et  de  Pood., 
ii,  1900,  90. 

Mt.  thirty-two.  One  miscarriage  at  nineteen  years.  Clinical 
diagnosis:  tubal  pregnancy  (ruptured).  Anatomic  diagnosis: 
hydrosalpinx,  twisted.  Side,  right.  Size,  orange.  Location, 
tumor  adherent  to  parietal  peritoneum  of  pelvis.  Form,  irregular, 
nodular,  ecchymotic.  Size  of  pedicle,  little  finger.  Twists, 
2.  Contents,  300  gm. ;  black  blood.  Adhesions  recent.  Ovary 
not  twisted.  Adnexa  of  opposite  side,  tubal  pregnancy.  Objec- 
tive signs:  abdominal  tumor;  culdesac  entirely  free.  Subjective 
conditions:  menstruated  at  twelve  years;  regular;  leukorrhea; 
severe  abdominal  pains;  tendency  to  syncope.  Operation:  lapa- 
rotomy (bilateral);  castration.  Result:  cure.  Remarks:  symp- 
toms of  tubal  pregnancy  had  masked  the  torsion. 

Bell.  Torsion  of  the  Pedicle  in  Hydrosalpinx  and  Other 
Morbid  Conditions  of  the  Fallopian  Tube.  Jour.  Obst.  and  Gyn., 
of  the  British  Empire,  1904,  No.  5,  p.  514. 

^t.  forty-five.  Married  at  nineteen ;  child  in  eighteen  months ; 
no  other  pregnancies.  Family  history  tuberculous.  Patient  had 
recurrent  attacks  of  bronchitis.  Attack  of  severe  pain  in  1899, 
with  faintness  and  vomiting;  lasted  two  hours;  no  doctor.  In 
1 90 1,  another.  Present  attack  sharpest.  Abdominal  tumor 
found.  Clinical  diagnosis:  twisted  pedicle.  Left  side  affected; 
right  also  hydrosalpinx.  Diagnosis:  hydrosalpinx  twisted  i  3/4; 
reversely  to  watch.     Twisted  tube  almost  black  in  color. 

Bland-Sutton.  Salpingitis  and  Some  of  Its  Effects.  Surg. 
Dis.  of  the  Ovary  and  Fallopian  Tubes,  London,  1S91,  p.  257. 

Case  of  H.  Morris.  Xot  acute;  ovary  uninvolved.  Diagnosis: 
hydrosalpinx  twisted  three  and  one-half  times.  Contents, 
bloody.  Dense  adhesions.  Separation  and  parasitic  growth  of 
enlargement. 

Boursier.  De  la  torsion  du  pedicule  des  salpingites  Hystiques. 
Jour,  de  mcd.  d.  Bordeaux.  Xr.  30,  1901,  p.  512. 

^Et.  thirty-four.  o.-Para  Clinical  diagnosis:  endometritis; 
adherent  retroflexion;  salpingo-oophoritis  (right).  Anatomic 
diagnosis:  hydrosalpinx,  twisted.  Subjective  condition:  men- 
struation at  twelve  years;  regular.  In  1899,  severe  pains  right 
iliac  fossa,  especially  if  fatigued,  increased  at  menstrual  periods; 
gradually  grew  worse,  coming  on  in  attacks  when  fatigued.  Dur- 
ing month  before  admission  (1901),  pains  suddenly  increased  in 
violence  without  apparent  cause;  went  to  bed;  slight  fever 
frequently,  and  painful  micturition.  Objective  signs:  abdomen 
not  distended.  Behind  and  right  of  uterus  a  not  very  hard 
mass,  difficult  to  outline;  tender.  Side  affected,  right.  Opposite 
side,  follicular  cysts  in  ovary;  congested  tube.  Number  of  twists, 
2  1/2.  Twisted  tube,  adherent  to  posterior  surface  of  uterus 
and  neighboring  organs,  forms  a  rounded  mass  containing  80 
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gm.,    reddish-brown,    hemorrhagic,    syrupy    fluid.     Operation: 
right  salpingo-oophorectomy.      Result:  cure. 

Burrage;  Case  of  Acute  Torsion  of  Fallopian  Tube  with 
Hematosalpinx.     Bost.  Med.  and  S^trg.  Jour.,  cliv,  1906,  No.  11, 

yEt.  twenty-six.  Married  two  years ;  no  pregnancies.  Treated 
for  dysmenorrhea,  December,  1898.  Dudley  operation.  Pelvis 
negative,  except  prolapse  of  right  ovary.  Acute  attack  Novem  - 
ber,  1899.  Clinical  diagnosis:  pelvic  abscess.  Anatomic  diag- 
nosis: hydrosalpinx  twisted.  Right  salpingectomy;  resection  of 
both  ovaries.  Right  side  affected.  Left  tube  normal.  No  free 
blood.  Both  ovaries  riddled  with  cysts.  Twisted  hydrosal- 
pinx adherent  to  bladder  and  surrounding  structures.  Color, 
dark  reddish-brown.     Contents,  blood-clot,  no  villi. 

Cathelin.  De  la  torsion  des  Hydrosalpinx.  Revue  de  Chirtirg., 
xxiii,  1901,  p.  263. 

^t.  twenty-six.  One  miscarriage  of  five  months,  seven  years 
previously.  Clinical  diagnosis:  large  salpingitis  (left);  slight 
annexitis  (right).  Anatomic  diagnosis:  hydrosalpinx,  twisted. 
Seat  of  tumor,  left.  vSize,  hen's  &gg  (6-7  cm.  long  diameter). 
Tubal  localization,  external  portion.  Form,  ovoid.  Color, 
blackish.  Twists,  21/2  direct.  Contents,  200  gm.  blood ;  no  clots ; 
adhesions  present.  Ovary  not  twLsted.  Adnexa  of  opposite  side 
normal.  Objective  signs:  tender  mass  in  posterior  culdesac 
(left).  Subjective  conditions:  menstruated  at  eleven  and  one- 
half  years ;  regular ;  very  active  pains  in  left  lower  abdomen  three 
years  before  operation,  without  other  symptoms;  for  three  years 
uterus  discomfort.  Evening  before  operation,  violent  pains  on 
rising  from  a  chair.  Operation:  laparotomy;  unilateral  castra- 
tion.    Result :  cure. 

Cathelin.  Case  II.  Salpingite  gauche  a  pedicule  tordu, 
hydrosalpinx  droit  prolabe.  Bull.  et.  mem.  de  la  Soe.  Ajiat.  de 
Paris,  1900,  6  S.,  T.  ii,  Ixxv,  673. 

^t.  forty.  Il-para.  Sudden  seizure;  repetition  in  sixteen 
days;  mobile  tumor  on  right,  by  pelvis  examination.  Hydro- 
salpinx, left,  twisted  one  and  one-half  times,  direction  hands 
of  watch.  Ovary  not  involved.  Blackish  tumor.  Right  hydro- 
salpinx adherent  in  Douglas'  pouch. 

Chaput.  Contribution  a  I'etude  de  la  torsion  des  hematosal- 
pinx compliquant  les  atresics  vaginales  conpenitales.  Revue  de 
Gyn.,  Tome  x,  1906,  p.  963. 

Case  I.  yEt.  twenty.  Subjective  condition:  never  menstruated; 
at  age  of  seventeen,  vague  pains  in  abdomen;  recurred  following 
month,  then  every  month,  accompanied  with  increase  in  size  of 
abdomen.  Lasted  at  first,  eight  days,  but  on  admission,  this 
had  increased  so  that  patient  suffered  two  weeks  every  month. 
Objective  signs:  abdomen  swollen;  resembles  abdomen  of  large 
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fibroid.  On  percussion,  dulness;  on  palpation,  uterus  very  large, 
hard,  tender,  reached  to  about  umbilicus.  Iliac  fossse  filled 
with  masses  which  seem  attached  to  sides  of  uterus.  Hymen 
imperforate;  not  bulging.  On  rectal  examination,  whole  small 
pelvis  full  of  tumor  mass.  Operation:  puncture  of  hymen, 
followed  by  discharge  (1/2  liter)  blackish  blood.  Paravaginal 
incision,  left,  above  the  point  of  stricture,  vagina  much  dilated; 
cervix  dilated ;  uterus  empty.  Postoperation :  large  tumor  felt 
in  right  iliac  fossa  (hematosalpinx) ;  blood  in  adbominal  cavity. 
Right  tube  size  of  fist;  black;  perforated  at  one  point.  Pedicle 
twisted  six  times.  Left  tube  (smaller)  twisted  five  times. 
Both  removed.     Result:  death  next  day  (in  coma). 

Case  II. — JEt.  eighteen.  Subjective  condition:  normal  to 
sixteen  years  of  age,  then  mental  disturbance;  no  menstrua- 
tion; severe  pains  in  iliac  regions  each  month;  nausea;  syncope. 
For  two  months  previous  to  admission,  pains  worse  and  more 
frequent.  Objective  findings:  tumor  in  right  flank  rising  to 
level  of  umbilicus,  per  rectum.  This  mass  seems  to  occupy 
posterior  culdesac.  \'aginal  examination  impossible.  Hymen 
imperforate.  Operation:  dissected  between  urethra  and  rectum. 
At  depth  of  6  cm.,  hematccolpos  found;  brown  fluid,  i  12  liter 
evacuated.  Result:  death  second  day.  Autopsy:  Both  uterine 
cornua -distended,  especially  right.  Right  tube  long,  apoplectic; 
extremity  dilated  by  hematosalpinx,  had  been  punctured  in  the 
colpotomy;  twisted  once,  including  mesovarium.  Opposite 
adnexa,  tube  long,  ovary  normal;  uterus  bicornute.  Remarks: 
outer  end  of  tube  had  no  mesosalpinx  and  end  was  adherent  to 
abdominal  wall.  Tube  seemed  to  have  twisted  between  the  two 
fixed  parts,  formed  by  this  adhesion  and  by  the  tuboovarian 
ligament. 

Clado.  Salpingite  a  pedicule  tordu;  guerison.  Bull,  ct  mem. 
de  la  Soc.  de  Anal,  de  Paris,  1900,  6  S.,  ii,  41. 

^t.  thirty,  o-para.  Xo  miscarriages.  Clinical  diagnosis: 
bilateral  salpingitis;  acute  exacerbation,  right.  Anatomic  diag- 
nosis: hydrosalpinx,  twisted.  Seat  of  tumor,  right;  size  of 
child's  head.  Tubal  location,  external  portion.  Formed  mass 
with  convexity  above;  base  at  mid-point  of  line,  from  pubes  to 
umbilicus.  Size  of  pedicle,  little  finger.  Twists,  3,  reverse. 
Contents,  300  gm. ;  black  blood,  no  clots.  Adhesions,  posterior. 
Opposite  adnexa,  cystic,  sanguineous  fluid.  Objective  signs: 
abdomen  swollen,  right;  mass  in  true  pelvis,  and  rising  to  um- 
bilicus; hard;  on  left  tumor  size  of  mandarin,  fluctuating,  not 
adherent,  encroaching  on  left  posterior  culdesac.  Subjective 
conditions:  menstruation  at  twelve  years;  irregular.  Pains  in 
lower  abdomen.  Abundant  metrorrhagias.  Sudden  and  severe 
pain  on  right,  when  rising  from  sitting  posture.  Vomiting; 
fever.  Operation:  laparotomy  castration.  Result:  cure.  Re- 
marks: four  to  five  little  hemorrhagic  cysts  in  thickness  of  the 
cyst  wall. 
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Delbet.  Torsion  du  pedicule  dans  un  cas  de  salpingite.  Bull. 
ei  mem.  de  la  Soc.  de  Anat.  de  Paris.,  1892,  p.  300. 

^t.  thirty-nine.  Clinical  diagnosis:  intestinal  strangulation 
from  bands  or  volvulus  of  sigmoid.  Operation  within  thirty- 
six  hours.  Anatomic  diagnosis:  hydrosalpinx,  three  twists; 
left  side  affected.  Size,  intestinal  loop.  Tubal  location,  external 
portion.  Contents,  blood.  Right  hydrosalpinx.  Ovary  not 
twisted.  Objective  signs:  abdomen  retracted;  palpation  very 
painful;  vaginal  examination  impossible.  Subjective  condi- 
tions: very  sudden  and  severe  pain;  fainting.  Patient  fell 
while  walking  on  street.  Continued  vomiting,  not  fecal,  no  gas 
or  food.  Pulse  full,  rapid;  temperature,  normal.  Operation: 
laparotomy,  (bilateral) ;  castration.     Result:  cure. 

Delore  und  Alamartine.  Volumineux  hydrosalpinx  en  ap- 
parence  primitif.     Lyon  Med.,  1909,  Nr.  9,  p.  416. 

^t.  thirty-eight  (virgin).  No  genital  history.  Right  side 
affected;  contains  1/2  liter  clear  yellow;  wall  thin  and  trans- 
parent. Left  side  also  hydrosalpinx.  Ends  of  both  tubes  ob- 
literated. No  menstrual  symptoms.  No  signs  of  infection. 
Diagnosis:  hydrosalpinx,  right,  twisted  two  to  three  times. 
Voluminous  hydrosalpinx,  right,  containing  1/2  liter  fluid, 
attached  by  a  delicate  pedicle  which  showed  traces  of  torsion  in 
the  form  of  two  or  three  spiral  turns,  slightly  lobulated,  and 
shape  of  bagpipe;  right  ovary,  left;  left  tube  slightly  cystic. 
In  this  patient,  no  preceding  genital  infection  could  be  demon- 
strated; ovaries  and  uterus  appeared  healthy.  Author  con- 
siders attenuated  tuberculous  infection  as  cause  of  h^^drosalpinx. 
"In  view  of  the  frequency  of  genital  tuberculosis,  apparently 
increasing  from  day  to  day,  it  seems  not  illogical  to  ask  if  hydro- 
salpinx is  not  sometimes  symptomatic  of  an  attenuated  tuber- 
culous infection,  as  is  the  case,  for  example,  with  hydrocele." 
Some  of  the  liquid  was  injected  into  a  guinea-pig.  No  report  of 
result. 

Fraenkel,  L.  Beitrage  zur  Pathologie  und  Therapie  der  Sal- 
pingitis.    Monats.f.  Geb.  u.  Gyn.,  Bd.  35,  H.  4,  p.  459. 

^t.  twenty.  No  children,  not  married.  Suppurating  cer- 
vical glands  in  childhood,  and  pneumonia  twice.  Menstruated 
regularly  from  twelve  years  of  age.  Appendicectomy  five  3'ears 
ago.  Fourteen  days  previous,  severe  pain  and  vomiting;  attack 
repeated  twice;  since  then,  continuing  severe  pain.  Clinical 
diagnosis:  bilateral  ovarian  cyst  with  twisted  pedicle.  Opera- 
tion after  fourteen  days'  observation.  Right  side  affected. 
Anatomic  diagnosis:  pyosalpinx — 3X180  =  540  twisted.  No 
adhesions.  Yellow  color.  Resembled  dermoid.  Wall  thin. 
Tumor  light  in  weight;  size  of  fist.  Abdominal  ostium  free. 
Fimbria  neither  swollen  or  reddened.  Pus  thick,  caseous, 
tolerably  dry,  and  no  odor.  Left  side  same  as  right,  but  not 
twisted,  20  cm.  long,  outer,  2  cm.,  and  fimbria  entirely  normal, 
size  of  child's  fist.     Pus  from  this  tube  ffave  neither  tubercle 
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gonococci,  pneumococci,  or  bacteria  coli,  but  only  slender  non- 
acid  fast  rods  in  sparse  number,  and  weak  stain.  The  culture 
showed  also  a  few  staphylococci. 

Francais.  Salpingite  avec  torsion.  Societe  Anatomique,  Oct. 
30,  la  Presse  medicale,  Xr.  89. 

Cystic  salpingitis  with  torsion  of  pedicle.  Abundant  hemor- 
rhage in  tubal  wall;  hemorrhagic  fluid  in  cyst  cavity.  Other 
tube  normal.      (No  other  data  given). 

Fritsch,  H.  Die  Krankheiten  der  Frau.  Braunschweig,  1894, 
p.  469. 

Simply  declares  that  every  hematosalpinx  is  not  a  tubal  preo-- 
nancy,  and  reports  a  very  movable  hematosalpinx  with  a  twisted 
pedicle,  but  gives  no  details.  Diagnosis:  hydrosalpinx,  twisted; 
size  of  fist. 

Funke.  Stieltorsion  bei  Hydrosalpinx.  Hegars  Beitrcige,  Bd. 
vii,  H.  3.,  1904,  p.  450. 

Jit.  twenty-eight,  virgin.  Typhoid  fever  at  twenty. 
Abdominal  tumor  for  one-half  3'ear,  increasing  in  size.  Clinical 
diagnosis :  inflamed  tumor  of  left  adnexa.  Anatomic  diagnosis : 
hydrosalpinx,  twisted.  Left  side  affected,  well  hidden  by 
adhesions.  Right  also  hydrosalpinx,  not  adherent,  also  twisted. 
Ovary,  normal;  left  twist  i  1/2  opposite  to  watch;  right  twist 
1/2  with  watch;  yellow  clear  fluid. 

Cosset  and  Reymond.  Salpingo-ovarite  a  pedicule  tordu. 
Laparotomie,  guerison.     Ann.  de  gyn.,  1S99,  p.  21. 

Ait.  thirty-one.  Ill-para.  Seat  of  tumor,  left,  size  of  fist. 
Tubal  localiza.ion,  external  portion.  Form,  smooth.  Pedicle 
twisted  at  2  cm.  from  uterus.  Twists,  i,  direction  contrary  to 
watch.  Contents,  chocolate-colored  fluid.  Adhesions,  none. 
Ovary,  twisted.  Opposite  adnexa,  healthy.  Objective  sions: 
suprapubic  mass  rising  to  five  fingers  above  pubis;  slight  lateral 
mobility;  posterior  culdesac  filled  by  resistant  mass  correspondino- 
with  the  suprapubic  tumor.  Subjective  conditions:  menstrua- 
tion, normal.  Pain  since  first  pregnancy,  especially  at  periods. 
After  a  long  walk,  suddenly  seized  with  severe  pains  in  abdomen, 
maximum  in  left  flank,  radiating  to  lumbar  region.  Vomitino- 
of  food  and  bile.     Operation :  laparotomy.     Result :  cure. 

GouUioud.  Taken  from  Cathelin  (Revue  de  Chirurc'.,  No.  2 
and  3,  1901,  p.  263). 

yEt.  thirty-seven,  o-para.  Clinical  diagnosis :  peh-ic  fibroma, 
complicated  by  ovarian  cyst.  Anatomic  diagnosis:  fibroma 
and  hydrosalpinx,  twisted.  Seat  of  tumor,  right.  Size  of 
child's  head.  Tubal  localization,  external  portion.  Form, 
irregular;  color,  bloody.  Twists,  2.  Contents,  fluid,  hemor- 
rhagic, not  viscid.  Adhesions  easily  separated.  Ovary  twisted. 
Opposite  adnexa,  cystic.  Objective  signs :  abdomen  distended. 
Fibroma  reaching  to  umbilicus.     In  front  of  this  hard  tumor, 
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another,  more  fluctuating,  not  reaching  to  symphysis.  In  right 
ihac  fossa,  another  smaller  tumor,  size  of  an  egg,  very  hard  and 
tender.  Per  vaginam,  nothing  felt  but  fibroma.  Subjective 
conditions:  six  years  previous,  menstruation  became  more 
painful,  more  abundant,  and  lasted  longer.  Sixteen  months 
previous,  intestinal  colics,  syncopal  attacks,  vomiting.  Attack 
again  in  three  months,  then  several  more.  For  several  months, 
normal,  then  eight  days  before  admission  to  hospital,  acute 
pain  with  sudden  enlargement  of  abdomen.  Morphine.  Pain 
radiating  to  right  leg.  Operation:  laparotomy,  bilateral  cas- 
tration. Result:  cure.  Remarks:  after  operation  retrogression 
of  fibroma  and  improvement  in  pulmonary  and  pleural  tuber- 
culous lesions,  (right). 

Guicciardi,  G.  (Florence).  Ueber  spontane  Tubenresektion. 
Ginccologia,  1905,  Nr.  4. 

Mt.  forty-nine.  Single.  Right  side  affected.  Left  adnexa 
and  right  ovary  adherent.  Sactosalpinx  confined  to  ampulla 
of  tube.  Cheesy  contents.  Diagnosis:  sactosalpinx  (right). 
Completely  separated  from  uterine  stump  of  tube;  3  cm.  distance 
between  two  ends.  This  author  met  with  five  cases  of  tubal 
torsion  in  1041  laparotomies,  with  three  actual  amputations  of 
the  enlarged  tube. 

Harpoth.  Beitrag  zur  Kasuistic  der  Sactosalpinx  mit  Tor- 
sion des  Stieles.     Zent.  f.  Gyn.,  Nr.  52,  1900,  p.  1399. 

Mt.  twenty-six.  (Seamstress) .  No  pregnancies,  but  no  hymen ; 
vaginal  orifice  wide;  no  stated  evidences  of  infection.  Clinical 
diagnosis:  ovarian  cyst  and  torsion;  heart  and  lungs,  normal, 
general  health  very  good.  Operation  after  six  weeks'  observa- 
tion. Anatomic'  diagnosis:  hydrosalpinx,  twisted.  Left  side 
afi'ected.  Right  tube  not  twisted,  but  also  sactosalpinx.  Al- 
though not  definitely  stated,  presumably  no  tubal,  but  a  few 
omental  adhesions.  No  bacteria  found  on  microscopic  examina- 
tion and  no  cultures.  Contents  of  tube,  seropurulent  (sterile) ; 
twisted  two  and  one-half  times,  from  left  to  right. 

Hartman,  H.  and  Reymond.  La  torsion  du  pedicule  des 
salpingo-ovarites.     Annal.  dc  gynix-^^t^t.  1894. 

JEt.  thirty.  Subjective  conditions:  pains  in  right  side  of 
abdomen.  Last  three  years  patient  noticed  tumor.  Occasional 
severe  attacks  accompanied  with  vomiting.  Right  side  affected. 
Hydrosalpinx  and  cystic  ovary.  Adhesions  to  surrounding 
organs.  Contents,  one  and  one-half  liters  sanguinolent  fluid. 
Diagnosis:  nydrosalpinx,  two  twists  in  direction  of  hands  of 
watch. 

Hartman,  H.  and  Reymond,  E.  Contribution  a  I'etude  de 
I'anat.  path,  et  de  la  bacteriologie  des  salpingo-ovarites.  Annal. 
dc  gyncc,  1S9S. 

o-para.  Clinical  diagnosis:  bilateral  salpingitis.  Anatomic 
diagnosis:  hydrosalpinx,    twisted    several    times,     opposite    to 
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hands  of  watch.  Seat  of  tumor,  left.  Abdominal  enlargement. 
Form,  lobulated ;  color,  dark  red ;  size  of  pedicle,  finger.  Contents, 
400  gm.  blood.  Right  side  also  hydrosalpinx.  Adhesions,  with 
all  adjacent  organs  (uterus  twisted  one-half  time).  Ovary 
twisted  posteriorly  and  below.  Objective  signs :  increase  in  size 
of  tumor;  tension;  dulness;  signs  of  peritonitis.  Subjective  con- 
ditions: menstruation  normal.  Molent  pains  on  right  side  of 
abdomen,  radiating  down  thigh.  \'omiting.  Fever.  Operation: 
laparotomy,  bilateral  castration.     Result:  cure. 

Hartman.  La  torsion  des  salpingites.  Comptes  rendus  de 
la  soc.  d'obst.  de  gyn.  et  de  peed,  de  Paris.  1900,  ii,  28. 

Case  I.  .Et.  forty-four.  Pains  in  right  side  of  abdomen, 
coming  on  in  attacks  for  two  years.  Examination,  subumbilical 
tumor;  fluctuating.  Right  side.  Pedicle  size  umbilical  cord. 
Twisted  twice,  reversely.  Color,  brown.  Contents,  500  gm. 
blood.  Xo  mention  of  just  what  composed  tumor,  tube  (?), 
ovary  (?),  both  (?).  Xo  mention  of  opposite  adnexa.  Result: 
cure. 

Case  II. — JEt.  twenty.  When  five  to  six  months  pregnant, 
suddenly  seized  with  pain  in  right  iliac  region;  vomiting;  dis- 
tention; fever.  X'ext  day  operation.  Right  adnexa  enlarged, 
adherent,  hemorrhagic.  Pedicle  twisted  once,  reversely.  Re- 
moval. ^  Cure.     Xormal  delivery  at  term. 

Case  III. — JEt.  thirty-three.  Cureted  several  times  for 
metrorrhagia.  December  7,  1S99,  sudden  violent  abdominal 
pains;  in  following  days,  signs  of  pelvic  peritonitis  gradually 
subsiding.  Tenderness  remained.  Large  mass  in  abdomen, 
reaching  to  umbilicus.  Operation  January  3,  1900.  Large 
blackish  tumor  formed  by  right  salpingitis,  with  pedicle  twisted 
directly.  Ovary  not  involved.  Uterus  twisted  one-half  time. 
Contents,  sterile,  fluid. 

Hartman,  C.  R.  Un  nouvean  cas  d'annexite  a  pedicule  tordu. 
Comptes  rendus  de  la  soc.  d'obst.  de  gyn.  et  de  peed  de  Paris, 
1900,  ii,  254. 

^t.  twenty-five.  I-para  (eight  months  previous).  Clinical 
diagnosis:  appendicits  or  tubal  disorder.  Anatomic  diagnosis: 
hydrosalpinx,  twisted  (right).  Tubal  localization,  two  tumors, 
one  internal  superior,  other  external  and  inferior.  Color, 
brownish-black.  Twisted  one-half,  reversely.  Contents,  blood; 
clots.  Adhesions,  numerous.  Ovary,  twisted.  Opposite  ad- 
nexa, adhesions,  liberated.  Objective  signs:  abdomen,  flaccid; 
tumor  in  hypogastrium,  reaching  to  right  iliac  fossa;  irregular; 
painful.  Per  vaginam,  mass  posterior  to  uterus,  continuous  with 
abdominal  tumor.  Subjective  conditions:  three  years  previous, 
severe  pains  on  rising,  pains  radiating  to  right  leg.  Attack 
during  pregnancy.  Six  weeks  previous  to  operation,  sudden 
abdominal  pain  without  vomiting;  fever.  Operation:  laparot- 
omy, unilateral  castration.  Result:  cure.  Remarks:  appendix 
adherent;  removed. 


582         anspach:  the  torsion  of  tubal  enlargements. 

Hedley.  Hydrosalpinx  with  Torsion  of  the  Pedicle.  Proc. 
Roy.  Soc.  Med.,  London,  1907-1908,  p.  95. 

Mt.  twenty- three.  Single.  Rickets.  One  brother  tubercu- 
lous. Under  treatment  for  lateral  curvature.  Acute  symptoms 
came  on  in  a  tram-car.  Operation  after  seventeen  days  of  acute 
pain  in  lower  abdomen.  Removal  of  affected  tube.  Left  side 
affected.  Diagnosis:  hydrosalpinx  twisted  twice,  in  direction  of 
hands  of  watch;  size  of  small  orange.  Contents,  sterile,  thin, 
blood-streaked  fluid.  Ovary  and  appendix,  normal.  No  adhe- 
sions mentioned;  presumably  not  many,  as  tumor  was  not 
twisted. 

V.  Herff.  Hematosalpinx  mit  Torsion.  Verhandlungd.Gesell 
f.  Gyn.,  Kong.,  1895,  P-  695. 

Exhibited  a  specimen  as  above.      (No  details.) 

Hirst.  Torsion  of  the  Fallopian  Tube.  Amer.  Jour,  of 
Obst.,  vol.  xxxiii,  p.  263. 

Left  side  affected.  Other  pelvic  organs  normal.  No  other 
details.  Diagnosis:  hydrosalpinx  twisted  three  times,  in  asso- 
ciation with  fibroid  uterus. 

Jacobs.  Fibromyoma.  Pyosalpinx.  Vollstandige  Drehung 
der  linken  Tube  um  ihre  Achse.  Zent.f.  Gyn.,  Nr.  50,  1896, 
p.  1283. 

Vaginal  operation,  four  to  six  weeks'  observation.  Morcelle- 
ment  of  fibroid.  Left  side  affected.  Pyosalpinx  of  right  side; 
right  ovarian  abscess;  interstitial  fibroid  of  uterus.  Diagnosis: 
pyosalpinx  twisted  (?),  at  a  distance  of  3  cm.  from  uterus.  No 
gangrene,  but  great  thinning  of  tube. 

Kauffman.  Einen  Fall  von  Selbstamputation  der  Tube. 
Zent.f.  Gyndk.,  Nr.  11,  1903,  p.  344. 

^t.  (?).  Three  children;  one  miscarriage.  Clinical  diagnosis; 
retroflexion  with  adhesion;  much  pain;  unable  to  work.  Dift'use 
adhesions  of  both  adnexa.  Right  side  affected;  consist  of  two 
parts,  a  short  uterine  stump,  and  an  outer  3  cm.  long,  part  with 
fimbriated  extermity  closed ;  size  of  cherry.  Anatomic  diagnosis : 
hydrosalpinx  detached  by  torsion  and  parasitic. 

Klein.  Isolierte  Stieltorsion  einer  Sactosalpinx.  Monats.  f. 
Geb.  u.  Gyn.,  191 2,  p.  655. 

^t.  thirty-five.  Il-para.  Clinical  diagnosis:  ovarian  cyst; 
twisted  pedicle.  Three  attacks  previously.  Anatomic  diag- 
nosis: hydrosalpinx,  twisted  360°;  ovary  adherent;  bluish- 
black  tumor. 

Kadygroboff. — Zur  Frage  iiber  die  primare  Torsion  der  Tubae 
Fallopiae.  Jour,  akusch.  i  Shensk.  boles.,  Jan.  and  Feb.,  1906. 
Ref.  Zent.f.  Gyn.,  Nr.  32,  1907,  p.  991. 

JEt.  twenty-six.  Nullipara.  Right  hydrosalpinx;  slow  twist 
ing,  almost  complete  separation  from  inner  part  of  tube.  String- 
like connection,  i  cm.  long.  Contents,  bloody.  Tumor,  oblong, 
disseminated  red  spots. 
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Legueu.     La  torsion  des  salpingites.     Presse  medicale,  1900, 

P-  37- 

Case  I. — ^.^t.  thirty-three.  Ill-para.  Clinical  diagnosis:  cyst 
of  ovary  with  twisted  pedicle  or  pyosalpinx.  Anatomic  diag- 
nosis: hydrosalpinx,  twisted.  Seat  of  tumor,  right.  Twists  one- 
half  from  right  to  left,  and  from  behind  forward  (region  of  ampulla 
turned  toward  uterus).  Contents,  400  gm.  blood;  ovary  not 
twisted.  Opposite  adnexa,  healthy.  Objective  signs:  above  to 
right  umbilical  tumor  with  rounded  upper  margin,  whose  lower 
end  reaches  into  small  pelvis.  To  palpation,  resistant,  tender; 
hardly  to  be  felt  per  vaginum.  Subjective  conditions:  sudden 
pains  at  menstrual  periods,  especially  right;  vomiting  of  food  and 
bile.  Operation:  Laparotomy;  unilateral  castration.  Result: 
cure. 

Case  II. — .Et.  twenty-six.  Anatomic  diagnosis:  hydrosal- 
pinx. Seat  of  tumor,  right;  size  of  hen's  egg.  Form,  smooth, 
regular.  Twists,  i  1/2.  Adhesions,  none,  neither  pelvic  inflam- 
mation. Ovary  not  twisted.  Objective  signs:  mobile  tumor, 
slightly  tender,  in  posterior  culdesac,  independent  of  uterus. 
Subjective  conditions:  acute  pains  in  abdomen  at  menstrual 
periods  for  past  two  years,  especially  right.  Leucorrhea  only 
during  intervals.  Operation:  laparotomy;  unilateral  castration. 
Result:  cure. 

Lejars.  Des  torsions  tubaires.  La  Gyn.,  Jan.,  19 10,  p.  70, 
and  Compt.  rend,  de  la  soc.  d'obst.,  et  de  gyn.  et  de  peed,  de  Parts, 
1909,  xi,  342. 

Case  I. — Mt.  twenty-two.  o-para.  Clinical  diagnosis:  tubal 
pregnancy  in  course  of  aborting.  Subjective  conditions:  last 
period  November,  1907.  In  January,  1908,  sudden  severe  pains 
right  side;  vomiting;  fever.  Objective  examination:  cervix  soft: 
corpus  above  symph3'sis.  Tender  mass  bulging  in  posterior  cul- 
desac. Operation,  January  28,  1908  (ten  days  after  onset  of 
symptoms).  Large  adnexal  mass  on  right;  blackish;  pedicle 
twisted  (?)  twice.  Right  side  removed.  Result:  cure.  Re- 
marks: Uterus  size  of  two  months'  pregnancy.  Opposite 
adnexa:  Healthy.  (Pregnancy  continued  to  term;  normal 
delivery;  no  microscopic  examination  given.)  Microscopic 
diagnosis  (?). 

Case  II. — ^.-Et.  thirty-two.  Clinical  diagnosis:  fibroma  (retro- 
peritoneal). Subjective  conditions:  three  years  previous,  sud- 
denly taken  with  pains  in  abdomen,  which  lasted  several  days. 
Reappeared  at  menstrual  periods  and  when  fatigued.  Three 
months  before  operation,  severe  attacks;  bed  for  ten  days. 
Objective  findings:  mass  size  of  fist,  anterior  and  left  of  uterus. 
Operation:  large,  blackish  tumor  anterior  and  left  of  uterus, 
everywhere  adherent  corresponding  to  left  adnexa,  attached  to 
left  comua  by  pedicle  twisted  twice,  undergoing  ulceration.  (Xo 
microscopic  examination.) 

Case  III. — ^.-Et.  thirty-one.  Ill-para.  Xo  pain  till  two  weeks 
before  operation ;  sudden  onset.     Objective  findings :  cervix  large, 
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hard;  in  right  culdesac;  mass  size  of  two  fists,  hard,  fixed. 
Clinical  diagnosis:  Intraligamentous  fibroid.  Operation:  Mass 
consists  of  large  tube  twisted  (?  times) ;  loop  of  intestine  adherent. 
Contents,  pus. 

Case  IV. — MX.  thirty-eight,  o-para;  miscarriage  none. 
Severe  pains;  sudden  onset  six  weeks  before  admission.  Exami- 
nation: Nodular,  hard  tumor,  fixed,  reaching  to  three  fingers 
below  umbilicus,  filling  left  iliac  fossa.  Operation:  fibroid  with 
many  intestinal  adhesions;  left  tube  large,  blackish,  external  half 
twisted,  the  torsion  being  maintained  by  fine,  recent  adhesions. 
Opposite  adnexa,  normal.     Hysterectomy.     Cure. 

Case  V . — JEt.  fifty.  Jll-para.  Miscarriage  one.  Still  men- 
struating. For  two  months  metrorrhagia,  profuse;  leucorrhea. 
No  severe  pains;  general  feeling  of  weight  in  abdomen.  Exami- 
nation: large  adherent  mass  in  pouch  of  Douglas,  which  appeared 
to  be  in  large  part,  constituted  by  retroflexed  uterus.  Operation : 
uterus  retroverted;  on  left,  a  prolapsed  blackish  tube,,  filled 
with  hemorrhagic  fluid,  twisted  several  times  on  its  pedicle. 
Cure. 

Case  VI. — ^t.  forty-three.  Operated  upon  for  uterine  fibroid. 
As  a  chance  finding,  double  hydrosalpinx  size  of  lemons,  each 
twisted  on  its  pedicle. 

Case  VII. — ^t.  forty.  History  and  symptoms,  chronic 
salpingooophoritis.  Operation:  right  ovary  healthy;  "the 
tube  in  its  inner  three-quarter,  healthy;  the  ampulla  was  trans- 
formed into  a  little  blackish  pouch,  attached  to  a  twisted  pedicle, 
and  in  part  detached."  Contents  (of  the  little  pouch)  black, 
hemorrhagic  liquid  mixed  with  a  little  pus.  Diagnosis:  salpin- 
gitis, torsion,  necrosis.  The  torsion  had  been  eccentric,  and  had 
involved  only  the  ampulla.  Opposite  adnexa,  cystic  ovary,  tube 
large,  closed. 

Lejars.  Un  nouveau  cas  de  torsion  de  la  trompe.  La  Gyn., 
1910,  p.  76,  and  Compt.  rend,  de  la  soc.  d'obst.  de  gyn.  et  de  peed, 
de  Paris,  1909,  xi,  p.  357. 

Case  VIII. — ^-Et.  twenty.  Pains  right  abdomen  came  on  one 
month  before  operation.  Painful  micturition.  Examination: 
Round  tumor  in  suprapubic  region  (right),  rize  of  an  orange; 
consistency  of  dermoid,  which  was  the  clinical  diagnosis.  Opera- 
tion: large  hydrosalpinx  of  left  side,  transposed  to  right,  twisted 
three  times  on  itself ;  torsion  maintained  by  adhesioni .  Ovary 
healthy,  situated  above  point  of  torsion.  Opposite  adnexa, 
normal,  uterus  small.     Result:  cure. 

Lewers.  Pyosalpinx  with  Twisted  Pedicle.  Trans.  Obst. 
Soc.  of  London,  vol.  xliv,  362. 

^t.  thirty-seven.  Single.  First  attack  of  pain  and  vomiting, 
December;  190 1 ;  second,  May,  1902;  third,  September,  1902. 
Clinical  diagnosis:  Double  ovarian  tumor  with  twist  of  pedicle. 
Operation:  October,  1902.  Both  tubes  removed:  neither  ovary. 
Right  side  affected.     Left  pyosalpinx  not  twisted.     Right  pyo- 
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salpinx  adherent  to  small  intestine,  omentum,  and  bladder. 
Xo  tuberculosis  demonstrated,  but  thought  likely.  Sepsis  and 
gonorrhea  fairly  well  excluded.  Diagnosis:  pyosalpinx  twisted 
several  times.     Right  ovary  not  involved. 

McCann.  A  Case  of  Hematosalpinx,  due  to  Tubal  Pregnancy 
Complicated  by  Torsion  of  the  Pedicle.     Lancet,  May.  9,  1903. 

.Et.  thirty-four.  Curetment  in  1898  for  purulent  discharge; 
no  abnormality  of  adnexa  recognized  at  that  time.  Sudden 
seizure  October,  1900;  recurred  March,  1901;  recurred  April, 
1 901;  third  attack  May,  1901.  Operation:  June  15.  Right 
side  affected.  Diagnosis:  ectopic  pregnancy;  three  twists. 
Bluish-black  color,  ascitic  fluid.  Right  ovary,  and  opposite 
adnexa,  normal. 

Mclllroy.  Hydrosalpinx  with  Torsion  of  the  Tube.  Scottish 
Med.  and  Surg.  Jour.,  Aug.,  1904,  p.  150. 

JEt.  forty-three.  Married.  V-para.  Last  labor  eleven 
months  ago.  Attack  pain  during  last  pregnancy,  and  felt  as  if 
there  w^as  some  obstruction  to  last  delivery.  Thereafter,  pres- 
sure symptoms.  Left  side  affected.  Anatomic  diagnosis: 
hydrosalpinx;  outer  third  of  tube  enormously  distended;  three 
twists  of  tube  at  different  parts;  outer  third  necrotic.  This  I 
believe  was  parovarian  cyst,  but  author  has  looked  into  it  pretty 
carefully  and  thinks  it  otherwise.  Complete  torsion  of  tube  at 
three  distinct  points;  necrosis  of  outer  cystic  part,  containing 
chocolate-colored  fluid  and  flakes  of  fibrin.  Parovarium  dis- 
tinct. Author  thinks  tumor  is  definite  part  of  outer  tube. 
Drawing  looks  as  if  it  were  a  parovarian  cyst;  still  author  regards 
it  as  a  hydrosalpinx. 

Maillard.  De  la  torsion  des  salpingites.  Thes  de  Paris,  1897 
and  1898,  quoted  by  Lagueu,  Presse  med.,  1900,  p.  37  (second 
case) . 

.'Et.  forty-nine.  Hlpara,  last  seventeen  years  previous. 
Clinical  diagnosis:  pyosalpinx,  right,  with  less  severe  adnexal 
disease,  left.  Anatomic  diagnosis:  hematosalpinx;  twisted 
pedicle.  Seat  of  tumor,  right.  Twists,  one  and  one-half  in 
direction  of  hands  of  watch.  Form,  globular.  Ovary,  normal. 
Contents,  coagulated  blood.  Opposite  adnexa,  ovary  cystic. 
Objective  signs:  uterus  three  fingers  above  symphysis.  Tumor 
felt  high  in  right  culdesac;  size  as  large  as  an  &gg,  resistant. 
Attached  to  uterus  on  one  side,  to  pelvic  wall  on  other.  In  left 
culdesac  a  smaller,  long  tumor,  attached  to  uterus,  slightly 
tender.  Subjective  conditions:  menstruated  at  age  of  thirteen. 
Four  years  before  operation,  leucorrhea,  pain  on  urination, 
tenesmus,  diagnosis  of  gonorrhea.  Shortly  afterward,  began 
to  have  abdominal  pains,  which  for  last  year  considerably  in- 
creased. These  came  on  in  attacks,  always  beginning  on  right 
side,  radiating  to  lumbar  region,  and  down  thigh  to  knee ;  vomit- 
ing; distention  of  abdomen;  attacks  lasted  three  days,  gradually 
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passing  into  period  of  calm,  generally  lasting  about  one  and 
one-half  months.  In  year  preceding  operation,  had  had  seven 
attacks.  Result:  cure.  Operation :  supravaginal  hysterectomy 
with  both  adnexa.     Remarks:  fibroid  uterus. 

Malcolm.     A    Twisted    Inflamed    Fallopian    Tube.     Proceed. 

Roy.  Soc.  Med.,  London,  1907-1908,  p.  99. 

Married  fifty-two  years;  eight  children.  Acute  attack  after 
two  years  of  pelvic  symptoms,  and  operation  one  month  after 
acute  attack.  Severe  pain  on  two  or  three  occasions.  Clinical 
diagnosis:  pyosalpinx.  Left  side  affected.  Right  side,  normal. 
Left  ovary  uninvolved.  Adhesions  about  twisted  mass  in 
Douglas'  pouch.  Anatomic  diagnosis:  pyosalpinx  (?)  twisted. 
Says  nothing  about  contents.     Deep  bluish-black  color. 

Martin,  A.  Eine  Tubarschwangerschaft  mit  Stieltorsion. 
Zeits.f.  Geburtsh.  u.  Gyn.,  1893,  Bd.  26,  221. 

Mt.  thirty-one.  Five  children.  Pain  for  two  weeks,  making 
patient  unfit  for  work.  Mass  size  of  two  fists,  in  leftside  of  pelvis. 
Left  side  affected ;  ovary  attached.  Right  side  normal.  Diag- 
nosis: ectopic  pregnancy  (tubal);  twisted  twice.  Adhesions  all 
around.  Microscopic  examination  confirms  diagnosis.  Bloody 
ascites. 

Martin,  (Rouen) .  Torsion  du  pediculed'  an  hydrosalpinx  droit. 
Ref.  Conip.  rend,  de  la  soc.  d'obst.  de  gyn.  and  de  peed,  de  Paris, 
1906,  viii,  147. 

JEt.  thirty-four.  Nullipara.  Thought  herself  four  months' 
pregnant,  and  threatened  with  miscarriage.  Nine  years  pre- 
vious, in  bed  one  month  on  account  of  severe  pains  in  lower 
right  quadrant  of  abdomen.  Since  then,  not  seriously  ill.  Past 
four  or  five  months,  distention  of  abdomen,  accompanied  with 
diminution  in  menses.  Nausea  and  vomiting  in  morning. 
Just  before  admission,  suddenly  seized  with  violent  abdominal 
pains;  vomiting.  Examination:  uterus  normal  in  size.  In 
right  culdesac  a  rounded,  fluctuating  tumor,  tender,  distinct 
from  uterus.  Clinical  diagnosis:  torsion  of  pedicle  of  small 
ovarian  cyst,  cr  more  probably  of  a  right  salpingitis.  Opera- 
tion: smooth,  fluctuating  tumor  in  Douglas;  no  adhesions;  it 
was  the  right  tube,  internal  end  forming  pedicle,  two  reverse 
twists.  A  hydrosalpinx;  ovary  not  involved.  Opposite  adnexa, 
normal.     Tumor  measured  110X90  mm. 

V.  Merdervoort,  Pompe  Van.  Een  geval  van  torsie  van  een 
pyosalpinx.  Nederl.  Tijdsch  voor  verlosken  Gyn.,  p.  175.  Abst. 
Frommel's  Jahresbericht,  1905,  p.  209. 

.Et.  twent3'-four.  Lower  abdominal  pain  for  five  years. 
Left  side  affected.  Right  side  also  large  pyosalpinx.  Diagnosis : 
pyosalpinx.  Both  pyosalpinges  were  tuberculous.  Outer  part 
size  of  egg.  Interstitial  part  converted  in  fibrous  strand  from 
torsion. 
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Michel.  Eine  Beobachtung  doppelseitiger  Torsion  beider 
Tuben.  Ann.  dc  Gyn.  et  d'obstet.,  1907.  Ref.  Zcnt.  f.  g.,  1909, 
24,  863. 

JEt.  thirty-five.  Married.  Il-para.  Operation:  four  weeks 
after  first  attack.  Both  sides  affected.  No  pus  in  tubes,  al- 
though woman  had  had  fever.  Diagnosis:  hydrosalpinx,  right; 
twisted  four  times,  left  to  right.  Hematosalpinx,  left: twisted 
three  times,  right  to  left. 

Morel.  Hematosalpinx  a  pedicule  tordu.  Bull,  et  memoir  de 
la  soc  anat.  de  Paris,  Dec,  1903,  p.  S63. 

JEt.  IV-para.  Clinical  diagnosis:  ectopic  pregnancy.  Sub- 
jective conditions :  had  missed  no  period-  Severe  pain  one  morn- 
ing in  left  side,  spreading  to  whole  abdomen.  Vomiting;  bile. 
Examination  of  abdomen:  rigid,  tender.  Mobile  tender,  tumor 
in  posterior  culdesac.  Operation  (next  day)  :  uterus  large, 
appears  gravid.  Right  adnexa  normal.  Posterior  culdesac 
occupied  by  a  mobile,  violet-colored  tumor,  developed  from 
left  adnexa;  size  of  turkey  egg.  Pedicle  twisted  five  or  six 
times  reversely.  Wall  of  tubal  sac  delicate,  and  through  it 
can  be  seen  the  hemorrhagic  contents.  (No  anatomical  diag- 
nosis; ectopic  (?);  hematosalpinx  i^ 

Xanu.  Hematosalpinx  torsion  du  pedicule.  Bull,  et  mem. 
de  la  soc.  de  chir.  de  B nearest,  1900,  160. 

Trans.  "M.  Nanu  presented  a  specimen,  obtained  by  abdom- 
inal hysterectomy,  of  a  uterine  fibroid  with  both  tubes.  One  of 
these,  a  right  hematosalpinx,  has  the  pedicle  twisted  twice  about 
its  axis;  it  occupies  the  position  of  the  cecum,  which  it  resembles 
in  form.     It  had  also  adhesions  to  the  omentum." 

Ortner.  Berichte  aus  der  Gebiirtsh.  u.  Gyn.  Gesellsch.  in  Wien. 
Zentf.  Gyn.,  1909,  29,  1025. 

JEt.  thirty.  Evidences  of  previous  infection  not  discussed. 
Symptoms  acute,  followed  straining  at  stool.  Chills,  vomiting, 
and  pain.  Operation  after  six  days'  symptoms;  mass  found  a 
month  before.  Left  side  affected.  Tube  thick  as  ball  of  thumb, 
swollen  and  dark  blue;  mucosa  gone,  inside  tube.  Right  side, 
abdominal  ostium  closed.  Omentum  adherent  to  fundus. 
Diagnosis:  hemato-  and  pyosalpinx  twisted  about  2  cm.  from 
uterus,  one  and  one-quarter  times  in  direction  of  hands  of  watch. 
Left  ovary,  normal.  Hemorrhagic  infracts  in  tube  wall ;  pus  and 
blood  in  contents. 

Pierson.  Reported  by  Storer.  A  study  of  Axis  Rotation 
with  Especial  Reference  to  the  Torsion  of  Ovarian  Tumors. 
Bost.  Med.  and  Surg.  Jonr.,  cxxxv.  No.  19,  1S96,  p.  461.  Acute 
appendicitis.  Right  side  affected.  Tube  full  of  pus;  lay  aVjove 
pelvic  brim  with  fimbriated  extremity  looking  toward  the  loin. 
Diagnosis:  pyosalpinx  twisted  one  and  one-half  from  before 
backward,  close  to  uterine  end. 
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Pinard  and  Paquy.  Torsion  de  pedicule  d'un  hydrosalpinx 
droit  coincidant  avec  une  grossesse  de  quatre  raois.  Compt. 
rend,  delasoc.  d'obst'.  gyn.  ped.,  Paris,  1901,  October. 

^^t.  twenty-six.  One  child  previously.  Numerous  severe 
attacks  of  pain  during  the  second  pregnancy,  and  for  past  five 
years ;  vomiting  in  last  attack;  pain,  nausea,  frequent  micturition, 
vomiting,  diarrhea,  meteorism,  and  icterus.  Operation  after 
induction  of  labor  and  emptying  of  uterus,  because  symptoms 
continued,  especially  fever.  Right  side  affected.  Right  sal- 
pingo-oophorectomy.  Pregnant  uterus.  Diagnosis:  hydrosal- 
pinx twisted  twice,  reversely  to  hands  of  watch;  size  of  orange. 
Ovary,  normal.  Another  reference  to  the  same  case,  and  from 
which  some  of  the  notes  were  taken  is:  Compt.  rend,  de  la  soc. 
d'obst.  gyn.  et  de  peed,  de  Paris.  1902.  The  age  here  is  given  as 
thirty-six,  but  all  other  details  are  the  same. 

Poirier  et  Cathelin.  Salpingite.  gauche  tordue.  Bull.  Soc.  Anat. 
de  Paris,  1900,  209. 

JEt.  forty-two.  1 1 1-para,  last  twelve  years  previous.  Clinical 
diagnosis:  retroflexed  uterus,  or  probably  adnexal  disease. 
Anatomic  diagnosis:  hydrosalpinx,  twisted.  Seat  of  tumor, 
left;  size  of  orange.  Tubal  localization  external  portion.  Form, 
pear-shaped,  nodular.  Twists,  3  1/2,  directly.  Contents,  blood. 
Ovary,  twisted.  Objective  signs:  resistant  tumor,  abdomino- 
pelvic  (posterior  culdesac).  Subjective  conditions:  menstruated 
at  twelve;  irregular;  active  pains;  metrorrhagia.  Operation: 
Laparotomy;  bilateral  castration.  Result:  death  next  day. 
Remarks:  autopsy  did  not  reveal  cause  of  death. 

Pozzi.  Note  sur  quatre  nouveaux  cas  de  torsion  de  la  trompe 
kystique.  Comptes.  rend,  de  la  soc.  d'obst.,  de  gyn.  et  de  peed  de 
Paris,  1900,  II,  95.  (This  is  same  as  case  in  Rev.  de  gyn.  et. 
chir.  abd.,  1900). 

Case  I. — ^^t.  thirty-nine.  Il-para.  ^Miscarriage,  none.  Clin- 
ical diagnosis:  Salpingitis  cystica,  prolapsed  in  Douglas.  Sub- 
jective conditions:  pains  in  lower  abdomen  two  and  one-half 
years.  In  Januar}^,  1899,  continuous  metrorrhagias,  leucorrhea, 
attacks  of  pain,  relieved  by  rest.  End  of  March,  during  period,  of 
severe  pains  subumbilical  region.  Nausea,  vomiting,  constipa- 
tion; distention  of  abdomen.  Admitted  March  14,  1S99.  Objec- 
tive findings:  uterus  forward;  tumor  size  of  fist,  posterior  culde- 
sac. Operation:  pyosalpinx,  right,  ruptured  during"  removal; 
size  of  mandarin.  Pedicle  twisted  twice.  Ovary,  necrotic.  Op- 
posite adnexa.  >\Iicroscystic  degeneration  of  ovary;  tube  normal. 
Result:  cure.  Remarks:  appendix  could  not  be  found;  prob- 
ably had  become  necrotic  and  sloughed  off  in  tubal  mass.  Origin 
of  pyosalpinx,  probably  from  appendix. 

Case  II. — ..'Et.  thirty-seven.  Ill-para.  (Placenta  previa  with 
first.)  In  1 89 1,  metritis  following  chilling  during  menstrual 
period.      In    1S94,   evacuation  by   "subperitoneal  laparotomy," 
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without  opening  peritoneum,  of  a  quantity  of  pus,  from  left  iliac 
region.  Regained  health.  December,  1899,  fever,  vomiting, 
pain  mid-point  between  umbilicus  and  anterior  superior  spine. 
Tumor  size  of  mandarin  at  ^IcBumey's  point.  Vaginal  exami- 
nation negative.  Clinical  diagnosis;  appendicitis.  First  opera- 
tion, January'  i,  1900;  cystic  right  size  of  orange,  twisted  once 
from  behind  forward;  in  handling,  ruptured.  Contents,  viscid 
hemorrhagic  fluid  mixed  with  pus.  Appendix  intact.  Opposite 
adnexa  not  examined  (right  ovary  also  twisted,  remained  with 
tube).  Convalescence  normal  till  Januar>^  11.  Pain  left  iliac 
region,  beneath  scar  of  operation  in  1894,  fever.  Second  opera- 
tion January  14,  1900.  Left  iliac  incision.  Pus  cavity  adherent 
to  scar.  Pyosalpinx  blackish  in  color,  twisted  once,  from  behind 
forward.  Ovary  carried  down  and  forward;  tube  up  and  back- 
ward. Resembles  adnexa  of  opposite  side.  Removed  tube  and 
ovary.     Result:  cure. 

Case  III. — ^.F^t.  thirty-three.  I-para  (forceps).  Subjective 
conditions:  metritis  at  age  of  twenty-eight,  from  time  to  time, 
thereafter,  attacks  of  pain  (tubal  colic),  lasting  two  weeks,  not 
at  menstrual  periods.  January,  1900,  very  severe  pains  in  lower 
abdomen.  From  then  on,  several  attacks  of  abdominal  pain, 
and  constant  bleeding  up  till  operation.  Objective  findings: 
cervix  large,  soft,  patulous.  Uterus  large;  to  left  and  in  front 
of  uterus  a  cyst  size  of  fetal  head;  on  right,  slight  induration. 
Clinical  diagnosis:  ovarian  cyst,  left;  salpingitis,  right.  Opera- 
tion: April  2,  1900.  Large  tumor  resembling  ovarian  cyst  found 
on  left  side,  but  pedicle  arises  from  right,  enormously  dilated 
tube,  weighs  300  gm.,  twisted  once  reversely  to  hands  of  watch. 
Ovary  sclero-cystic.  Contents,  fetus  3  1/4  m.;  dead,  not  mac- 
erated. Opposite  adnexa.  Ovary,  normal.  Tube,  hydrosalpinx. 
Salpingostomy.     Result:  cure. 

Praeger,  J.  Ueber  Stieldrehung  der  Eileitergeschwiilste. 
Arch.  f.  Gyn.,  Bd.  58,  1899,  P-  579- 

Case  I. — ^^t.  twenty-two.  Xo  pregnancies.  Suffered  with 
delayed  menses  and  distress  in  lower  abdomen,  July,  1897.  In 
October,  1897,  ovarian  tumor  diagnosed;  acute  attack  April, 
1898,  vomiting,  constant  and  severe  pain.  Operation  three 
months  later.  Clinical  diagnosis:  adherent  ovarian  or  tubal 
mass.  Left  ovary  and  tube  removed;  right  ovary  resected; 
right  tube  opened.  Left  side  affected.  Ovary  involved.  Right 
side  affected  involved  in  hematocele.  Adhesions  all  around. 
Diagnosis:  hydrosalpinx  twisted  twice,  in  direction  of  hands  of 
watch.     Dark  red  color;  hemorrhagic  infiltration. 

Case  II. — ..Ft.  thirty-five.  One  child.  Acute  pain  in  lower 
abdomen,  February,  1898.  Tumor  in  left  abdomen  found.  Xo 
pain  to  February,  1 899 ;  thereafter,  amenorrhea  for  twelve  weeks ; 
severe  pain;  constant  vomiting;  retention  of  urine.  After  eight 
days  normal.  Since  then,  great  tenderness  over  abodmen ;  tumor 
reaching  to  navel  on  left.  Clinical  diagnosis:  left  ovarian  cyst 
6 
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with  torsion.  (Operation,  February  23.  Left  side  affected ,  ovary 
not  involved.  TTumor  measures  10  X 10X7  cm.  Right  side, 
normal.  Diagnosis:  hydrosalpinx  twisted  twice  in  direction  of 
hands  of  watch.  Contents,  blood  and  bloody  masses;  hemo- 
rrhagic infiltration. 

Ries.  Spontaneous  Amputation  of  Both  Fallopian  Tubes. 
Amer.  Gyn.  and  Obstet.  Jour.,  April,  1900,  p.  325. 

^t.  thirty-two.  Married.  One  child  eleven  years  ago;  two 
miscarriages,  one  twelve  and  one  eight  years  ago.  Ailing  since 
first  confinement.  Attack  of  severe  pain  four  years  ago;  in  bed 
a  week.  Clinical  diagnosis:  inflamed  right  adnexa;  vaginal 
section ;  both  sides  tubal  stumps  attached  to  uterus.  Remainder 
of  right  tube  consists  of  right  hematosalpinx,  size  of  goose  egg. 
Universal  adhesions.  Both  ovaries  removed,  but  normal,  except 
adherent.  Diagnosis:  right  hematosalpinx.  Amputated  spon- 
taneously by  torsion.  Serous  bloody  fluid;  normal  tube  ampu- 
tated on  left.     Xo  trace  of  tube  beyond  twist. 

Ross.  Twisting  of  the  Fallopian  Tube  with  Gangrene,  without 
Implication   of   the  Ovary.     Amer.  Jour.  Obstet.,  liv.,   1906, 

P-  653- 

^-Et.  (?).  Married.  Clinical  diagnosis:  acute  appendicitis. 
Pain  began  after  cranking  automobile.  Emergency  operation. 
Right  side  affected.  Left  tube  tuberculous.  Diagnosis:  Pyo- 
salpinx  twisted  one  and  one-half  times.  Ovary,  normal.  Rigth 
tube  proved  to  be  tuberculous. 

RoufFart,  E.  Un  cas  de  pyosalpinx  tordu  observ'ation.  Piece 
anatomique.  Bull.  Soc.  Gym.  and  Obstet.  Brussels,  1900,  tom. 
X,  No.  10,  p.  257. 

Case  I. — ^t.  forty.  Il-para,  last  eighteen  months  previous. 
Diagnosis:  Retroversion  of  uterus.  Seat  of  tumor,  left,  size  of 
orange.  Tubal  localization,  external  portion.  Color,  blackish. 
Size,  engorged  intestinal  loop.  Left  side  affected.  Contents, 
pus.  Retroposition  of  uterus.  Adhesions:  Rectum  and  lower 
portion  ileum.  Ovary  not  twisted.  Opposite  adnexa,  tube 
adherent  to  rectum.  Pyosalpinx.  Objective  signs:  Cervix 
patulous;  retroversion.  Tumor  anterior  to  left  of  uterus, 
fluctuating.  Subjective  conditions:  menstruation  began  at  ten 
years ;  regular;  paroxysmal  pains  arising  on  left  side.  Operation : 
Laparotomy;  supravaginal  hysterectomy.  Result:  cure.  Re- 
marks: Fimbriated  extremity  of  tube  was  carried  to  median  line, 
and  posterior  surface  of  tube  adherent  to  anterior  surface  of 
uterus. 

Rouff art.  Tubentorsion  gefolgt  von  volliger  Trennung.  Jour, 
vied,  de  Brtixelles,   1900.  N.    12.     Ref.   Zent.  j.  Gyn.,  37,   1900, 

P-  975- 

.Et.  twenty-six.  I-para.  Complete  separation  outer  part  of 
right  tube,   as  a  consequence  of  torsion,   probably  a  previous 
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hydrosalpinx,    separated    part,    adherent    and    parasitic:    ovar}' 
adherent.     Left  parovarian  cyst. 

Sanger.  Ueber  hamorrhagische  Tubennekrose.  Zent.f.Gynak., 
1S93,  Nr.  31,  p.  727. 

^Et.  thirty-nine.  Xo  children.  For  some  time  irregular 
menorrhagia  and  metrorrhagia.  Acute  pain  in  left  adnexa. 
Operation  after  two  months;  no  fever;  vomiting.  Both  sides 
removed.  Left  side  affected.  Right  side  inflamed;  small  hy- 
drosalpinx. Diagnosis:  hydrosalpinx;  mass  size  of  an  apple; 
bilateral  adhesions;  hemorrhagic  infarction  from  obstructed 
circulation.  Contents,  blood,  fluid  dark.  Sanger  attributed 
hematosalpinx  and  hemorrhagic  necrosis  in  this  case,  to  the 
action  of  adhesions  and  torsion. 

Siredy.  Compt.  rend,  de  la  soc.  d'  ohst.  de  gyn.  atidde  peed,  de 
Paris,  1906,  viii,  150. 

In  discussion  of  Martin's  (Rouen)  case,  reports  the  following. 
Patient  (age  not  given)  had  no  symptoms  whatever  from  genital 
tract.  Was  at  a  watering-place,  taken  with  enteritis;  the  local 
physician  found  by  accident,  a  tumor  size  of  adult's  fist  in  left 
side.  Patient  had  no  pain  or  symptoms  whatever  but  subse- 
quently decided  to  be  operated  on.  At  operation,  a  cystic 
hydrosalpinx  with  thin  walls,  twisted  twice,  was  found. 

Stark.  Acute  Torsion  of  Normal  Appendages  with  Hemato- 
salpinx. Jour.  Obst.  and  Gyn.  of  the  British  Empire,  191 1.  19, 
p.  258. 

-Et.  forty-six.  Unmarried.  Attacks  of  pain  for  nine  months. 
Clinical  findings  (virgin) :  to  right  of  uterus,  tense  firm  body,  size 
of  ordinary'  tomato;  on  left  side,  marked  enlargement  of  the  tube. 
At  operation,  blood  clots  in  lower  abdomen;  on  left  hematosal- 
pinx twisted  three  times.  Ovar}^  closely  applied  to  tube .  Right 
dermoid  cyst,  intraligamentous. 

vStolz.  Beitrag  zu  den  cystischen  Bildungen  an  der  Tube. 
Mo7iats.f.  G.  u.  G.,  Bd.  x,  1S99,  H.  2,  p.  175. 

.-Et.  twenty-three.  Single.  Left  side  affected.  Cystic  tumor 
of  the  tube  arising  from  adherent  folds  of  mucosa ;  three-quarters 
liter  of  clotted  blood  and  reddish-brown  fluid.  Right  side  normal, 
left  behind.  Diagnosis:  cyst  of  tube;  diameter  about  12  cm.; 
twist,  540;  slow  torsion. 

Storer.  Bilateral  Torsion  of  the  Fallopian  Tubes.  Bost.  Med. 
and  Surg,  /our., 1906,  cliv.,  Xo.  11,  p.  285. 

ALt.  Twenty-nine.  Married  six  years.  X^^o  pregnancies.  X'o 
history  of  gonorrhea.  For  a  year  dull  pain  in  left  side;  recently 
pain  before  menstruation.  Clinical  diagnosis:  left  salpingitis; 
right  hydrosalpinx.  Both  sides  affected;  right  side  no  strangu- 
lation; left  side  decided  strangulation.  Hemorrhagic  infiltration 
and  infarction  on  left  side.     X'either  ovarv  involved.     Diagnosis: 
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hydrosalpinx  (bilateral) ;  right  twist  360°  follow  hands  of  watch; 
left  hydrosalpinx  twisted  180°,  opposite  to  hands  of  watch. 

Stratz.  Akute  Stiehldrehung  einer  Hematosalpinx.  Zent.  f. 
Gynak.,  1907,  Nr.  31,  p.  1444- 

JEt.  thirty-six.  Ill-para,  lastt  welve  years  ago.  February, 
1906,  after  moving,  profuse  bleeding  and  pain  in  right  side. 
Clinical  diagnosis:  right  tubal  enlargement;  hydro-  or  pyo- 
salpinx,  or  tubal  pregnancy.  Operation:  March  22.  Right 
side  affected ;  left  side,  normal;  from  clinical  examination,  nothing 
said  of  it  at  operation.  Diagnosis:  hydrosalpinx  twisted  for- 
ward over  round  ligament,  and  adherent  above  bladder.  Con- 
tents partly  pus.  Microscopic  diagnosis:  chronic  salpingitis 
with  torsion  and  formation  of  hematosalpinx.  Bluish-red 
tumor.     No  mention  of  tuberculosis  or  other  infection. 

Stroganoff.     Wratch,  1893,  p.  io95-      (From  Praeger) . 
Right  side  affected.     Ovary  cystic.     Diagnosis :  adenosarcoma 
of  tube;  twisted  once,  to  right. 

Taylor.  Cystof  Fallopian  Tube  with  Twisted  Pedicle.  Trans. 
Brit.  Gyn.  Soc,  Brit.  Gyn.  Jour.,  B.,  ix,  1893-4,  P-  4i8. 

^t.  thirty.  Married  at  nineteen ;  child  at  twenty.  Had  retro- 
flexion and  sterility  for  seven  years.  Dr.  Ta3dor  did  Alexander 
operation,  the  patient  shortly  after  became  pregnant  and  was 
confined  at  term.  Two  or  three  months  after,  had  abdominal 
pain,  and  tumor  found.  No  record  of  histological  examination. 
Possibly  a  cyst  of  tube,  but  he  says  presumably  a  hydrosalpinx 
with  twisted  pedicle. 

Veit. — Ueber  Hematosalpinx.  Verh.  d.  d.  Gcs.  f.  Gyn.,  iv, 
1891,  p.  216. 

^Et.  twenty-seven.  Three  children.  Suffered  since  last  labor 
two  years  previous.  Sudden  attack,  severe  pain  in  abdomen; 
seven  weeks  after  first  attack,  another;  four  weeks  later,  a  tumor, 
reaching  to  navel,  was  found.  Right  side  affected.  Clinical 
diagnosis:  torsion;  ovarian  cyst.  Anatomic  diagnosis;  hydro- 
salpinx twisted,  filled  with  blood. 

Voigt.  Stieldrehung  einer  ungewohnlich  grossen  Hydrosalpinx 
bei  einer  Sechzigjahrigen.     Der  Frauenartz,  1909. 

JEt.  sixty.  Tumor  noticed  for  some  time;  full  feeling  in  abdo- 
men; acute  pain  and  tenderness.  Clinical  diagnosis:  large, 
unilocular  ovarian  cyst;  twisted  pedicle;  size  of  man's  head; 
marked  abdominal  enlargement,  somewhat  more  to  left  side,  and 
within  three  fingers'  breadth  of  lower  border  of  ribs.  Left  side 
aft'ected.  Anatomic  diagnosis:  hydrosalpinx  twisted  two  and 
one-half  times  to  the  left;  4  liters  yellow,  clear,  straw-colored 
fluid;  tumor  has  a  dark  blue  color  from  hemorrhagic  infiltration. 
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Waldo.  Sactosalpinx  Hemorrhagica.  Amer.  Jour.  Obst., 
Aug.,  1901,  p.  179. 

Case  I. — Mt.  seventeen.  Acute  attack;  pre  viousl)^  good  health. 
No  illness  before,  except  measles  and  whooping-cough.  Opera- 
tion after  two  days.  Clinical  diagnosis:  acute  appendicits  (?). 
Fever;  rapid  pulse;  tumor  in  right  iliac  fossa;  vomiting.  Right 
side  affected ;  left  side,  normal.  Diagnosis :  hydrosalpinx  twisted 
three  times;  completely  strangulated;  no  ligature  needed  to 
control  bleeding  from  pedicle ;  no  villi  or  decidua. 

Case  II. — ALt  twenty-six.  Married  four  years ;  never  pregnant. 
Well  until  three  months  previous.  Since  then,  pain  low  down  on 
left  side.  Fever;  increased  pulse;  pain  over  entire  lower  abdo- 
men, especially  left.  Abdominal  tumor,  immovable,  but  slight 
fluctuation,  reaching  from  symphysis  nearly  to  umbilicus. 
Clinical  diagnosis:  Inflamed  ovarian  cyst.  Operation  after  tw^o 
weeks.  Left  tube  affected.  Ovar}^  normal  and  right  side,  nor- 
mal. Diagnosis:  hydrosalpinx  infiltrated  with  blood,  with  several 
distinct  and  complete  twists.  Extensive  adhesions.  No  villi  or 
decidua. 

Ward.     Twisted  Pedicles.     Amer.  Jour.  Obst.,  1910,  Ixii,  639. 

Case  I. — ^^t.  forty-seven.  Married  twenty-one  3^ears.  No 
children.  Sharp  attack  of  pain  in  left  ovarian  region  eight  3^ears 
before;  occasional  recurrence.  Exciting  cause  of  this  attack, 
cleaning  house  and  sweeping.  Acute  pain  and  symptoms  of 
diffuse  peritonitis.  Clinical  diagnosis:  twisted  pedicle  of  cyst. 
Left  side  affected;  left  ovary  involved;  free  fluid  blood  in  abdo- 
men. Right  hydrosalpinx;  right  ovary,  normal.  Diagnosis: 
hydrosalpinx  twisted  three  times,  left  to  right. 

Case  II. — vEt.  twenty.  Married  four  months;  pregnant  four 
months.  Acute  pain  during  pregnancy.  Clinical  diagnosis: 
acute  appendix.  Right  side  affected.  Anatomic  diagnosis: 
hydrosalpinx  twisted  foiu"  times,  right  to  left.  Blood-stained 
fluid. 

Wamek.  Trois  cas  de  tumeurs  des  trompes  de  fallope  avec, 
torsion  du  pedicule.  Soc.  d'accouch.  et  de  gyn.  de  moscou. 
Rev.  Annal.  de  Gyn.,  1894,  Nr.  41,  335. 

Case  I. — .Et.  forty-three.  Ill-para,  last  twelve  years  previous. 
Clinical  diagnosis:  cyst  of  right  ovary  with  torsion  of  pedicle  left; 
salpingitis.  Anatomic  diagnosis :  hydrosalpinx  twisted.  Seat  of 
tumor,  left.  Tubal  localization,  external  portion.  Twists,  i  1/2. 
Contents,  dark  red.  Adhesions  between  intestines  and  the  right 
broad  ligament.  Ovary  twisted.  Opposite  side,  tuboovarian 
cyst  twisted  one  and  one-half  times.  Bilateral  carcinomatous 
degeneration  of  both  tubes  on  microscopic  examination. 

Case  II. — .Et  thirty.  Ill-para,  first  six  years  ago,  last  five 
months  previous.  Clinical  diagnosis:  pyosalpinx.  Anatomic 
diagnosis:  Hydrosalpinx,  twisted.  Seat,  right.  Size,  potato. 
Tubal  localization,  external  portion  dilated,  adherent  to  broad 
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ligament  and  pelvic  wall;  attached  to  inner  third  by  a  delicate 
band  4  cm.  long,  and  completed  twisted.  Contents,  outer  two- 
thirds,  clots;  inner  one-third,  serous  fluid;  small  abscess  in  wall 
of  outer  two-thirds.     Opposite  adnexa,  healthy. 

Case  III. — ^Et.  forty,  o-para.  Clinical  diagnosis:  bilateral 
ovarian  cyst  with  twisted  pedicle.  Anatomic  diagnosis:  Hydro- 
salpinx, twisted.  Seat  of  tumor,  right.  Size,  ox  bladder  fwhen 
tube  was  dried).  Tubal  localization,  external  portion.  Form, 
floating  kidney.  Twists  4  12,  from  right  to  left.  Contents, 
blood;  no  clots.  Ovary  not  twisted.  Opposite  adnexa,  tubo- 
ovarian  cyst;  intraligamentous. 

Weir.  Torsion  of  a  Hydrosalpinx  Resulting  in  Infarction. 
Amer.  Jour,  of  Obst.,  August,  1901,  p.  529. 

JEt.  forty-six.  Married;  two  miscarriages.  Previously  well. 
Acute  attack ;  severe  pain  in  right  lower  abdomen ;  nausea ; 
difficult  micturition.  Clinical  diagnosis:  Ovarian  cyst.  Opera- 
tion after  five  davs  (Dr.  Robb).  Right  side  affected.  Hydro- 
salpinx twisted  twice.  Dark  red  color;  hemorrhagic  infiltration; 
left  side  tube  and  ovary  adherent.  Ovary  adherent,  otherwise 
normal. 

Williamson.  Torsion  of  the  Pedicle  of  a  Hydrosalpinx. 
Trans,  of  the  Obstet.  Soc.  of  London,  1905. 

,Et.  eighteen.  Unmarried.  Healthy  to  December,  1903;  from 
that  time  to  June.  1904,  scanty  and  painful  menses.  June  7, 
severe  pain  in  right  side ;  later,  diffuse  pain ;  vomiting  and  dis- 
tention. Operation  after  two  days.  Right  side  affected. 
Hvdrosalpinx  twisted  three  times,  opposite  to  hands  of  watch. 
End  of  tube  closed  completely.  Contents,  blood;  inner  surface 
smooth.     Ovary  (right),  congested,  otherAvise,  normal. 

Woolcombe.  A  Remarkable  Case  of  Double  P^^osalpinx  with 
Torsion  of  Both  Pedicles.     Lancet,  Dec.  7,  1901,  p.  1584. 

.Et.  twenty-two.  Unmarried.  First  attack  tv%-o  years  before, 
in  right  lower  abdomen.  Repeated  attacks  since,  last  one  week 
before  admission.  Abdominal  tumor  observed  for  two  or  three 
months.  Right  side  abdominal  tumor  extends  above  the 
umbilicus;  left  side,  also,  abdominal  tumor  rising  out  of  pelvis. 
Universal  adhesions,  but  very  easily  separated  on  right.  Vers' 
few  on  left.  Diagnosis :  Pyosalpinx  (bilateral) ;  right-  side  with 
ovary  twisted  one  and  one-half  times  to  left.  Left  side  without 
ovarv  twisted  twice  to  the  right.  Right  tube,  circumference 
10  1/2  in.;  extreme  length  8  in.;  dark  bluish-red  blood  inside. 
Right  ovarv'  involved;  measures  3X3  inches.  Left  tube,  the 
bulbous  part,  7  1/2  inches  long.  Maximum  circumference  11 
inches.  Contents  resemble  cream  cheese ;  no  odor ;  no  diplococci ; 
no  tubercles;  no  chorion  villi  or  signs  of  new  growth. 
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Age. 

16-20 II 

20-30 24 

30-40.  30 

40-50 13 

50-60 3 

Not  stated 14 

95 


Case  Summary 

Social 
Conditions. 

Single 13 

Married 44 

Not  stated ....   38 

95 


Children  or 
Pregnancies. 

Nulliparous 27 

i-para 13 

ii-para 10 

iii-para 10 

iv-para 3 

v-para i 

\aii-para i 

Not  stated 30 

95 


Abdominal  Tumor. 

Present 34 

Absent 22 

Not  stated 39 

95 


Clinical  Diagnosis. 
Ovarian  cyst  t%\'isted  pedicle, . 
Pelvic  inflammatory  disease .  . 

Appendicitis 

Tubal  pregnancy 

Other  diagnosis 

Not  stated 


Period  of  Observation  before 
Operation. 

Less  than  forty-eight  hours 9 

Less  than  two;weeks 10 

Over  two  vpeeks 56 

Not  stated '.  .  .  .   20 

95 


Side  Affected. 


Right  alone. 
Left  alone . . 

Both 

Not  stated .  . 


Condition  of  the 
Opposite  Adnexa. 

Healing 20 

Diseased 44 

Not  stated 31 

95 


Ovary  of  the  Affected 
Side. 

Involved 27 

Not  involved 34 

Not  stated 34 

95 


Number  of 
Tvrists. 
Less  than  one . 

One 

Two 

Three 

Four  or  more. . 
Not  stated .... 


25 
20 


JO 

95 


49 

31 

7 

95 


8 
20 

23 

18 

6 

20 

95 


Color  of  Tumor. 

Bluish  black 66 

Inflammed  and  red 10 

Yellow I 

Clear  and  translucent i 

Not  stated 12 

95 

Pathological  Diagnosis. 

Hydrosalpin.x 62 

Tubal  pregnancies 5 

Carcinoma  or  sarcoma 2 

Cystic  tumor  of  tube 2 

Pyosalpinx 12 

Other  diagnosis 12 

95 
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A  STUDY  OF  TWO  HUNDRED  AND  TWELVE  CASES  OF 
CANCER  OF  THE  UTERUS  WITH  SPECIAL  REFER- 
ENCE TO  EARLY  DIAGNOSIS.* 

BY 

GEORGE  KAMPERMAX,  M,  D., 

Instructor  in  Obstetrics  and  Gynecology  in  the  University  of  Michigan, 
Ann  Arbor,  Michigan. 
(From  the  University  of  Michigan  Gynecologic  Clinic.) 

The  cause  of  cancer  belongs  to  that  large  group  of  unsolved 
problems  which  has  baffled  medical  science  in  every  attempt  to 
find  <a  solution.  The  interest  in  the  problem  does  not  exist 
because  cancer  is  a  new  disease,  since  this  disease  is  as  old  as  the 
world;  but  the  high  mortality,  the  terrible  nature  of  the  disease, 
the  almost  uniformly  bad  prognosis  in  the  past,  its  increasing 
frequency,  its  unsolved  etiology — these  factors  have  been  suffi- 
cient to  keep  the  question  continually  before  the  medical 
profession. 

As  long  as  the  cause  of  cancer  is  unknown,  prophylaxis  or 
treatment  cannot  be  said  to  follow  along  rational  lines.  But 
while  laboratory  workers  and  clinicians  are  endeavoring  to  ascer- 
tain the  cause  of  the  disease,  patients  with  cancer  are  presenting 
themselves  for  treatment,  and  must  be  helped  if  possible  whether 
the  treatment  be  rational  or  not.  Each  specialty  has  done  its 
share  toward  the  solution  of  the  problem  as  far  as  its  limited  field 
is  concerned,  but  in  no  instance  has  che  solution  been  reached. 
Thus  it  has  fallen  to  the  lot  of  the  g}Tiecologist  to  help  solve  the 
question  of  uterine  cancer.  The  high  percentage  of  mortality 
and  the  low  percentage  of  cures  testify  to  the  reality  of  this 
unsolved  problem. 

Although  cancer  seems  in  some  respects  to  be  a  disease  of 
certain  localities,  no  part  of  the  world  is  entirely  free  from  it. 
Like  other  diseases,  .cancer  becomes  more  frequent  the  more 
diligently  it  is  looked  for  and  the  more  carefully  diagnoses  are 
made.  Although  certain  races  seem  less  susceptible,  no  race  is 
entirely  immune.  Not  only  is  cancer  prevalent  everywhere,  but 
it  is  actually  on  the  increase.  In  many  countries  this  disease  is 
becoming  one  of  the  great  mortality  producers,  usually  being 
found  near  the  top  of  the  mortality  lists.     While  the  frequency 

*  Read  before  the  Michigan  State  Medical  Society  at  its  fort}'-5eventh  annual 
meeting,  held  at  Muskegon,  Michigan,  July  lo,  1912. 
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of  the  disease  has  increased,  the  percentage  of  cures  in  most 
instances  has  not  improved.  However,  some  progress  has  been 
made,  the  Germans  in  particular  having  done  a  good  work,  for 
with  them  the  percentage  of  cures  has  gradually  increased. 

In  Michigan  cancer  is  among  the  more  common  causes  of  death. 
The  vital  statistics  compiled  by  the  Department  of  State  show 
that  this  disease  is  near  the  top  of  the  mortality  list.  During  the 
five-year  period  ending  December  31,  1909,  the  mortality  due  to 
cancer  was  over  9000.  Only  four  other  diseases — heart  disease, 
tuberculosis,  pneumonia,  enteritis  (infantile) — caused  a  higher 
mortality.  The  statistics  are  rather  incomplete,  however,  and 
it  is  impossible  to  determine  anything  definite  concerning  uterine 
carcinoma,  since  the  Department  of  State  does  not  compile 
separate  statistics  on  uterine  cancer,  but  includes  in  one  group 
all  genital  carcinomata. 

A  comparison  of  the  Michigan  mortality  statistics  for  tubercu- 
losis and  cancer  shows  some  interesting  facts.  The  mortality 
due  to  tuberculosis  is  only  slightly  higher  than  that  due  to  car- 
cinoma. During  the  five  years  ending  December  31,  1909,  there 
has  been  a  slight  (3.7  per  cent.),  but  gradual  decrease  in  the 
mortality  due  to  tuberculosis.  On  the  contrary^  the  mortality 
due  to  carcinoma  has  increased,  not  gradually,  but  at  a  very 
rapid  rate — the  increase  during  this  time  being  15  per  cent. 
Although  we  are  constantly  reminded  o  the  great  increase  of  and 
danger  from  tuberculosis,  we  very  seldom  hear  a  similar  word  of 
warning  concerning  carcinoma.  Furthermore,  because  of  neglect 
or  ignorance,  the  great  majority  of  cases  of  carcinoma  are  incur- 
able. It  would  seem  that  a  disease  which  has  so  uniformly 
doomed  its  victims  in  the  past,  but  which  is  curable  in  certain 
stages,  should  be  given  more  public  thought  and  attention  than 
it  has  received. 

Cancer  seems  to  be  more  frequent  in  southern  ^Michigan  than 
in  the  northern  part  of  the  State.  In  fact  the  number  of  cases  of 
cancer  per  thousand  population  gradually  increases  as  one  goes 
from  northern  Michigan  to  the  extreme  southern  counties.  In 
this  respect  the  statistics  are  just  the  opposite  of  those  for  tuber- 
culosis, where  the  smaller  number  of  cases  per  thousand  popula- 
tion are  found  in  the  southern  counties,  and  the  rate  gradually 
increases  as  one  goes  north,  and  is  greatest  in  the  upper  peninsula. 
Several  explanations  have  been  offered,  but  none  is  very-  satis- 
factory. The  question  of  race  or  nationality  will  largely  explain 
i-he  distribution  of  tuberculosis.     It  has  been  suggested  that 
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cancer  is  a  disease  of  civilization,  and  possibly  this  explains  its 
increased  frequency  in  the  more  thickly  settled  portions  of  the 
State.     However,  no  definite  proof  of  this  has  been  presented. 

As  stated  before,  we  have  no  means  of  determining  the  exact 
frequency  of  carcinoma  of  the  uterus  in  this  State.  We  can, 
however,  get  some  idea  as  to  its  relative  frequency  as  compared 
with  other  gynecologic  diseases.  During  the  last  ten  years 
about  5300  patients  applied  for  treatment  in  the  University  of 
Michigan  Gynecologic  clinic  and  in  the  Private  Hospital  of 
Doctor  Reuben  Peterson,  and  practically  all  suffered  from 
gynecologic  complaints.  Of  these  patients,  212  had  some  form 
of  uterine  carcinoma.  From  these  statistics  alone  it  would  be 
fair  to  conclude  that  about  one  in  every  twenty-five  gynecologic 
patients  has  carcinoma  of  the  uterus — a  percentage  of  four. 
Just  what  proportion  of  the  entire  female  population  is  afflicted 
with  uterine  carcinoma  it  is  impossible  to  state. 

Clinically,  uterine  carcinoma  can  be  classified  into  two  groups 
— (i)  carcinoma  of  the  cervix  and  (2)  carcinoma  of  the  fundus. 
These  are  distinct  clinical  varieties,  and  as  they  differ  so  much 
in  prognosis  and  in  treatment  the  distinction  should  always 
be  borne  in  mind.  Carcinoma  of  the  cervix  is  more  frequent, 
occurring  176  times  in  212  cases  (83  per  cent.),  while  carcinoma 
of  the  fundus  occurred  only  about  thirty-six  times,  or  in  about 
16  per  cent,  of  all  cases. 

Clinically,  carcinoma  of  the  cervix  may  occur  in  various 
forms,  the  picture  in  most  cases  depending  on  the  stage  of  the 
disease.  One  form  which  unfortunately  does  not  cause  enough 
symptoms  to  alarm  the  patient,  and  for  that  reason  is  not  often 
recognized,  shows  a  hard,  thickened,  indurated,  friable  cervix, 
but  without  much  destruction  of  tissue.  This  picture  represents 
the  earliest  form  of  the  disease.  Another  form  is  the  proliferat- 
ing variety  where  the  cancer  juts  out  from  the  cervix  and  ex- 
tends into  the  vagina,  which  it  may  entirely  fill.  This  tumor 
is  usually  spoken  of  as  a  "cauliflower"  growth,  a  term  in  every 
way  fitting.  A  third  clinical  form  presents  an  excavated  cer- 
vix, with  marked  destruction  of  tissue.  Often  the  cervical  rim 
is  entirely  destroyed,  merely  an  excavation  marking  the  former 
site  of  the  cervix.  Without  doubt  many  of  the  cauliflower 
growths  at  a  later  stage,  when  degeneration  has  occurred,  would 
show  this  "crater"  form. 

The  clinical  or  gross  picture  of  carcinoma  of  the  fundus  is 
usually  that  of  a  fungous  growth  replacing  the  endometrium. 
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At  times  the  entire  endometrium  may  be  involved.  Rarely  the 
fungous  growth  is  attached  over  a  small  area  only,  somewhat 
like  a  polyp. 

Microscopically  there  are  also  various  forms  of  carcinoma  of 
the  uterus.  Carcinoma  is  an  epithelial  growth  and  as  the  uterine 
fundus  contains  only  one  kind  of  epithelium,  we  have  here  only 
one  type  of  carcinoma.  It  arises  from  the  epithelium  of  the 
endometrial  glands  and  proliferates  by  forming  gland-like  exten- 
sions. This  form  is  known  as  "adenocarcinoma"  of  the  fundus 
or  endometrium.  In  the  cervix  we  find  two  kinds  of  epithelium, 
stratified  squamous  epithelium  covering  the  portio  vaginalis, 
and  tall  columnar  cells  lining  the  cer\'ical  canal  and  its  glands. 
These  columnar  cells  may  be  affected  by  carcinoma,  with  result- 
ing proliferation  similar  to  carcinoma  of  the  fundus,  producing  an 
adenocarcinoma  of  the  cervix,  extremely  malignant,  but  fortu- 
nately verv'  rare.  The  more  common  form  of  cervical  carci- 
noma arises  from  the  stratified  squamous  epithelium,  and  is 
known  as  "squamous  celled"  carcinoma.  In  certain  cases  these 
tumors  seem  to  proliferate  from  the  deeper  or  basal  layers  of 
the  epithelium,  rather  than  from  the  flattened  squamous  cells. 
This  form  is  spoken  of  as  "basal  celled"  carcinoma.  These 
two  forms  arise  in  the  same  tissue,  all  authors  not  recognizing 
the  distinction,  which  is  microsopic  and  dependent  on  the  form 
of  the  cells  constituting  the  neoplasm. 

As  a  basis  for  this  paper,  a  study  has  been  made  of  212  cases 
of  cancer  of  the  uterus  treated  in  the  two  clinics  mentioned  above. 
These  cases  have  been  compiled  and  a  study  made  of  the  relation 
of  carcinoma  to  age,  menopause,  parity,  heredity,  etc. 

In  the  present  series  of  cases  the  age  at  which  the  carcinoma 
developed  could  be  definitely  determined  in  211  cases.  The 
average  age  for  the  whole  series  was  forty-eight  years.  However, 
the  age  limit  is  wide,  the  youngest  patient  being  twenty-six, 
and  the  oldest  seventy-five  years  of  age. 

A  separate  classification  was  made  of  the  cervix  and  fundus 
cases.  The  age  could  be  determined  in  175  cases  of  cancer  of 
the  cervix.  The  youngest  patient  was  thirty-one  years  of  age 
and  the  oldest  was  sixty-nine  years.  The  average  age  was  47.2 
vears. 


T.ABLE  I. — Age  Statistics, 

Carcinoma  oi-   Cervix. 

Age,                                                             34        35-44 
Number  of  cases,                                        17             59 
Percentage  in  each  decade,                       10            ^^ 

45-54 
59 
33 

•55-64 
34 
20 

65-74 
6 

3 
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As  shown  in  Table  i,  the  number  of  cases  at  either  extreme  of 
this  age  limit  is  small.  Two-thirds  of  the  cases  occur  in  the  two 
decades  between  thirty-five  and  fifty-five  years  of  age.  It  is 
not  quite  so  common  in  later  life. 

The  age  was  determined  in  all  the  thirty-six  cases  of  carcinoma 
of  the  fundus.  As  shown  in  Table  2,  the  disease  may  occur  at 
almost  any  age,  the  youngest  patient  being  twenty-six  and  the 
oldest  seventy-five  years  old.  The  average  age  is  fifty-two 
years,  this  being  five  years  older  than  the  average  in  cancer  of  the 
cervix.  The  decades  beginning  with  thirty-five,  forty-five  and 
fifty-five  years  of  age  each  furnish  about  the  same  number  of 
cases.  The  majority  of  these  (57  per  cent.)  occur  between 
forty-five  and  sixty-five  years  of  age,  which  is  a  later  period  than 
the  majority  in  cancer  of  the  cervix.  It  cannot  be  said  that  adeno- 
carcinoma of  the  fundus  is  more  common  in  later  than  in  earlier 
life.  In  fact,  in  this  series  it  is  more  common  in  patients  between 
thirty- five  and  forty- five  than  in  those  between  sixty-five  and 
seventy-five  years  of  age.  It  would  be  more  correct  to  say  that 
adenocarcinoma  of  the  fundus  develops  through  a  longer  range 
of  years  than  carcinoma  of  the  cervix.  More  patients  of  advanced 
years  are  afflicted  with  it  than  with  carcinoma  of  the  cervix,  and 


Table  2. — Age  St.\tistics, 

Caxcer  of  Fundus. 

Age,                                                            34        35-44 
Number  of  cases,                                         i              9 
Percentage  in  each  decade                         3             25 

45-54 
10 
27 

55-64 
II 

30 

65-75 
5 
14 

this  raises  the  average  age.  But  it  is  wrong  to  assume  that 
younger  patients  are  not  subject  to  this  form  of  carcinoma.  The 
number  of  cases  of  carcinoma  of  the  fundus  is  distributed  quite 
evenly  between  thirty-five  and  sixty-five  years  of  age. 

The  relation  of  child-bearing  to  cancer  of  the  uterus  has  been 
frequently  discussed.  In  the  series  of  212  cases,  twenty- three 
had  never  given  birth  to  a  full  term  child,  although  four  of  them 
had  had  early  abortions.  This  means  that  1S9  patients,  or 
89  per  cent,  of  the  series,  had  been  delivered  of  full  term  children. 
Statistics  like  these  have  given  support  to  the  opinion  that 
the  trauma  of  labor  stands  in  some  etiologic  relation  to  carcinoma 
of  the  uterus. 

Of  the  176  patients  with  cancer  of  the  cervix,  163  or  93  per 
cent,  had  had  children.  It  w411  be  noted  that  the  percentage 
of  patients  without  children  is  considerably  larger  in  patients 
with  cancer  of  the  fundus  (27.7  per  cent.)  than  in  patients  with 


KL\MPERMAX:    CASCER    OF    THE    UTERUS.  601 

cancer  of  the  cervix  (7  per  cent.).  From  this  alone  it  may  be 
assumed  that  child-bearing  does  not  stand  in  such  close  relation- 
ship to  carcinoma  of  the  fundus  as  it  does  to  carcinoma  of  the 
cervix.  The  question  of  sterility  should  be  considered  in  this 
connection.     Of    the    thirteen    nulliparae    among   patients    with 

Table  3. — Parity — Caxcer. 

Carcinoma.  Carcinoma.  Carcinoma, 

Uterus  Cervbc  Fundus 


Number  of  cases 212  176  36 

Number  without  children 23  13  10 

Percentage,  no  children 11  .  8  27.7 


cervical  cancer,  nine  had  been  married  over  a  long  period  of 
years  without  becoming  pregnant.  Of  the  other  four  nulliparae, 
three  had  had  miscarriages  and  one  had  married  late  in  life.  Of 
the  ten  nulliparae  among  the  patients  with  cancer  of  the  fundus, 
three  were  married  for  a  long  time  without  becoming  pregnant, 
four  were  single,  two  had  had  miscarriages,  and  one  had  married 
after  the  menopause. 

The  above  statistics  show  that  undoubtedly  carcinoma  is 
more  likely  to  occur  after  childbirth,  and  this  is  especially  true 
of  carcinoma  of  the  cervix.  But  it  is  also  very  evident  that  car- 
cinoma of  both  the  fundus  and  the  cervax  may  develop  in  women 
who  have  never  given  birth  to  children  or  who  have  never  been 
pregnant. 

From  the  patient's  viewpoint  the  menopause  or  change  of 
life  means  a  cessation  of  the  menstrual  flow.  Although  an  im- 
portant incident,  we  know  that  the  cessation  of  menstruation 
is  only  one  of  the  phenomena  of  the  menopause.  Often  we  see 
patients  who  have  the  nerv^ous  and  other  manifestations  of  the 
climacteric  but  still  have  a  bloody  discharge,  not  infrequently 
due  to  disease.  Such  patients  do  not  consider  they  have  had 
the  change  of  life.  In  this  series  of  cases,  we  will,  however, 
consider  the  cessation  of  menstruation  as  the  criterion  of  the  es- 
tablished menopause.  Information  concerning  the  menopause 
was  obtained  in  208  cases.  It  was  found  that  the  disease  had 
started  before  the  menopause  in  126  cases  (60  per  cent.).  In 
the  remaining  eighty-tw^o  patients  the  carcinoma  first  produced 
symptoms  after  there  had  been  a  definite  cessation  of  the  men- 
struation due  to  the  menopause.. 
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Table  4. 


Postmenopause 


Menopause  not 


,  i-K  vears. 

begun.  '■  6_,o  ii-i-  16-20 


126 

60  per  cent. 

All  cases  (208) 
24 

Cervi.x  cases  (172) 

no 

6  (44  per  cent.) 

19 
Fundus  cases  (36) 

5 

6-10 

"-15 

years. 

years. 

22 

22 

17 

17 

5 

5 

rears. 


14 


This  is  a  very  important  point  to  consider  as  it  affects  directly 
the  problem  of  early  diagnosis.  The  patient  has  a  very  indefi- 
nite idea  as  to  what  the  change  of  life  means,  and  any  men- 
strual irregularity,  whether  it  be  a  decrease  or  an  increase  in  the 
flow  is  ascribed  to  the  change  of  life.  Table  4  shows  that  60 
per  cent,  of  the  patients  with  carcinoma  of  the  cervix  do  not 
have  the  cessation  of  menstruation  due  to  the  menopause.  The 
disease  develops  and  keeps  up  some  bloody  discharge  at  the 
time  when  the  menopause  should  occur  with  the  patient  bliss- 
fully ignorant  of  the  true  state  of  affairs.  It  is  not  until  there 
is  a  constitutional  breakdown  that  the  patient  gives  the  matter 
any  serious  attention.  In  the  40  per  cent,  of  cases  where  the 
symptoms  begin  after  a  definite  amenorrhea  due  to  the  meno- 
pause, the  patient  is  more  likely  to  be  alarmed  and  reliel  is  sought 
at  an  earlier  stage. 

It  will  be  seen  from  Table  4  that  more  cases  of  cancer  of  the 
cervix  (64  per  cent.)  begin  before  the  menopause  than  do  cases 
of  cancer  of  the  fundus  (44.4  per  cent)..  This  is  due  to  the  fact 
that  more  cases  of  cancer  of  the  fundus  begin  late  in  life. 

The  majority  of  all  cases  of  carcinoma  of  the  uterus  are 
inoperable  when  the  patients  apply  for  relief.  The  operability 
depends  on  the  extent  of  the  involvement.  The  duration  of  the 
disease  is  not  an  exact  criterion,  although  it  is  in  a  general  way. 
Patients  who  have  had  symptoms  for  a  year  or  two  are  usually 
beyond  surgical  relief.  Occasionally,  however,  a  slow  growing 
carcinoma  may  be  operable  even  after  a  longer  period.  The 
operability  must  be  determined  by  bimanual  examination.  If 
the  cervix  is  firmly  fixed  in  the  pelvis  and  the  fundus  and  appen- 
dages cannot  be  felt  because  of  the  induration  of  the  vaginal 
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vault,  a  curative  operation  is  out  of  the  question.  If,  however, 
the  local  disease  is  limited  to  the  cervix  the  vagina  is  free 
and  the  uterus  is  freely  movable,  then  the  patient  still  has  a 
chance  for  a  cure.  In  such  a  case  an  exploratory  operation  is 
always  advisable. 

In  carcinoma  of  the  fundus  there  may  at  times  be  considerable 
m\  olvement  of  the  endometrium  with  marked  enlargement  of 
the  uterus,  still  the  case  be  distinctly  operable.  This  variety 
of  carcinoma  is  usually  of  slow  growth.  The  mobility  of  the 
uterus  will  determine  the  operability.  In  advanced  cases  where 
the  uterus  is  fixed  and  ascites  has  developed,  operation  is  out 
of  the  question. 

In  trying  to  make  a  classification  of  cases  according  to  the 
clinical  picture  presented,  158  cases  were  available  for  class- 
ification. The  three  stages  mentioned  were  recognized.  Thirty 
patients  showed  the  enlarged,  thickened,  indurated  and  friable 
cervix  without  much  loss  of  tissue,  and  were  considered  favorable 
cases  for  operation.  In  eighty-seven  patients  carcinomatous 
crater  or  excavation  was  seen.  The  cauliflower  mass  was 
observed  in  forty-one  cases.  It  will  be  noticed  that  the  most 
common  clinical  picture  is  the  excavated  cervix  or  vaginal 
vault,  and  unfortunately  this  represents  the  more  advanced 
stage  of  the  disease.  Of  the  212  cases,  fifty-three  cases  or  25 
per  cent,  were  considered  operable  and  were  subjected  to  the 
radical  operation.  The  remaining  75  per  cent,  were  beyond 
cure  and  only  palliative  operations  could  be  performed. 

A  great  difference  of  opinion  exists  as  to  the  influence  of  hered- 
ity in  the  development  of  cancer  of  the  uterus.  W.  Roger 
Williams  has  collected  statistics  on  this  subject  and  found  that 
there  is  a  family  history  of  cancer  in  19.7  per  cent,  of  all  patients 
with  cancer  of  the  uterus.  The  percentage  is  slightly  higher  in 
patients  with  cancer  of  the  breasts.  In  his  entire  series  of  female 
patients,  there  was  a  history  of  heredity  in  22.4  per  cent,  of  all 
cases.  In  a  series  of  loi  women  with  nonmalignant  tumors  the 
same  writer  finds  a  family  history  of  cancer  in  15.8  per  cent,  of 
the  families.  This  slight  difference,  he  presumes  is  evidence 
of  the  heredity  of  cancer.  Cullen,  in  a  series  of  seventy-four 
cases  of  cancer  of  the  uterus  found  a  family  history  in  about 
19  per  cent,  and  concludes  that  heredity  plays  a  minor  role  in 
the  development  of  cancer  of  the  uterus. 

In  the  series  under  consideration  there  was  a  definite  record 
as  to  the  family  history  in    192   cases.     Of  these  twenty-nine 
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showed  a  family  history  of  carcinoma,  a  percentage  of  about 
sixteen.  For  the  purpose  of  comparison,  the  family  histories  of 
ICG  gynecologic  patients  free  from  malignancy  were  investigated. 
In  this  series,  taken  consecutively,  22  per  cent,  of  the  cases 
showed  a  family  history  of  cancer.  The  fact  that  in  patients 
with  carcinoma  the  percentage  of  these  with  family  histories  of 
malignant  disease  was  less  than  in  gynecologic  patients  without 
carcinoma,  certainly  would  not  support  the  theory  that  cancer 
of  the  uterus,  at  least,  is  hereditary. 

The  symptomatology  of  uterine  carcinoma  is  fairly  distinctive 
in  most  instances.  In  194  cases  in  this  series,  there  was  a  definite 
record  as  to  the  earliest  symptoms  and  the  course  of  the  disease. 
In  142  cases,  or  73  per  cent.,  the  earliest  evidence  of  the  disease 
was  the  occurrence  of  a  bloody  vaginal  discharge.  The  nature 
of  this  bleeding  varied  a  great  deal  and  almost  every  type  of 
hemorrhage  was  recorded.  In  many  instances  it  first  appeared 
as  an  increase  of,  or  a  prolongation  of  the  normal  menstrual 
discharge.  Patients  with  a  period  of  four  days'  duration  had  a 
gradual  lengthening  of  the  period  up  to  ten  or  fourteen  days.  In 
many  cases  the  flow  was  continuous,  the  patient  losing  all  track 
of  her  normal  periods.  In  nearly  all  cases  an  intermenstrual 
bloody  discharge  appeared  early  in  the  disease.  In  most  cases 
this  was  very  slight  amounting  in  many  instances  to  nothing 
more  than  an  occasional  stain.  But  even  in  these  cases  where 
the  amount  of  blood  lost  was  small,  the  flow  was  frequent  and 
easily  produced.  It  was  not  uncommon  for  a  slight  bloody 
discharge  to  appear  after  coitus  or  after  the  use  of  a  vaginal 
douche.  Likewise  any  exertion  or  jarring  would  give  rise  to  a 
stain  of  blood  on  the  napkin.  In  several  patients  this  show  of 
blood  appeared  during  or  after  straining  at  stool. 

But  as  mentioned  before  there  was  a  great  variation  in  these 
types  of  bleeding.  In  a  few  patients  the  first  evidence  of  some- 
thing wrong  was  a  sudden  gush  of  blood  from  the  vagina.  In  a 
few  where  this  occurred,  there  were  no  further  symptoms  for  a 
considerable  length  of  time.  In  others  the  bleeding  was  con- 
tinuous and  severe  and  in  a  very  short  time  caused  a  marked 
secondary  anemia. 

The  bloody  discharge  was  followed  in  most  cases  by  a  watery 
discharge  which  often  contained  bits  of  necrotic  tissue.  In 
nearl}^  all  cases  where  enough  time  had  elapsed  since  the  begin- 
ning of  the  bloody  discharge  a  foul  watery  discharge,  due  to  the 
presence  of  necrotic  uterine  tissue  appeared.     It  seemed  to  come 
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earlier  in  cases  where  the  hemorrhage  started  profusely.  The 
discharge  at  first  was  very  often  clear,  watery  and  odorless  but 
after  secondary  infection  occurred  it  became  foul  and  thick  in 
consistency. 

In  most  cases  pain  was  a  late  symptom,  and  occurred  in 
advanced  cases.  The  type  of  pain  varied  a  great  deal,  some 
patients  complaining  of  a  bearing  down  pain  in  the  abdomen 
and  others  simply  of  a  suprapubic  tenderness.  Many  patients 
had  a  very  intense  sacral  backache.  Pain  radiating  to  the  hip 
and  down  the  thigh  was  also  very  frequent.  The  pain  in  most 
cases  was  very  severe,  often  of  a  "grinding"  or  "boring"  char- 
acter rather  than  sharp.  Although  the  pain  occurred  at  all 
times,  more  frequently,  it  began  toward  evening  and  lasted  well 
into  the  night.  In  some  of  the  advanced  cases  drugs  were  power- 
less to  control  the  pain. 

In  forty-one  cases  the  first  symptom  observed  was  a  leuco- 
rrheal  discharge.  In  these  cases  there  usually  was  no  profuse 
hemorrhage,  although  the  discharge  later  showed  some  color,  or 
became  blood-streaked.  A  few  patients  asserted  that  thev  had 
never  had  any  abnormal  bloody  discharge. 

As  stated  before,  pain  is  a  late  symptom  of  uterine  cajicer. 
Eleven  patients,  however,  gave  pain  as  their  first  symptom. 
Pain  may  occur  early,  but  in  such  cases  it  is  always  a  ques- 
tion whether  it  may  not  be  caused  by  some  lesion  other  than 
carcinoma. 

It  is  impossible  to  differentiate  between  carcinoma  of  the 
cervix  and  carcinoma  of  the  fundus  from  symptoms  alone.  It 
has  been  said  that  a  clear  watery  discharge  is  characteristic  of 
carcinoma  of  the  fundus,  but  in  these  cases  no  such  distinction 
could  be  made.  Only  by  a  pelvic  examination  could  one  differ- 
entiate the  cases.  A  striking  difference,  however,  was  the  fact 
that  in  carcinoma  of  the  fundus  local  symptoms  existed  for  a 
much  longer  time  than  in  cervical  carcinoma  without  producing 
constitutional  effects. 

The  rather  infrequent  occurrence  of  cachexia  in  these  cases 
is  worthy  of  note.  It  emphasizes  the  fact  that  cachexia  and  loss 
of  weight  are  not  only  not  essential  to  carcinoma  of  the  uterus  but 
that  one  must  not  wait  for  their  development  to  make  a  diagnosis. 
It  is  not  uncommon  for  patients  to  say  that  they  are  even  gain- 
ing in  weight.  Many  patients  put  on  flesh  at  about  the  meno- 
pause, and  one  must  not  take  this  as  an  assurance  that  no  malig- 
nant disease  exists.  If  the  patient's  freedom  from  disease  be 
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judged  by  her  flesh  alone,  valuable  time  .-Y  "e  lost  before  rte 

'"'V^':ZZnt  of  carcinoma  of  the  uterus  may  be  divided 
iut?  0  e-^tive  and  (.)  palliative.     When  the  -use  °^  c^^ 

1-:  ^iif  ::yrt;o":rn^^^^^^^^^^^^^    ^o  - 

"oTthe'^Tcies   fifty-three  or  exactly  .5  per  cent,  were  sub- 

iec^  d  to    he  rad  c^l  abdominal  operation.     This  does  not  mean 

hat  the  surgeon  was  confident  of  an  absolute  cure  m  each  case. 

It  si^Tfies  coLidering  the  extent  of  the  disease,  that  each  case 

-'^:^'::^':^:r:^^-  .or  carcmoma  of  the  uterus 
coLts  of  the  complete  ;e-al  ^^-^-^  ^^  t^e sC, 

even  though  the  undertaking  is  desperate.     The  "Pe'^""'"  « 
th    patient  her  only  chance  for  a  complete  ™«.  -^  f°r  th.s 
reLn  the  opportunity  must  not  be  den.ed  her  .f  there  be 
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onW  late  in  the  disease  are  the  lymphatu:s  involved.     The  ordi 

Three-fourths  oi  xne   -  treatment 

contraindicate    the    radical    operation.     Hence    tne 
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employed  was  necessarily  only  palliative.  When  a  patient 
presents  herself  for  treatment  with  gradually  decreasing  strength 
from  continual  bleeding;  is  a  nusiance  to  herself  and  friends; 
when  she  is  weak,  anemic,  and  septic ;  when  there  is  loss  of  appe- 
tite and  numerous  other  complaints, — it  is  remarkable  how  well 
ste  will  respond  to  palliative  treatment.  A  short  period  of 
rest  in  bed,  with  good  food  and  some  form  of  iron  will  usually 
bring  up  the  hemoglobin  very  rapidly.  Then  when  it  is  safe  to 
give  an  anesthetic,  the  necrotic,  infected,  carcinomatous  growth 
should  be  curetted  away.  The  actual  cautery  can  be  used  here 
to  good  advantage.  The  application  of  a  strong  corrosive,  e.g., 
gauze  soaked  in  50  or  75  per  cent,  zinc  chloride  solution,  will 
usually  result  in  a  slough  of  the  necrotic  tissue  and  leave  a  clean 
granulating  surface.  The  bleeding  will  then  stop  for  a  while 
and  the  discharge  will  disappear.  Septic  absorption  will  cease, 
the  patient's  color  will  improve,  her  appetite  will  return,  she 
will  be  relieved  temporarily  of  her  pain,  and  in  all  respects  will 
be  much  improved.  Of  course  the  improvement  is  only  tempor- 
ary and  sooner  or  later  her  old  symptoms  will  return  because 
only  a  portion  of  the  diseased  tissue  has  been  removed. 

The  duration  of  the  disease  varies  with  the  different  types 
of  carcinoma.  In  general,  patients  with  cancer  of  the  fundus 
live  much  longer  than  those  with  cancer  of  the  cervix.  It  is 
not  uncommon  for  the  former  type  of  patients  to  live  four  or 
five  years.  On  the  other  hand,  the  cases  in  this  series  with  cancer 
of  the  cervix  very  seldom  lived  beyond  three  years,  and  it  was 
more  common  to  see  a  fatal  end  after  about  two  years.  A  few 
unusual  cases  may  be  mentioned ;  one  a  patient  with  basal-celled 
carcinoma  of  the  cervix  who  first  appearing  in  the  clinic  fifteen 
years  ago,  has  returned  several  times  since.  She  returned  last 
two  years  ago,  and  when  heard  from  a  year  ago  was  still  alive. 
Another  patient  who  entered  the  clinic  eight  years  ago  with  an 
inoperable  squamous-celled  carcinoma  of  the  cervix  was  still 
alive  and  fairly  well  two  years  ago.  Naturally  these  cases  are 
exceptions  to  the  general  rule. 

Since  only  ^a  comparatively  few  patients  with  inoperable 
carcinoma  died  in  the  hospital,  the  records  are  naturally  very 
incomplete  as  regards  the  cause  of  death.  Although  the  date 
of  death  is  recorded  in  some  instance,  the  terminal  cause  is  not 
given.  Judging  from  the  somewhat  meager  records  in  this 
respect  it  would  seem  that  patients  with  cancer  of  the  uterus 
who  do  not  die  from  some  terminal  infection  are  more  likelv 
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to  succumb  to  uremia  than  any  other  cause.  The  uremic 
condition  is  simply  secondary  to  an  obstruction  of  the  ureter 
with  resulting  hydronephrosis.  Fatal  hemorrhage  is  appar- 
ently a  very  rare  occurrence  in  carcinoma  of  the  uterus. 

With  our  present  knowledge  of  the  treatment  of  uterine  car- 
cinoma, the  only  hope  lies  in  a  positive  early  diagnosis.  In  some 
diseases  in  which  the  true  diagnosis  may  be  suspected  early  it  is 
often  proper  to  adopt  expectant  treatment  and  allow  further 
observation  to  establish  fully  the  diagnosis.  When  dealing 
with  uterine  carcinoma,  however,  expectant  treatment  is  nothing 
less  than  criminal.  The  patient  loses  her  only  chance  while  we 
wait  for  the  other  clinical  symptoms  to  establish  the  diagnosis. 

Occasionally  w^e  will  find  that  a  uterine  carcinoma  is  well 
advanced  and  the  case  hopeless  w-hen  the  first  symptom  appears. 
But,  fortunately,  nearly  all  cases  give  warning  at  an  early  stage, 
and  if  the  warning  be  heeded,  many  more  patients  can  be  saved. 
One  is  often  appalled  by  the  large  number  of  inoperable  cases  of 
uterine  carcinoma,  and  the  question  naturally  arises  as  to  why 
the  diagnosis  is  not  made  earlier.  In  answering  this  question 
we  must  consider  it  both  from  the  standpoint  oi  the  physician 
and  the  patient. 

There  is  a  general  feeling  of  skepticism  among  the  profession 
as  to  the  end  results  of  surgical  treatment  for  cancer  of  the 
uterus.  Many  a  doctor  has  expressed  his  sincere  doubts  as  to 
the  advisability  of  attempting  to  cure  cancer  of  the  uterus  by 
surgical  means,  hence  he  does  not  realize  the  importance  of  the 
early  diagnosis.  We  must  first  of  all  convince  such  a  practitioner 
that  cancer  of  the  uterus  has  been  and  is  being  cured  by  opera- 
tion. He  will  perhaps  relate  various  cases  where  the  patient 
had  a  recurrence  after  a  vaginal  or  abdominal  hysterectomy. 
However,  he  must  be  shown  that  with  the  development  of  the 
radical  abdominal  operation  as  first  practised  by  Wertheim, 
a  new  era  has  been  introduced,  and  that  with  the  proper  kind  of 
cases,  cancer  of  the  uterus  can  be  cured.  The  practitioners 
skepticism,  sincere  though  it  be,  robs  many  a  patient  of  her 
only  chance  of  cure.  ^ 

Delay  in  making  the  diagnosis  when  cancer  of  the  uterus  is 
suspected  may  mean  an  inoperable  case  when  at  last  it  reaches 
the  surgeon's  hands.  There  is  but  one  remedy  for  this, — the 
physician  must  be  impressed  by  the  importance  of  early  diag- 
nosis, and  must  know  how  to  make  it.  He  must  look  with 
suspicion  on  any  increase  in  bleeding  in  a  woman  approaching 
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the  menopause.  It  is  true  that  many  women  bleed  more  freely 
for  a  short  time  just  before  the  cessation  of  the  periods.  In 
most  cases  an  increase  in  flow  at  the  change  of  life,  no  matter 
how  slight,  means  disease,  and  in  many  instances  the  serious 
disease  under  discussion.  When  the  patient  comes  to  us  because 
of  bloody  discharge,  whether  it  be  menorrhagia  or  metrorrhagia, 
profuse  or  slight,  we  should  look  upon  the  condition  as  suspicious 
and  judge  it  to  be  malignant  until  it  be  proved  otherwise,  nor 
should  time  be  lost  in  determining  the  nature  of  the  lesion.  As 
we  cannot  differentiate  in  a  clinical  way,  our  only  recourse  is  to 
a  microscopic  examination.  If  the  cervix  looks  suspicious  we 
should  remove  a  piece  for  diagnosis.  Ii  the  cervix  appears 
normal  the  uterus  should  be  curetted,  and  the  specimens  removed 
should  be  sent  at  once  to  a  competent  pathologist.  After  we 
have  done  this  and  have  done  it  quickly,  then  and  only  then  can 
we  feel  assured  that  we  have  done  our  duty  by  our  patient.  No 
doubt  many  excisions  will  be  made  without  discovering  carci- 
noma, but  every  time  we  find  an  early  case  we  will  feel  repaid 
for  our  efforts. 

In  most  cases  the  failure  to  make  an  early  diagnosis  cannot 
be  laid  at  the  door  of  the  physician.  The  physician  is  helpless 
if  the  patient  does  not  present  herself  for  treatment.  Although 
there  is  a  general  feeling  among  the  laity  that  the  change  of  life 
is  a  trying  time  for  the  woman,  the  ideas  as  to  what  should  norm- 
ally happen  at  th's  time  are  very  indefinite.  Almost  invariably 
when  asked  why  she  did  not  consult  her  physician  earlier,  the 
patient  replies  that  she  thought  the  hemorrhage  to  be  due  to  the 
change  of  life  and  therefore  to  be  endured.  The  patients  realize 
that  the}^  should  eventually  cease  flowing,  but  consider  it  a 
normal  occurrence  to  have  this  preceded  by  a  period  of  excessive 
or  irregular  loss  of  blood.  It  is  true  that  this  does  occur  in  some 
women  who  do  not  develop  cancer,  but  there  is  no  way  of  being 
sure  unless  every  patient  with  irregular  bleeding  be  curetted 
for  microscopic  diagnosis.  It  is  absolutely  essential  that  patients 
should  be  taught  that  the  change  of  life  means  lessened  flow, 
and  that  any  increase  in  flow  at  this  period  may  mean  disease, 
and  that  it  demands  immediate  and  thorough  investigation. 

If  the  physician  is  on  the  alert  and  patients  are  trained  to 
report  the  first  symptoms,  will  it  then  be  possible  to  save  all 
patients  with  uterine  carcinoma?  Unfortunately,  no,  but  we 
will  then  save  many  more  than  we  do  now.  Several  patients 
in  the  series  were  cognizant  of  the  possibilities  and  reported  to 
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their  physicians,  who  at  once  recognized  the  condition  as  far 
advanced  carcinoma.  One  patient  in  particular  was  in  the  hands 
of  the  gynecologist  within  two  weeks  after  the  first  symptom, 
only  to  find  that  the  disease  was  inoperable.  Fortunately  such 
cases  are  exceptions. 

The  whole  question  of  early  diagnosis  of  uterine  cancer  then 
is  one  of  education.  We  cannot  emphasize  this  too  strongly. 
This  education  must  reach  both  the  profession  and  the  laity. 
It  will  require  time  and  repeated  effort,  but  it  must  be  done. 
We  can  do  for  cancer  what  has  been  done  for  tuberculosis. 
Information  should  be  distributed  by  pamphlet  or  reprint, 
rather  than  through  the  medium  of  the  newspaper.  It  can  be 
done  in  a  quiet  way  with  no  resulting  hysteria.  The  day  surely 
will  come  when  75  instead  of  25  per  cent,  of  cases  will  be  operable. 
Instead  of  curing  50  per  cent,  of  those  operated,  80  or  90  per  cent, 
will  be  saved. 

CONCLUSIONS. 

1.  Cancer  holds  fifth  place  as  a  cause  of  death  in  Michigan. 

2.  During  the  last  five  years  the  death  rate  due  to  cancer  in 
Michigan  has  increased  15  per  cent. 

3.  Among  gynecologic  patients  one  in  every  twenty-five  has 
cancer  of  the  uterus. 

4.  In  five-sixths  of  all  cases  of  cancer  of  the  uterus  the  disease 
is  primary  in  the  cervix,  and  in  one-sixth  of  the  cases  it  is 
primary  in  the  fundus. 

5.  The  age  limit  of  carcinoma  of  the  uterus  is  wide,  from 
twenty-eight  to  seventy-five  years.  The  average  age  is  forty- 
eight  years. 

6.  Carcinoma  of  the  cer\'ix  occurs  most  frequently  between 
thirty-five  and  fifty-five  years  of  age;  carcinoma  of  the  fundus 
between  forty-five  and  sixty-five  years  of  age. 

7.  Carcinoma  of  the  fundus  develops  over  a  longer  range  of 
years  than  carcinoma  of  the  cervix. 

8.  Patients  with  cancer  of  the  cervix  present  a  history  of 
child-bearing  in  92  per  cent,  of  all  cases.  Among  patients  wath 
cancer  of  the  fundus  the  percentage  is  72. 

9.  Cancer  of  the  uterus,  although  more  common  in  parous 
women,  may  develop  in  nulliparae. 

10.  Heredity  has  very  little  part  in  the  development  of  uterine 
carcinoma. 
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11.  Carcinoma  of  the  uterus  can  be  cured  by  operation.  In 
order  to  obtain  a  cure,  however,  the  diagnosis  must  be  made 
early. 

12.  The  early  diagnosis  of  carcinoma  of  the  uterus  depends  on 
giving  close  attention  to  the  earliest  symptoms.  An  increase  in 
bleeding  in  a  woman  approaching  the  menopause  demands  a 
careful  investigation  and  a  microsopic  examination  of  tissue 
from  the  cervix  and  fundus. 

13.  The  first  symptom  of  carcinoma  of  the  uterus  in  73  per 
cent,  of  cases  is  an  increased  menstrual  or  an  irregular  inter- 
menstrual discharge  of  blood. 

14.  Watery  and  foul  discharge  and  pain  are  symptoms  oc- 
curring at  a  later  stage  of  the  disease. 

15.  Carcinoma  of  the  uterus  occurs  in  many  healthy  and 
robust  looking  women.  Cachexia  occurs  only  in  advanced 
stages  of  the  disease. 

16.  The  radical  abdominal  operation  offers  the  only  absolute 
cure  for  carcinoma  of  the  cervix.  Carcinoma  of  the  fundus  can 
be  cured  by  a  less  radical  operation. 

17.  In  inoperable  cases  temporary  relief  can  usually  be  secured 
by  a  palliative  operation. 

18.  Most  of  the  patients  afflicted  with  this  disease  die  either 
from  some  terminal  infection  or  from  uremia. 

19.  To  obtain  earlier  diagnoses  the  profession  as  well  as  the 
laity  must  be  educated. 

20.  All  women  must  be  taught  that  the  menopause  means 
lessened  flowing,  and  that  any  increase  in  flowing  at  this  time 
may  signify  disease. 

2 1 .  An  organized  campaign  of  education  is  necessary  if  more 
patients  are  to  be  saved  from  cancer  in  all  its  forms. 

1 13 1  HtJsoN  Street,  East. 
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SYMPOSIUM  ON  THE  RADICAL  ABDOMINAL  OPERATION  FOR  CANCER 

OF  THE  CERVIX  OF  THE  UTERUS;  PRIMARY  RESULTS  AND  END 

RESULTS   (five-year  limit). 

Dr.  John  G.  Clark,  Philadelphia,  spoke  on  the  radical  ab- 
dominal operation  for  cancer  of  the  cervix  of  the  uterus,  based 
upon  forty  operations. 

primary    and   END-RESULTS   OF  FIFTY    RADICAL   OPERATIONS   FOR 
CANCER    OF   THE    UTERUS. 

Dr.  Reuben  Peterson,  Ann  Arbor,  in  speaking  of  the  primary 
results  stated  that  in  each  of  the  fifty-one  patients  operated  upon, 
the  diagnosis  of  carcinoma  of  the  uterus  was  confirmed  by  the 
microscope.  Cases  of  cancer  of  the  cervix  and  of  the  fundus  had 
been  grouped  together  and  also  considered  separately  as  far  as 
primary  and  end-results  were  concerned.  While  it  was  un- 
doubtedly true  that  cancer  of  the  fundus  was  much  more  ame- 
nable to  cure  by  the  radical  operation  than  cancer  situated  in  the 
cervix,  since  the  latter  extended  much  more  rapidly  through  the 
parametria  and  lymphatics,  he  believed  that  each  fundus  case 
should  be  subjected  to  as  thorough  an  operation  as  if  the  cervix 
were  diseased.  Notwithstanding  the  fact  that  the  radical 
operation  was  apt  to  be  easier  in  carcinoma  of  the  fundus,  owing 
to  the  greater  movability  of  the  uterus,  there  would  always  be  a 
higher  mortality  when  this  technic  was  employed  than  after  the 
ordinary  panhysterectomy. 

There  were  ten  deaths  in  the  fifty-one  cases  or  a  primary 
mortality  of  19.6  per  cent.  His  operative  experience  with  the 
radical  abdominal  operation  began  some  ten  years  ago,  and  until 
he  had  acquired  some  familiarity  with  the  technic  the  results 
were  very  discouraging.  This  was  shown  by  a  primar}^  mortality 
of  42.8  per  cent,  in  the' first  fourteen  cases.  In  the  last  thirty- 
seven  cases  there  were  but  four  primary  deaths,  a  mortality  of 
10.8  per  cent.  That  the  technical  difficulties  of  the  radical 
operation  were  much  greater  in  cancer  of  the  cervix  than  where 
the  fundus  was  affected  was  shown  by  the  great  difference  in 
primary  mortality  in  two  types  of  cases.  -In  forty  cases  of 
carcinoma  of  the  cervix  there  were  nine  deaths  or  a  primary 
mortality  of  22.5  per  cent.,  while  there  was  only  one  primary 
death  in  eleven  cases  of  cancer  of  the  fundus,  or  a  mortality  of 
9  per  cent. 
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The  high  primary  mortality  in  the  first  fourteen  cases  was  due 
to  a  prolongation  of  the  operations,  together  with  an  unnecessary 
loss  of  blood  due  to  a  failure  to  appreciate  how  venous  oozing 
could  be  avoided.  He  found  it  exceedingly  difficult  to  dif- 
ferentiate clinically  between  shock  by  itself,  usually  due  to  a 
prolonged  operation,  and  shock  due  to  the  same  cause  plus 
hemorrhage  or  persistent  oozing.  Four  of  the  six  deaths  could 
be  ascribed  to  shock,  one  to  peritonitis,  and  one  to  embolus. 
Since  each  of  these  causes  had  a  direct  bearing  upon  primary 
mortality  in  any  series  of  radical  abdominal  operations,  it  was 
best  to  consider  them  separately. 

Prolongation  of  the  operation  beyond  the  limit  of  safety  with 
an  operation  where  the  work  was  being  performed  in  close 
proximity  to  large  vessels  and  important  nerve  plexuses,  was  a 
potent  cause  of  shock,  especially  if  to  this  be  added  a  consider- 
able loss  of  blood  from  venous  oozing  deep  down  in  the  pelvis. 

Celerity  in  the  performance  of  the  operation  came  from  in- 
creased experience  with  the  technic,  as  was  shown  by  the  marked 
lowering  of  the  primary  mortality  in  the  last  thirty-seven  cases 
of  the  series.  These  cases  were  of  the  same  type  as  the  first 
fourteen  where  the  mortality  was  so  high,  yet  there  were  only 
four  primary  deaths  in  the  series,  or  a  primary  mortality  of  lO.S 
per  cent.  While  shortening  the  time  of  operation  from  two  and 
a  half  to  one  and  a  half  hours  or  even  less  in  some  cases,  probably 
had  much  to  do  with  lowering  the  primary  mortality,  it  was 
by  no  means  the  only  factor.  As  fear  of  wounding  the  ureters 
had  stood  in  the  way  of  wide  excision  of  the  parametria  in  the 
vaginal  operation  for  cancer,  so  in  the  radical  abdominal  opera- 
tion, fear  of  injuring  this  important  duct  prevented  clamping 
of  the  bleeding  veins.  This  resulted  in  considerable  loss  of 
blood,  prolongation  of  the  operation  and  resulting  shock.  In 
his  experience  venous  hemorrhage  was  most  frequent  in  three 
places,  from  the  transverse  vesical  veins  which  ran  across  the 
ureter,  the  veins  which  lay  in  close  proximity  to  the  uterus  and 
the  ureter,  and  finally  the  veins  posterior  to  the  uterus  lying  in 
close  connection  with  the  rectum. 

In  the  radical  operation  it  was  easier  to  guard  against  peritoni- 
tis and  against  shock.  This  was  best  accomplished  by  rendering 
the  vaginal  canal,  including  the  cancerous  cervix,  as  aseptic  as 
possible,  and  shutting  oflf  the  septic  portion  of  the  uterus  from 
the  abdominal  cavity  by  the  use  of  the  right-angled  clamps.. 
In  both  the  patients  dying  from  peritonitis  the  pelvic  cavity 
was  contaminated  by  tearing  through  the  necrotic  cervix  during 
its  removal.  However,  this  accident  occurred  a  number  of 
times  without  resulting  in  sepsis. 

Two  patients  died  from  pulmonary  emboli,  one  a  few  hours 
after  the  operation,  the  other  on  the  twenty-third  day,  the  latter 
originating  from  a  septic  thrombus. 

While  in  some  instances  cancer  of  the  uterus  might  recur  five 
years  or  more  subsequent  to  the  operation,  these  cases  were  so 
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rare  that  by  conimon  agreement  a  patient  was  pronounced  cured 
if  she  remained  free  from  the  disease  for  five  years  after  the  radi- 
cal treatment  of  the  condition.  However,  it  must  be  borne  in 
mind  that  in  determining  the  number  of  patients  permanently 
cured  by  the  radical  abdominal  operation,  it  would  not  do  to 
ascertain  that  such  patients  had  passed  the  five-year  period  and 
without  further  investigation  pronounce  them  cured  in  subse- 
quent reports.  They  must  be  continually  kept  track  of  and 
their  condition  accurately  determined  before  each  report  was 
made. 

Only  fourteen  cases  were  operated  upon  more  than  five 
years  ago,  two  more  than  at  the  time  of  his  last  report.  The 
same  statement  held  good  now  as  then  that  in  such  a  small 
series  of  cases  percentages  counted  for  little  and  were  only 
given   for    the    sake    of    comparison    with    subsequent   reports. 

Out  of  the  fourteen  cases  there  were  six  primary  deaths,  and  of 
the  eight  surviving  three  had  recurrences,  the  remaining  five 
patients  being  in  good  health  and  free  from  recurrence  five  years 
or  more  after  the  operation.  Six  patients  with  carcinoma  of 
the  cervix  survived  the  operation.  Of  these,  three  were  alive  and 
free  from  recurrence,  while  the  two  patients  with  carcinoma  of  the 
fundus  had  had  no  recurrence.  Peterson  had  made  a  summary 
of  the  fifty-one  cases,  which  showed  that  eight  patients  with 
carcinoma  of  the  cervix  had  died  from  recurrence  of  the  disease, 
while  one  died  of  tuberculosis.  Two  patients  with  carcinoma  of 
the  cervix  had  had  recurrences,  but  were  still  living.  One  patient 
had  a  recurrence  in  the  vaginal  vault  five  months  after  the 
operation.  Indurated  tissue  about  the  size  of  the  end  of  the 
thumb  was  removed  at  a  second  laparotomy.  Although  the 
tissue  was  shown  to  be  cancerous  by  a  microscopic  examination, 
the  patient  had  been  perfectly  well  and  free  from  recurrence  in  the 
two  and  a  half  years  elapsing  since  the  second  operation. 

Since  no  autopsies  had  been  performed  upon  any  of  the  eight 
patients  who  had  died  of  recurrences,  it  was  impossible  to  make 
any  authoritative  statement  as  to  the  exact  location  of  the 
recurrence  in  any  case.  It  was  impossible  to  state  whether  the 
disease  first  recurred  in  the  vaginal  cicatrix  or  in  the  glands. 

From  personal  examinations  of  seven  patients  out  of  the  eleven 
with  recurrences,  he  was  able  to  say  that  in  these  the  disease 
undoubtedly  returned  in  the  vaginal  cicatrix.  In  spite  of  all 
precautions  to  prevent  contamination  of  the  field  of  operation 
bv  gauze  packing  and  the  use  of  the  right  angled  clamps  below 
the  diseased  cervix  and  the  removal  of  a  wide  margin  of  vaginal 
wall,  there  was  still  great  danger  of  implantation  metastases 
during  the  operation. 

There  were  ten  recurrences  among  the  thirty- one  cases  of 
carcinoma  of  the  cervix  surviving  the  operations,  while  there  was 
only  one  recurrence  in  the  eleven  cases  of  carcinoma  of  the  fundus. 

Glands  were  removed  in  twenty-nine  and  not  removed  in 
twenty-two  cases.     The  excised   glands  were   all   subjected   to 
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microscopic  examination.  In  five  cases  only  were  metastases 
found.  Of  these  five  cases,  one  patient  died  from  the  operation; 
there  was  recurrence  in  three,  and  one  patient  was  still  living 
free  from  recurrence  three  years  after  the  operation.  Glands 
were  only  removed  if  it  was  judged  that  the  life  of  the  patient 
was  not  too  much  jeopardized  by  the  additional  time  required 
for  their  removal. 

As  to  the  percentage  of  operability  of  cancer  cases,  it  had  to  do 
directly  with  both  primary  and  end  results,  hence  was  germane 
to  this  discussion.  Jacobson  had  shown  conclusively  by  his 
statistics  that  the  percentage  of  operability  of  cancer  of  the  uterus 
by  the  radical  abdominal  operation  was  more  than  twice  as  high 
abroad  as  it  was  in  this  country.  This  meant  a  number  of  things. 
It  signified  that  we  had  not  educated  the  profession  or  patients 
as  to  the  necessity  of  early  examinations  for  the  detection  of  the 
disease.  It  also  meant  that  the  American  surgeon  must  oper- 
ate upon  a  larger  proportion  of  advanced  cases;  at  least  he  would 
not  have  as  many  early  cases  as  foreign  operators.  Primary  and 
end  results  would  be  correspondingly  worse  the  more  advanced 
the  cases  subjected  to  operation.  During  the  ten  years  he  had 
been  employing  the  radical  abdominal  operation  he  had  examined, 
in  his  university  and  private  clinics,  21S  cases  of  carcinoma  of  the 
uterus.  Of  these,  fifty-one  or  23.4  per  cent,  were  judged  to  be 
suitable  for  the  radical  operation.  Greater  experience  led  him 
to  the  conclusion  that  some  of  the  early  cases  were  too  far  ad- 
vanced for  this  operation.  On  the  other  hand,  he  thought  he 
missed  some  cases  which  could  have  been  so  operated  by  not 
making  the  decision  rest  upon  an  exploratory  laparotomy  rather 
than  upon  bimanual  examination. 

In  conclusion,  he  was  neither  elated  nor  discouraged  over  the 
results  set  forth  above.  He  had  saved  patients  who,  operated 
upon  by  older  methods,  he  was  quite  certain  would  now  be  dead. 
That  he  should  save  the  next  patient  he  operated  upon  he  was 
not  so  certain,  for  above  ever}^  other  operation  he  had  had  to  do 
with,  its  primary  and  end  results  were  the  most  doubtful. 

THE    RADICAL    ABDOMINAL    OPERATION    FOR    CARCINOMA    OF    THE 
CERVIX,   WITH  A  REPORT  OF  TWENTY-EIGHT  CASES. 

Dr.  Howard  C.  Taylor,  Xew  York  City,  said  that  theoretic- 
ally there  was  a  point  at  Avhich  a  cancer  was  a  local  process  and 
could  be  cured  surgically.  Practically  few  cases  were  seen 
sufficiently  early  to  get  this  cure. 

While  in  some  organs  it  was  difficult  to  diagnose  a  case  of 
cancer  sufficiently  early  to  get  a  cure,  the  examination  for  a 
possible  carcinoma  of  the  uterus  was  one  which  was  easily  made 
in  a  few  moments  without  special  pain  or  discomfort  to  the 
patient,  and  was  positive  in  its  findings,  and  it  should  be  the 
work  of  this  Society  to  devise  some  plan  by  which  we  got  these 
cases  early,  and  until  we  did  that  our  statistics  would  not  com- 
pare with  those  from  abroad. 
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During  the  years  1910-1911,  his  percentage  of  operability 
was  70  and  68  per  cent.  These  percentages,  however,  did  not 
really  carry  a  great  deal  of  information,  as  obviously  a  certain 
number  of  inoperable  cases  were  never  seen  by  the  specialist. 

It  was  important  that  all  doubtful  cases  should  be  examined 
under  an  anesthetic,  and,  if  necessary,  an  exploratory  laparotomy 
be  done.  If  nothing  further  was  accomplished  by  the  examina- 
tion under  an  anesthetic,  the  growth  could  be  cauterized,  and 
disagreeable   s^^mptoms  relieved   for   a   time. 

During  the  years  1910-1911,  that  is,  since  he  began  to  do  the 
radical  operation  as  the  routine  on  most  of  his  cases,  he  operated 
on  40  per  cent,  more  cases  than  during  any  two  previous  con- 
secutive years,  and  this  indicated  the  increased  possibility  of 
the  radical  operation  in  his  hands..  That  is  to  say,  more  cases 
that  were  further  advanced  were  operated  upon  by  the  radi- 
cal abdominal  operation  than  would  have  been  by  a  simple 
hysterectomy. 

In  regard  to  the  first  symptoms  of  the  disease,  among  the 
cases  on  which  he  did  an  ordinary  abdominal  hysterectomy  or  a 
vaginal  hysterectomy,  in  50  per  cent,  of  the  cases  the  symptoms 
lasted  less  than  three,  in  40  per  cent,  of  the  cases  between  three 
and  six  months,  and  only  in  10  per  cent,  have  the  symptoms  lasted 
for  more  than  six  months. 

In  comparison  with  these  figures,  on  the  cases  on  which  he  did 
a  radical  abdominal  operation,  the  first  symptoms  had  existed 
for  less  than  three  months  in  18  per  cent,  of  the  cases,  between 
three  and  six  months  in  42  per  cent,  of  the  cases,  and  over  six 
months  in  40  per  cent,  of  the  cases;  that  is,  the  percentage  of 
cases  operated  upon,  the  duration  of  whose  symptoms  had 
existed  for  six  months,  had  been  quadrupled  by  the  radical 
abdominal  operation  over  those  of  all  other  hysterectomies. 

Ahlhom,  from  a  clinic  in  Leipsic,  gave  for  corresponding  pe- 
riods, 54  per  cent.,  28  per  cent.,  and  18  per  cent.,  respectively. 
The  comparison  of  the  author's  percentages  with  those  of  Ahlhorn 
would  indicate  that  the  cases  in  this  country  that  were  operated 
upon  had  lasted  for  a  much  longer  time  than  those  in  Germany. 

In  an  analysis  of  eighty-three  detected  cases  of  carcinoma 
of  the  uterus  from  the  Board  of  Health  of  New  York,  it  was 
found  that  75  per  cent,  had  never  had  any  operation  whatso- 
ever, other  than  a  possible  cauterization,  and  25  per  cent,  had  had 
a  hysterectomy.  The.  number  of  cases  on  which  a  hysterectomy 
was  done  would  be  further  decreased  if  we  excluded  cases  that 
were  operated  upon  to  relieve  symptoms,  and  cases  of  carcinoma 
of  the  fundus. 

i  It  would  seem  from  a  consideration  of  these  percentages, 
that  it  would  be  possible  to  do  important  work  for  the  community 
by  getting  these  cases  earlier. 

Primary  Mortality. — The  author's  primary  mortality  in  the 
twenty-eight  cases  was  10.7  per  cent.  Of  the  three  deaths,  one 
died  eighteen  hours  after  the  operation  from  shock,  the  second 
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from  peritonitis,  and  the  third  from  some  cardiac  condition. 
Of  the  three  cases  operated  upon  previous  to  live  years  ago,  one 
case  was  known  to  be  dead,  the  others  were  not  located.  Of  the 
twelve  cases  operated  upon  previous  to  two  years  ago,  including 
the  three  just  mentioned,  six  were  known  to  have  died,  one  from 
the  operation,  five  from  recurrences,  and  six  cases  could  not  be 
found.  Of  the  eight  cases  operated  upon  between  one  and  two 
years  ago,  five  cases  had  died,  one  from  the  operation,  and  four 
from  recurrences,  three  cases  remaining  well  to-day.  Of  the  eight 
cases  operated  on  during  the  past  year,  two  cases  had  died,  one 
from  the  operation  and  one  from  recurrence,  four  remaining 
well,  and  two  cases  not  having  been  located. 

In  summarizing  the  author  drew  the  following  conclusions: 

1.  The  primary  mortality  of  the  radical  abdominal  operation  is 
not  such  that  it  should  deter  us  from  doing  the  operation. 

2.  The  percentage  of  operability  of  the  cases  that  come  under 
the  observation  of  an  operator  would  be  greatl}^  increased  by 
means  of  this  operation  over  the  simple  hysterectomy  as  formerly 
done. 

3.  The  end  results  would  never  compare  favorably  with  the 
end  results  reported  from  abroad  until  we  were  able  to  get  our 
cases  at  an  earlier  stage  of  the  disease,  and  that  our  justification 
for  doing  a  radical  operation  was  its  moderate  mortality  and  the 
relief  of  symptoms  in  a  disease  otherwise  hopeless. 

4.  That  our  most  promising  field  of  endeavor  on  the  subject  of 
carcinoma  of  the  uterus  should  be :  ( i )  More  reliable  and  complete 
statistics  on  operability,  the  community  operability,  primary 
mortality,  and  end  results.  (2)  A  well  regulated,  organized  plan 
of  campaign  in  order  to  get  our  cases  earlier  than  we  do  at  the 
present  time.  This  by  furthering  the  education  of  the  medical 
profession  and  the  public  at  large  and  by  the  routine  examination 
of  all  women  after  a  certain  age. 

THE    PROGNOSIS  IN  RADICAL  ABDOMINAL  OPERATION  FOR  UTERINE 

CANCER. 

Dr.  Fred  J.  Taussig,  St.  Louis,  said  the  question  of  prognosis 
in  cancer  of  the  cervix  could  be  considered  under  three  heads: 

1.  The  prognosis  before  operation  or  percentage  of  operability. 

2.  The  prognosis  of  the  operation  itself  or  operative  mortality. 

3.  The  final  prognosis  after  operation  or  percentage  6f  recurrence. 
The  prognosis  before  operation  resolved  itself  into  the  question. 

What  patients  were  in  the  absence  of  other  curative  methods 
hopelessly  doomed,  and  what  ones  had  still  a  chance  to  be 
helped  by  operative  removal  of  the  growth?  It  was  surprising 
how  meager  were  the  statistics  as  to  the  operability  of  cervical 
cancer  in  American  literature.  Sampson's  figures  of  39  per  cent, 
operability  in  412  patients  admitted  to  Johns  Hopkins  Hospital 
was  probably  higher  than  the  actual  number,  for  it  was  uni- 
formly true   that   many  hopeless    cases  came  only  to    the  dis- 
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pensary  aud  never  entered  the  hospital  for  even  palliative  meas- 
ures. The  author's  personal  tabulation  based  on  the  experience 
of  the  past  seven  years  showed  twenty-three  cases  subjected  to 
radical  operation  out  of  115  cases  examined  in  dispensary  and 
hospital  work.  Only  one  operable  case  refused  operation,  mak- 
ing a  percentage  of  operability  of  a  little  over  20  per  cent.  That 
he  had  been  unduly  conservative  in  setting  the  operative  indica- 
tions, no  one  would  possibly  claim,  for  he  had  certainly  erred  in 
the  opposite  direction. 

The  prognosis  of  the  operation  itself  depended  largely  upon  the 
general  condition  of  the  patient,  the  amount  of  the  involvement, 
and  not  to  an  inconsiderable  extent  upon  the  experience  and 
skill  of  the  operator.  Women  with  fatty  abdominal  walls  were 
particularly  bad  risks  for  an  operation  such  as  this,  requiring  a 
prolonged  Trendelenburg  position.  Where  cachexia  was  an  early 
symptom,  the  operative  shock  was  very  great  and  the  mortality 
high. 

For  purposes  of  analysis  the  operable  cases  could  best  be  grouped 
under  four  heads:  i.  Cases  in  which  the  positive  diagnosis  of 
cancer  could  only  be  made  by  the  microscope.  2.  Cases  with  a 
well-defined  ulcer  involving  a  greater  or  less  part  of  the  cervix 
but  without  parametral  involvement.  3.  Cases  with  cervix 
involved  and  extension  into  the  parametrium  or  the  upper  por- 
tion of  the  vagina,  but  still  partly  movable.  4.  Cases  with 
involvement  of  parametrium  almost  to  the  pelvic  wall  or  begin- 
ning bladder  infiltration,  but  still  not  hopelessly  inoperable. 

The  author  presented  a  total  of  sixty  cases.  Of  his  own 
twenty-three,  twelve  belonged  to  the  first  three  groups  and  only 
one  died  of  the  operation,  a  mortality  of  8  per  cent. ;  whereas  of 
the  far  advanced  cases  onh^  three  out  of  eleven  survived,  a  mor- 
tality of  72  per  cent.  This  clearly  showed  that  it  was  not  the 
operation  itself  that  was  so  dangerous,  but  the  unwise  extension 
of  operative  indications. 

The  cause  of  the  eighteen  operative  deaths  could  only  in  four 
instances  be  attributed  to  shock.  In  the  remainder  the  patients 
recovered  from  the  immediate  eflfects  of  the  operation,  but 
usually  developed  some  form  of  septic  infection.  In  eleven  of 
them  death  was  ascribed  to  this  cause  and  occurred  from  the 
third  to  the  fourteenth  day.  One  patient  each  died  from  cere- 
bral embolism,  nephritis,  and  myocarditis. 

Deducting  these  eighteen  deaths  from  the  total  of  sixty 
operations  we  had  left  forty-two  patients  to  be  studied  as  to 
the  number  and  time  of  recurrences.  In  two  instances  the  recur- 
rence was  noticed  as  early  as  the  second  month,  and  was  prob- 
ably due  to  an  incomplete  operative  removal  of  the  primary 
gro^vth.  Of  the  total  number  of  fifteen  recurrences,  twelve 
became  manifest  within  twelve  months  after  operation,  one 
developed  during  the  second  year,  one  during  the  third  year, 
and  one  patient  in  his  o\vn  series  did  not  develop  a  recurrence 
until  four  and  a  half  years  after  the  primary  operation.     There 
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were  nineteen  free  of  recurrence  out  of  forty-two  who  survived 
the  operations.  Six  of  the  nineteen  were  operated  on  within 
the  last  three  years  and  hence  were  too  recent  to  be  of  special 
value  in  these  calculations.  This  gave  three  free  of  recurrence 
after  three  years.  The  total  number  of  operations  in  this 
series  that  were  done  over  five  years  ago  was  fourteen. 

Considering  operations  done  more  than  four  years  ago  there 
was  a  total  of  twenty-five  with  a  mortality  of  six  or  24  per  cent., 
and  eight  free  of  recurrence.  Three  were  either  not  traced  or 
died  of  intercurrent  disease.  Taking  an  approximate  of  25  per 
cent,  operability  as  true  of  the  whole  series,  there  was  9.5  per  cent, 
absolute  cures. 

If  we  were  justified  in  drawing  any  conclusions  from  the  fore- 
going reports,  they  would  be  as  follows :  The  radical  abdominal 
operation  for  cervical  cancer  was  not  in  itself  a  dangerous  opera- 
tion. It  became  dangerous  only  in  advanced  cases,  owing  to 
the  attendant  complications,  septic  infiltration,  injury  to  the 
bladder  or  ureter,  bleeding,  prolonged  narcosis. 

The  percentage  of  recurrences  was  distinctly  less  after  this 
operation  than  after  simple  vaginal  hysterectomy.  It  should,  he 
believed,  be  employed  in  every  case  of  cervical  cancer  in  which 
there  was  no  special  contraindication  to  a  more  extensive  opera- 
tive procedure. 

In  far  advanced  cases  the  immediate  operative  risk  was  so 
great  and  the  likelihood  of  recurrence  such  that  these  patients  had 
better  be  classed  as  inoperable.  Out  of  fifteen  patients  in  this 
group  not  a  single  one  was  alive  to-day. 

The  fact  that  our  percentage  of  absolute  cures  was  small  as 
compared  with  German  or  Austrian  statistics  was  not  due  to 
greater  operative  mortality  or  to  narrowing  the  limits  of  opera- 
bility. It  was  not  due  to  lack  of  boldness  or  skill  on  the  part 
of  the  surgeon,  but  to  the  character  of  the  material  that  came  to 
him  for  operation.  The  women  were  negligent  of  early  symptoms 
and  the  average  practitioner  careless  of  diagnosis  or  inclined 
to  try  palliative  measures  until  the  disease  was  too  far  advanced. 
It  was  a  sad  reflection  on  the  intelligence  of  American  women 
and  the  American  practitioners  of  medicine  that  in  spite  of  the 
fact  that  many  really  inoperable  cases  were  attempted,  the 
percentage  of  operability  was  less  than  one-half  of  that  of 
the  average  German  clinic.  Only  by  improving  the  training 
of  the  average  practitioner,  by  the  extermination  of  quacks  and 
most  of  all  by  the  persistent  systematic  education  of  the  laity 
could  we  ever  hope  for  better  results. 

REMOTE    RESULTS    IN    ABDOMINAL    HYSTERECTOMIES    FOR    CANCER 

OF   THE    UTERUS. 

Dr.  Thomas  S.  Cullen,  Baltimore,  said  he  sent  out  more 
than  eighty-five  letters  to  gAmecologists  and  surgeons  of  the 
South  to  learn  their  results,  immediate  and  remote,  after  abdom- 
inal hvsterectomies  for  cancer  of  the  cervix.     A  larsfe  number 
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of  replies  were  received,  but  very  few  of  the  operators  had  had 
much  experience  along  this  line.  One  noticeable  feature  of  the 
replies  was  the  almost  uniform  lack  of  the  after  history  of  the  pa- 
tient. The  individual  was  either  lost  sight  of  or  the  surgeon  in  the 
midst  of  his  many  duties  did  not  take  time  to  locate  his  old 
cancer  cases  in  order  that  he  might  find  out  in  just  what  per- 
centage of  the  cases  he  had  been  able  to  effect  a  cure.  Several 
of  the  operators,  however,  reported  very  good  results,  among 
others  being  John  E.  Cannady,  Charleston-Kanawak,  West 
Virginia;  Lucius  E.  Burch,  Nashville;  J.  Garland  Sherrill, 
Louisville,  Kentucky;  and  J.  M.  Hundley,  Baltimore. 

Dr.  Cullen  had  performed  in  all  over  fifty  Wertheim  opera- 
tions.    The  more  recent  ones  he  did  not  refer  to  in  his  tabulation. 

He  reported  the  results  in  forty-eight  cases.  Immediate 
death,  eleven  cases;  remote  death  at  periods  varying  from  a  few 
months  to  five  years,  twenty  cases;  patients  lost  track  of,  five 
cases;  patients  living  and  well  at  periods  varying  from  one  to 
thirteen  years,  twelve  cases. 

Twenty-five  of  Dr.  CuUen's  cases  had  been  operated  upon 
over  five  years  with  the  following  results:  The  mortality  in  the 
first  twenty-five  cases  was  seven,  28  per  cent.;  in  the  succeeding 
twenty- three  cases,  four,  18  per  cent. 

vVith  the  early  detection  of  cancer  the  mortality  would  naturally 
be  lower. 

Immediate  death,  seven  cases;  not  located,  i  case;  remote 
death  at  periods  varying  from  a  few  months  to  five  years,  eleven 
cases;  living  and  well,  six  cases  or  24  per  cent. 

Length  of  time  since  operation  on  patients  that  have  passed 
the  five-yea,r  limit  and  were  perfectly  well:  H.,  December,  1905, 
equals  six  and  one-half  years;  H.,  April,  1904,  equals  eight 
years;  Y.,  January,  1904,  equals  eight  and  one-half  years;  D., 
August,  1903,  equals  eight  and  three-fourth  years ;  W.,  August, 
1902,  equals  nine  and  three-fourth  years;  K.,  June,  1899,  equals 
thirteen  years. 

Thus  in  24  per  cent,  of  Dr.  Cullen's  cases  operated  upon  over 
five  years  the  patients  were  living  and  well. 

He  suggested  that  each  3^ear  one  member  of  the  society  should 
be  designated  the  repository  for  the  results  of  the  abdominal 
hysterectomies  for  cancer  for  the  succeeding  year,  and  that  this 
material  be  analyzed  and  published  in  the  proceedings.  He  also 
urged  that  the  aid  of  the  Ladies  Home  Journal  and  Collier's 
Weekly  or  some  other  widely  read  papers  be  enlisted  in  order 
that  the  American  women  might  in  a  very  short  time  be  clearly 
impressed  with  the  great  advantage  ot  an  early  diagnosis,  in 
cancer  of  the  uterus. 

DISCUSSION. 

Dr.  John  A.  Sampson,  Albany,  stated  that  since  leaving 
Baltimore  in  the  spring  of  1905,  he  had  operated  upon  twenty- 
five  patients  for  cancer  of  the  cervix  by  the  radical  abdominal 
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operation.  Some  of  the  pelvic  lymph  nodes  were  removed  at 
twelve  operations,  and  these  were  examined  microscopically  in 
all  but  one  instance,  unfortunately  a  node  from  one  case,  which 
although  the  growth  apparently  contained  cancer,  was  lost. 
Metastases  were  found  in  one  or  more  nodes  in  seven  of  the 
twelve  cases  (eight  if  the  one  lost  was  counted  as  positive) .  It 
was,  therefore,  known  that  at  least  seven  of  the  twenty-five  cases 
had  metastases  in  the  pelvic  lymph  nodes  at  the  time  of  operation. 

Five  died  as  the  result  of  the  operation,  and  four  of  these  were 
advanced  cases;  in  one  the  trigonum  of  the  bladder  and  lower 
ends  of  both  ureters  were  resected,  in  another  a  portion  of  the 
right  external  iliac  vein  was  excised  for  the  extension  of  cancer 
about  it  from  a  metastasis  in  a  lymph  node,  in  another  several 
large  cancerous  lymph  nodes  including  a  large  lumbar  node  were 
removed,  in  another  a  portion  of  the  bladder  was  excised.  The 
fifth  was  less  extensive  than  the  above,  but  the  patient  was  in  a 
feeble  condition.  One  of  the  five  patients  died  in  a  few  hours 
after  the  operation,  and  the  other  four  died  from  four  to  seven 
days  afterward.  The  cause  of  death  in  all  four  was  apparently 
asthenia,  i.e.,  they  never  completely  rallied  from  the  shock  of  the 
operation.  In  his  experience  the  operation  in  the  favorable 
cases  was  attended  with  a  very  low  primary  mortality.  The 
appalling  high  primary  mortality  had  occurred  in  "over  the 
borderline  cases."  This  would  apparently  emphasize  the  im- 
portance of  not  operating  on  the  latter  cases  were  it  not  for  the 
fact  that  some  of  them  did  survive  the  operation  and  might  be 
cured. 

Only  one  instance  of  ureteral  fistula  occured  from  interference 
with  the  blood-supply  of  the  ureter  in  the  twenty  patients  surviv- 
ing the  operation,  and  this  closed  spontaneously. 

As  to  the  end  results  (five-year  limit)  eight  of  the  twenty-five 
patients  were  operated  upon  over  five  years  ago.  Two  of  these 
died  as  the  result  of  the  operation,  and  two  died  later  from 
recurrence.  Four  were  clinically  free  from  cancer  at  the  present 
time;  that  is,  four  of  eight  cases  operated  upon  and  of  six  sur- 
viving the  operation. 

He  briefly  referred  to  the  six  cases  surviving  the  operation. 

The  cases  were  too  few  in  number  from  which  to  draw  any 
definite  conclusions,  but  they  showed  that  apparently  unfavor- 
able cases  might  be  cured,  and  that  it  was  not  safe  to  give  a 
favorable  prognosis  in  an  apparently  early  case.  With  further 
experience,  we  would  learn  on  what  to  base  the  prognosis,  such 
as  the  origin  of  the  growth,  whether  from  the  portio  vaginalis  or 
within  the  cervical  canal,  its  type  inverting  or  everting,  its 
histological  structure;  the  age  of  the  patient,  whether  multipara 
or  nullipara,  etc. 

He  had  had  the  opportunity  to  obtain  autopsies  on  five  patients 

dying  from  recurrence,   including  the   tv.o   just  reported.     In 

three  the  immediate  cause  of  death  arose  from  the  compression 

of  the  ureters  by  cancer  extending  from  metastases  in  accessible 
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iliac  lymph  nodes.  In  the  fourth  there  was  an  extensive  local 
recurrence  in  the  field  of  operation  from  cancer  not  removed  at 
operation.  In  the  fifth  there  was  an  extensive  local  recurrence 
filling  the  pelvis  and  metastases  to  the  lungs,  heart,  one  kidney 
and  skin. 

He  believed  that  metastases  occurred  in  from  one-third  to  one- 
half  the  operable  cases,  and  that  while  glands  which  were  not 
readily  accessible  might  be  involved  as  well  as  accessible  ones, 
that  the  accessible  ones  were  first  and  most  frequently  involved, 
and  he  referred  especially  to  the  iliac  lymph  nodes  near  the  origin 
of  the  internal  iliac  vessels.  He,  therefore,  believed  that  these 
nodes  should  be  removed  when  the  condition  of  the  patient  would 
permit,  and  especially  in  the  apparently  early  cases  where  the 
operative  technic  was  easy,  and  the  patient  in  good  condition. 

Dr.  J.  Wesley  Bovee,  Washington,  D.  C.,  presented  bis 
statistics  in  radical  operations  for  cancer  of  the  cervix  uteri. 
On  March  31,  1898,  he  began  the  employment  of  radical  surgical 
treatment  of  cancer  of  the  uterus  under  the  stimulation  of 
Werder's  paper  that  had  appeared  the  month  before  in  the 
American  Journal  of  Obstetrics  (vol.  xxvii,  pages  289  and 

293)- 

The  operation  he  then  began  using  was  a  combination  of 
Werder's  and  the  one  proposed  by  Ries,  and  was  described  with  a 
report  of  his  first  fifteen  cases  in  the  American  Gynecological 
and  Obstetrical  Journal,  1901.  This  plan  was  modified  February 
22,  1902,  by  ligating  the  trunk  or  the  anterior  branch  of  the 
internal  iliac  arteries.  Occasionally  he  had  modified  it  by  sever- 
ing the  vagina  from  above  through  a  ribbon  compressed  and 
cooked  by  the  Downes  electrothermic  angiotribe. 

His  statistics  of  the  employment  of  broad  radical  excision  for 
cancer  of  the  cervix  down  to  three  years  ago  were  as  follows: 
Number  of  cases  operated  on,  thirty-six.  Mortality  of  operation 
was  as  follows:  shock,  five;  peritonitis,  two;  fecal  fistula-asthenia, 
fourteenth  day,  one;  renal  insufliciency,  one.     Total,  nine  cases. 

Died  from  recurrence  of  cancer  at  the  end  of  one  year,  one; 
at  the  end  of  eighteen  months,  one;  at  the  end  of  tw^enty-one 
months,  one;  at  the  end  of  two  years,  two;  at  the  end  of  three 
years,  one.     Total,  six. 

Died  from  other  diseases, — of  uremia  after  ureterocystotom}' 
at  time  of  operation  (lived  eleven  years),  one;  unknown  in- 
tercurrent disease  (lived  two  years),  one;  of  tuberculosis  (lived 
six  months),  one.     Total,  three. 

Number  living  for  more  than  three  years  without  recurrence, 
eight;  total  after  recovery  from  operation  and  not  traceable, 
ten. 

From  this  table  it  would  appear  that  twenty-seven  patients 
(75  per  cent.)  recovered  from  operation,  and  that  of  these  eight, 
or  practically  30  per  cent,  had  remained  well  for  more  than  three 
years.  The  exact  amount  of  time  they  had  lived,  apparently 
well,  after  operation,  was  for  one,  fourteen  years  and  two  months ; 
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one,  twelve  years  and  three  months;  two,  twelve  years;  one, 
nine  years  and  eight  months ;  one,  nine  years  and  one  month ; 
one,  seven  years  and  four  months;  and  one,  four  years  and  nine 
months. 

His  second  case  operated  on  April  4,  1898,  was  unique.  A 
cancerous  mass  was  found  surrounding  (in  the  broad  ligament) 
and  dilating  the  left  ureter.  The  mass  and  its  contained  portion 
of  tLe  ureter  were  removed  and  the  ureter  implanted  into  the 
bladder. 

The  late  Dr.  James  Carroll,  U.  S.  A.,  examined  the  specimen 
microscopically  and  reported  that  while  the  duct  was  not  in- 
volved in  the  malignant  process,  the  surrounding  mass  was  can- 
cerous. This  case  was  reported  in  his  article  of  1901.  The 
patient  was  readmitted  to  the  hospital  in  September,  1909. 
As  Dr.  Bovee  was  absent  from  home,  his  associate.  Dr.  G. 
Brown  Miller,  treated  her.  She  died  a  few  hours  after  admission, 
and  no  autopsy  was  made.  Dr.  Miller  believed  her  fatal  illness 
was  uremia,  and  the  speaker  wondered  if  a  defect  in  the  unnatural 
ureterovesical  junction  had  not  been  an  etiological  factor,  or  if 
cancer  had  not  recurred  in  the  kidney  or  kidneys.  But  assuming 
the  three  patients  died  from  intercurrent  disease,  and  the  ten 
that  were  not  traceable,  all  died  of  recurrences,  we  had  left 
eight  patients  that  had  lived  a  total  of  eighty-one  years  and  three 
months,  an  average  of  ten  years  and  two  months  since  operation, 
without  recurrence. 

The  practical  question  he  desired  answered  was  whether  such 
radical  surgical  procedures,  as  we  were  now  considering,  for  the 
treatment  of  cancer  of  the  cervix  uteri,  were  advisable.  While 
his  experience  was  small,  he  was  greatly  influenced  by  it,  and 
believed  the  saving  of  22  per  cent,  of  cases  for  an  average  of 
more  than  ten  years  was  a  strong  supportive  argument.  No 
doubt  each  member  had  several  cases  of  nonrecurrence  for 
years  follovring  vaginal  hysterectomy  for  cancer  of  the  cervax. 
He  frequently  saw  two  ladies  that  were  in  splendid  health,  whose 
carcinom.atous  uteri  he  thus  removed  more  than  seven  years 
ago.  But  he  would  reserve  that  operation  for  only  those  pa- 
tients whose  conditions  prohibited  the  employment  of  the  broad 
dissection  by  the  abdominal  route.  He  believed  that  improve- 
ments in  results  might  be  secured  not  alone  by  an  educational 
propaganda  calculated  to  bring  women  suffering  from  this  dis- 
ease to  operation  early,  but  by  changing  the  technic  in  two 
ways,  to  wit:  To  lessen  the  primary  mortality,  and  to  lessen 
contamination  during  the  operation.  For  the  latter  he  would 
recommend  the  use  of  the  cautery'  in  some  form.  In  his  work 
he  had,  since  1903,  employed  for  this  purpose  Dou-nes'  electro- 
thermic  angiotribe  which  he  had  found  to  be  a  very'  serviceable  in- 
strument. Ligation  of  the  trunks  of  both  internal  iliac  arteries 
or  of  their  anterior  branches,  if  large,  greatly  assisted  in  controll- 
ing hemorrhage,  an  important  matter.  He  was  less  an  advocate 
of  removing  the  pelvic  glands  than  formerly,  as  he  thought  it 
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markedly  increased  the  primary  mortality  rate  from  shock.  The 
time  of  the  operation  should  come  within  the  hour,  and  he  could 
do  so  if  not  much  time  was  used  in  dissecting  out  glands. 

Dr.  Joseph  Brettauer,  New  York  City,  stated  that  he  did 
his  first  Wertheim  operation  in  September,  1 902 ,  and  this  patient 
lived  until  1905.  Every  one  of  the  nineteen  other  cases  had  not 
passed  that  limit.  Three  were  alive  not  more  than  two  and  a 
half  years.  The  rest  all  died  between  two  and  three  years  after 
operation.  They  were  all  more  or  less  advanced  cases.  The 
ureter  was  resected  once;  the  bladder  was  resected  partially 
once,  but  so  far  as  he  could  learn  from  reading  their  histories  over, 
there  were  no  special  surgical  difficulties.  He  mentioned  one 
case  which  was  still  alive  and  apparently  very  well.  He  saw  her 
only  a  week  ago.  She  was  a  j^oung  woman,  who  was  operated 
by  one  of  his  assistants  during  the  summer,  and  on  his  return 
within  a  few  months  he  reexamined  this  patient  and  found  a 
recurrence  in  the  vaginal  fornix  in  the  scar.  He  readmitted  her 
and  removed  the  recurrent  disease  which  was  about  the  size  of 
a  walnut.  He  removed  it  easily  by  excising  the  free  adherent 
part  of  the  bladder  and  united  the  bladder  edges  again.  This 
was  four  months  after  the  primary  operation  and  the  patient  was 
now  perfectly  well.  This  was  the  greatest  satisfaction  which  he 
got  from  his  abdominal  work  for  cancer.  Two  patients  died  of 
primary  sepsis;  one  patient  died  of  secondary  hemorrhage. 

He  expressed  his  surprise  at  the  small  number  of  cases  of 
cervical  carcinoma  that  came  under  the  observation  of  all  mem- 
bers of  the  Society.  In  ten  years  in  a  material  comprising  over 
15,000  gynecological  cases  exclusively,  he  had  seen  twenty  in- 
operable cases  of  carcinoma  of  the  cervix,  and  nineteen  operable 
ones,  which  was  a  very  small  percentage  of  carcinoma.  He  did 
not  see  many  cases  of  carcinoma  of  the  cervix.  He  saw  one 
occasionally,  and  apparently  this  was  very  rare  in  the  ex- 
perience of  others.  He  well  remembered  the  time  when  in  th^ 
out-patient  department  of  the  clinic  there  was  not  a  day,  at  least 
one  or  two  days,  that  passed  without  seeing  a  case  of  carcinoma 
of  the  cervix. 

He  operated  on  a  woman  last  year  who  had  a  beginning  car- 
cinoma of  the  cervix  which  was  superficial,  and  yet  after  a  most 
radical  operation  (it  was  a  private  case)  she  had  a  very  large 
recurrence  high  up  in  the  pelvis,  which  was  found  inoperable. 

Dr.  Leroy  Broun,  New  York  City,  said  that  the  lesson  we 
were  to  learn  from  these  papers  and  the  discussions  was  that 
gynecologists  were  not  getting  their  cancer  cases  early  enough. 
The  percentage  of  operability  was  not  as  high  as  in  foreign  clinics. 
The  percentage  of  immunity  after  five  years  was  likewise  not  as 
high  as  in  foreign  clinics,  and  the  key  to  the  situation  was  that 
operators  did  not  get  these  patients  early  enough,  and  it  was 
necessary  to  educate  the  laity  in  the  various  communities. 

He  was  rather  impressed  with  the  condition  with  reference  to 
the  clinic  here  (Baltimore)  in  which  the  percentage  of  operability 


AMERICAN    GYNECOLOGICAL   SOCIETY.  625 

was  sixty-one.  There  was  nothing  of  that  kind  in  New  York; 
there  was  nothing  of  that  kind  in  Ann  Arbor  or  any  other  locality 
that  he  knew  of  in  this  countr}'.  The  reason  evidently  must  be 
one  of  education. 

In  looking  up  this  subject  some  time  ago  he  was  impressed 
with  the  fact  that  of  all  the  uterine  cancer  cases  applying  to  von 
Franque's  clinic,  33.8  per  cent,  were  operable;  in  Zweifel's  clinic, 
65.7  per  cent,  were  operable;  in  Hofmeier's  clinic,  52.2  per 
cent,  were  operable;  in  Bumm's  clinic  (Halle),  80  per  cent. 
were  operable;  in  Bumm's  (Berlin)  clinic,  65  per  cent,  were 
operable;  in  Sellheim's  clinic  72  per  cent,  were  operable;  in 
Henkel's  clinic,  75  per  cent,  were  operable;  in  Schauta's  clinic, 
59.5  per  cent,  were  operable,  and  in  Wertheim's  clinic,  50  per 
cent,  were  operable,  making  an  average  of  50  per  cent. 

Polosson  had  a  record  of  211  radical  operations  for  uterine 
cancer  even  at  that  time.  He  gave  only  percentages  by  series, 
as  follows: 

Operability.  Mortality.  Radical  cure. 

1  series  56  per  cent.  18  per  cent.  35  per  cent. 

2  series  86.8  per  cent.  13.7  per  cent.      61  per  cent. 

3  series  77-2  per  cent.  11 .3  per  cent.       6g  per  cent. 

4  series  75  per  cent.  20 . 6  per  cent.      Too  recent. 

Xo  clinic  in  America  could  show  such  a  high  percentage  of 
operable  cases. 

Peterson  stated  that  his  own  was  31.7  per  cent.  What  a 
difference  between  the  operability  that  we  have  in  this  country 
as  compared  with  that  abroad.  There  was  only  one  explanation, 
and  that  was  education  of  the  lay  people  and  impressing  upon 
general  ph3'sicians  the  importance  that  their  cases  should  be  sent 
early  for  operation.  He  believed  that  if  each  one  of  the  members 
when  he  left  the  meeting  for  home  made  it  a  point  to  attempt  to 
focus  attention  upon  this  one  thing  in  their  respective  com- 
munities, more  of  these  cases  would  be  sent  for  operation  early 
than  had  been  done  in  the  past.  Personally,  he  had  six  cases  to 
report,  with  one  death.  This  patient  died  after  a  prolonged 
operation  of  some  two  hours  and  a  half,  and  those  who  were  alive 
were  not  to  be  included  in  the  five-year  limit. 

Dr.  John  O.  Polak,  Brooklyn,  New  York,  said  he  had  been 
following  the  radical  operation  for  about  ten  years,  and  he  was 
frank  to  say,  that  as  far  as  any  statistics  he  could  get  of  his 
patients,  were  concerned,  he  had  not  a  single  patient  living  on 
whom  the  radical  operation  was  done.  This  might  be  due  to  a 
defect  in  his  procedure,  or  it  might  be  due  to  a  bad  selection  of 
cases,  but  his  results  had  been  that  of  all  the  radical  hysterec- 
tomies he  had  done  there  was  not  a  single  one  of  his  patients 
alive  that  he  could  trace.  Against  this,  he  had  four  patients 
alive  who  were  operated  on  b}'  the  Byrne  method,  one  having 
been  operated  nearly  nineteen  years  ago,  and  one  (the  shortest 
period)  having  been  operated  on  eight  years  ago.     These  were 
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all  cases  that  he  considered  practically  inoperable  by  any  radical 
procedure  and  that  was  the  reason  he  adopted  the  method  of  Dr. 
Byrne.  He  followed  out  a  technic  which  was  different  from  what 
was  understood  by  the  profession  at  the  present  time,  namely, 
that  the  cautery  dome  was  placed  in  position  and  the  tissues 
simply  cooked,  not  for  minutes,  but  for  practically  hours, 
leaving  simply  a  shell. 

With  reference  to  the  matter  of  not  getting  these  cases  early 
enough  for  operation,  it  was  an  odd  thing  that  in  his  own  clinic 
at  the  Long  Island  College  Hospital,  where  there  were  4000 
new  cases  a  year,  in  the  last  year  there  had  not  been  a  single 
operable  case  that  had  presented  itself,  operable  in  the  sense 
he  considered  operable,  such  as  two  or  three  cases  Dr.  CuUen 
had  mentioned  this  morning  that  had  lived  a  number  of  years. 

Dr.  Seth  C.  Gordon,  Portland,  said  he  remarked  to  Dr. 
Sampson  while  the  discussion  was  going  on  that  he  had  watched 
carefully  through  twenty-five  years  connection  with  the  Society 
that  at  each  meeting,  at  which  there  was  more  or  less  cancer  talk, 
he  believed,  taking  the  very  best  reports  that  had  been  made, 
they  had  not  shown  as  good  results  as  Dr.  Byrne  showed  during 
his  life  time.  As  Dr.  Polak  had  said,  it  was  really  cooking  the 
disease.  If  one  got  the  disease  early  he  could  cook  it  very  much 
more  than  if  he  got  it  late.  In  other  words,  he  stopped  absolutely 
the  infection  from  spreading  any  farther.  In  the  very  worst 
cases  one  did  absolutely  the  best  that  could  be  done  in  his  opinion 
under  any  circumstances.  The  extremely  advanced  cases,  no 
matter  what  was  done  for  them,  would  die.  If  they  did  not  die 
primarily,  they  died  very  soon  afterward.  The  only  hope  lay  in 
education  of  the  laity  and  early  removal  of  the  disease.  There 
was  no  question  in  his  mind  that  one  could  cure  cancer  of  the 
uterus  the  same  as  he  could  cure  cancer  of  the  lip,  but  it  must  be 
seen  and  operated  on  early.  He  thought  it  was  true  that  75  per 
cent,  of  the  operations  done  for  cancer  of  the  lip  were  followed  by 
no  return,  so  that  the  whole  matter  lay  in  education  of  the 
people  to  the  extent  of  getting  the  disease  early  and  making  com- 
plete removal.  But  if  one  waited  until  the  disease  was  thor- 
oughly established,  there  was  nothing  as  yet  that  approached 
the  record  of  Byrne. 

Dr.  I.  S.  Stone,  Washington,  D.  C,  stated  that  his  modesty 
prevented  him  from  answering  the  circular  letter  of  Dr.  CuUen. 
He  thought  it  was  hardly  worth  while  for  one  in  a  small  clinic 
to  report  two  or  perhaps  four  cases  that  had  not  exceeded  the 
five-year  limit,  and  he  decided  it  was  not  worth  while  to  answer 
the  letter  unless  he  could  point  to  cases  of  five  years  or  more  that 
had  lived  without  recurrence  of  the  disease.  He  knew  that  his 
patients  lived  many  years  longer  after  a  radical  operation  than 
they  otherwise  would,  and  consequently  he  was  encouraged  to 
do  radical  operations.  At  the  same  time,  he  was  not  unmindful 
of  the  fact  that  the  cautery  method  in  the  delayed  cases  was  far 
more  desirable  than  any  other  method  and  yielded  better  results. 
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Dr.  William  P.  Graves,  Boston,  had  done  the  Wertheim 
operation  for  cancer  of  the  cervix  in  eighteen  cases,  and  this 
covered  a  period  of  a  little  over  three  years.  He  had  followed 
Wertheim's  method  quite  closely.  Fortunately  he  had,  at  that 
time,  as  his  assistant  Dr.  Hutchins,  who  had  been  Dr.  Kelley's 
resident  physician  in  Baltimore,  and  who,  after  leaving  Baltimore, 
went  to  Vienna  and  saw  Wertheim  operate,  and  who  later 
assisted  Wertheim  in  Dr.  Kelly's  clinic,  so  that  Dr.  Hutchins 
knew  the  technic  of  Dr.  Wertheim  in  detail.  The  only  difference 
between  the  speaker's  method  and  that  of  Wertheim  was  the 
matter  of  preliminary  curetage.  Wertheim  cureted  at  the  time 
of  the  operation  without  ether,  but  the  speaker  had  found  it  more 
desirable  in  his  cases  to  curet  first  under  ether,  then  use  a  weak 
formalin  solution,  and  before  operation  apply  tincture  of  iodin. 
He  had  been  able  to  follow  all  of  his  eighteen  cases.  Of  the  living 
patients,  he  had  seen  all  within  four  months.  Among  eighteen 
cases  he  had  had  a  primary  mortality  of  two,  or  ii  per  cent. 
One  death  was  due  to  the  fact  that  he  had  operated  on  an  inoper- 
able case.  He  could  not  remove  all  of  the  cancerous  tissue,  and 
the  patient  died  from  delayed  shock  in  about  twenty-four  to 
thirty-six  hours.  The  other  death  was  due  to  carelessness.  Ten 
patients  were  living  without  recurrence,  and  eight  were  dead. 
Two  died  immediately  after  operation,  and  six  had  died  from^ 
recurrence. 

Dr.  Hugo  Ehrenfest,  St.  Louis,  called  attention  to  what  he 
considered  a  fallacy  in  comparing  the  results  of  operations  as 
they  were  found  in  the  reports  of  German  clinics  with  the  results 
obtained  in  America.  Early  diagnosis  was  the  crucial  point, 
and  education  of  the  public  was  the  one  factor  which  led  to  early 
diagnosis.  Illiteracy  was  more  prevalent  in  European  countries 
than  in  America,  and  to  feel  that  early  diagnosis  was  entirely 
dependent  upon  the  education  of  the  public  was  wrong.  It  was 
not  so  much  the  education  of  the  public  as  it  was  the  well-adver- 
tised name  of  a  clinic.  This  was  the  difference  in  his  opinion. 
The  practice  of  a  man  like  Wertheim  had  much  more  to  do  with 
the  early  diagnosis  of  cancer  and  with  the  early  consultation  of 
women  who  had  any  sort  of  female  trouble  than  the  education  of 
the  public  at  large.  If  the  Johns  Hopkins  Hospital  had  such  a 
high  percentage  of  operability,  he  did  not  know  how  much  the 
work  of  Kelly  and  Cullen  had  to  do  with  the  factor  of  the  high 
operability,  but  possibly  a  great  deal,  and  it  was  not  so  much 
due  to  the  fact  that  the  population  in  Baltimore  had  been 
educated  in  regard  to  the  early  symptoms  of  cancer.  Women 
here  did  not  go  to  the  clinics  for  all  the  ills  they  had.  They  went 
to  the  general  surgeon  and  he  was  probably  not  as  much  interested 
in  the  early  symptoms  of  cancer  as  was  the  gynecologist. 

Dr.  E.  E.  Montgomery,  Philadelphia,  stated  that  his  experi- 
ence in  the  treatment  of  cancer  was  that  we  had  very  much  yet 
to  learn  from  the  pathologist  and  as  to  the  best  methods  of  its 
treatment.     He  had  seen  cases  in  whom  the  condition  was  such 
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that  he  had  little  hope  of  their  recovery,  and  yet  had  operated  on 
them,  doing  either  the  vaginal  or  abdominal  operation  as  the 
conditions   of   the   patients   seemed   to   make   most   desirable, 
and  had  found  that  these  patients  lived  for  a  number  of  years; 
some  of  them  still  living  after  more  than  ten  years  without 
any  recurrence  of  the  disease.     He  had  seen  other  cases  in  which 
the  disease  occupied  either  the  body  of  the  uterus  or  the  vaginal 
portion  of  the  cervix,  in  which  it  was  slight  indeed,  and  in  which 
his  experience  would  lead  him  to  say  that  here  was  a  case  in 
which  we  might  hope*  for  a  radical  cure,  and  yet  within  a  few 
months  afterward  there  would  be  recurrence  of  the  disease  and 
death  of  the  patient.     There  was  no  question  as  to  the  advisa- 
bility of  doing  as  radical  an  operation  as  possible,  of  operating  in 
healthy  tissue,  going  beyond  those  points  in  which  the   disease 
first  manifested  its  tendency  to  recurrence.     In  carcinoma  of  the 
cervix,  as  in  carcinoma  of  the  mammary  gland,  it  was  not  an 
unusual    thing   to    find    a    blocking    of  the    lymphatics  which 
led    to    regurgitation    of    the    lymphatic    fluid    and    carrying 
back   of    the    disease,    so    that    we    might    have    consequently 
involvement  and  recurrence* in  the  vagina  at  some  point  rather 
remote  from  the  point  at  which  the  disease  was  originally  found. 
For  this  reason  it  seemed  to  him  that  as  much  of  the  vagina  should 
'  be  removed  as  possible.     He  did  not  believe  there  was  much  ad- 
vantage in  the  dissection  of  the  lymphatic  glands  of  the  pelvis 
in  carcinoma.     The  investigations  of  Schauta   and  others  had 
demonstrated  that  the  lymphatic  glands,  remote  from  the  uterus, 
those  which  were  not  readily  removable,  were  quite  as  frequently 
involved  as  those  which  were  close  to  the  organs,  and  where  we 
found  there  was  lymphatic  involvement,  it  was  likely  that  the 
disease  would  recur  very  shortly,  and  it  made  no  difference  how 
radical  the  operation.     Again,  it  had  been  demonstrated  by  what 
had  been  said,  and  by  the  experience  of  many  men  that  an 
apparent  involvement  of  the  lymphatic  glands  was  not  always 
necessarily  an  indication  of  its  being  carcinoma;  that  in  the 
secondary  conditions  which  were  associated  with  the  carcinoma 
the   glands   might  be   infected  from  other  conditions  entirely 
rather  than  from  the  carcinoma  itself.     He  had  seen  cases  in 
which  there  had  been  evident  involvement  of  the  glands  of  the 
abdomen,  and  yet  these  patients  had  gone  for  years  subsequently 
without  recurrence.     He  remembered  very  well  a  patient  on  whom 
he  operated  in  1900,' and  the  physician  with  whom  he  saw  this 
patient  was  rather  inclined  to  resent  the  fact  that  he  had  advised 
hysterectomy.     She  was  a  single  woman.     She  had  an  extensive 
carcinoma  of  the  cervix,  and  he  operated  upon  her.     She  lived 
some  three  years  afterward,  when  there  was  recurrence  of  the 
disease  in  the  abdominal  scar,  without  any  involvement  of  the 
vagina  or  other  portions  of  the  pelvic  structures.     This  recur- 
rence in  the  abdomen  was  operated  upon  by  the  excision  of  a 
considerable  portion  of  the  abdominal  wall,  and  it  was  found 
that  the  mass  of  disease  here  was  adherent  also  to  a  coil  of 
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intestine  beneath;  that  the  mesenteric  glands  in  the  immediate 
vicinity  were  involved.  A  portion  of  the  involved  intestine  was 
excised,  an  anastomosis  made,  the  abdominal  wound  closed, 
and  the  woman  lived  three  years  before  recurrence  took  place, 
and  then  it  occurred  in  the  vagina. 

Dr.  Charles  M.  Greex,  Boston,  spoke  of  one  case  which 
afforded  a  lesson.  This  particular  patient  came  to  his  office 
sixteen  years  ago,  the  da}^  before  he  was  going  away  for  his 
summer  vacation.  She  had  no  idea  that  she  had  cancer.  She 
was  a  widow  who  had  one  child  and  said  she  had  contemplated 
a  second  marriage  and  would  like  to  be  examined  to  see  if  she  was 
well  before  she  married  again.  He  inquired  as  to  any  possible 
disturbance  of  health,  and  the  statement  was  made  that  for  the 
last  two  preceding  menstrual  periods  she  had  a  flow  which  was  a 
little  more  than  usual  in  amount,  but  other  than  that  she  was 
perfectly  well.  On  examination  he  found  what  seemed  to  be 
pretty  well  advanced  carcinoma.  As  he  was  going  away  he 
referred  the  case  to  a  colleague  who  removed  the  uterus  by 
vaginal  hysterectomy.  He  was  told  by  his  colleague  later  that 
he  did  not  know  whether  there  would  be  a  recurrence  or  not. 
He  was  skeptical  about  it.  The  patient  was  not  seen  again  until 
this  spring.  She  had  lived  sixteen  years,  but  she  then  had  gen- 
eral abdominal  carcinomatosis.  He  was  reminded  of  this  case 
by  what  Dr.  Montgomer)^  had  said.  The  operation  was  a  success 
for  sixteen  years,  with  no  evidence  of  any  recurrence  about  the 
pelvis. 

What  could  be  done  in  the  way  of  educating  women?  In 
a  recent  popular  lecture  to  women  he  advised  every  woman  who 
had  ever  borne  children,  to  present  herself  for  examination  every 
six  months,  as  we  were  told  we  should  go  to  a  dentist  periodi- 
cally for  examination  of  our  teeth.  It  was  know^n  that  carcin- 
oma would  get  under  headway  in  six  months,  and  if  every  woman 
who^had  ever  borne  children  would  present  herself  as  often  as 
once  in  six  months  for  vaginal  inspection,  we  might  get  a  good 
many  of  these  cases  early  enough  to  do  something. 

Dr.  Sidney  A.  Chalfaxt,  Pittsburg  (by  invitation),  said  that 
it  was  not  the  custom  of  Dr.  Simpson  to  do  the  radical  Wertheim 
operation.  ..>  Of  the  cases  embracing  the  five-year  limit,  they  had 
had  thirty'^cases  admitted.  Of  these  only  nine  were  suitable 
for  the  radical  operation.  Of  these  nine,  three  died  as  a  result 
of  the  operation;  one  died  later  of  pneumonia  at  the  end  of  one 
year;  one  died  five  years  after  operation  of  recurrence;  and  one 
died  five  and  a  half  years  after  operation.  Of  the  nine  cases, 
there  were  three  living  and  well  at  the  end  of  three  years. 

In  regard  to  the  Byrne  operation,  out  of  thirty  cases,  four 
Ijb  were  considered  inoperable,  so  far  as  radical  operation  was  con- 
I^B  cemed.  These  four  had  high  amputation  of  the  cervix  with  the 
IH  cautery.  Of  these  four,  one  was  living,  and  well  at  the  end  of 
IV  seven  years;  another  one  was  living  and  well  at  the  end  of  six 
IH         years.     This   case    was  rather  interesting.     The   woman  came 
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in  at  the  end  of  four  years  during  Dr.  Simpson's  absence  from  the 
city,  complaining  of  an  inguinal  hernia.  Operation  was  done 
for  the  hernia  and  this  gave  an  opportunity  for  examining  the 
pelvis,  and  no  evidence  of  cancer  was  found  at  the  time.  She  is 
still  living  and  well. 

The  technic  of  the  operation,  as  performed  by  Dr.  Simpson, 
was  similar  to  that  Dr.  Werder  recently  described,  except  he  did 
not  use  the  Downes'  clamps  on  the  uterine  artery.  The  cervix 
was  cureted  and  cauterized  and  closed  and  circumcized  with 
the  cauter>',  and  the  operation  completed  from  above.  In 
certain  cases  where  the  patients  did  not  seem  to  be  good  risks 
for  the  combined  operation,  the  vaginal  operation  had  been  done, 
but  the  exact  percentage  of  success  of  those  operations  he 
could  not  give  at  the  present  time. 

Dr.  George  H.  Noble,  Atlanta,  submitted  the  results  of  his 
work  in  this  field.  He  had  intended  to  send  this  to  Dr.  Cullen, 
but  he  did  not  get  in  his  report  early  enough.  For  that  reason 
Dr.  Cullen  did  not  have  it  in  his  paper. 

Of  late  he  had  not  been  doing  as  much  work  in  carcinoma  of 
the  cervix  as  he  did  some  years  ago,  because  he  would  either 
hear  from  the  patients  that  they  had  a  recurrence,  or  that  death 
had  occurred.  He  did  quite  a  radical  operation  always,  but 
performed  it  under  protest.  In  looking  up  his  statistics  he  was 
much  surprised  to  find  that  they  were  much  better  than  he  had 
any  idea  of.  Of  the  cases  operated  upon  over  five  years  ago  for 
carcinoma  of  the  cervix  there  were  thirty-eight.  Of  this  number, 
there  were  thirteen  living.  He  was  unable  to  trace  six  of  the 
cases,  and  it  was  a  fair  statement  to  make,  that  if  one  could  not 
trace  these  cases  they  were  apt  to  be  in  another  world.  He  would 
say,  however,  they  were  private  patients.  He  made  no  effort 
to  trace  patients  who  came  to  the  college  clinic  or  to  the  city 
hospital,  because  in  Atlanta  they  had  a  floating  population,  and 
there  were  so  many  negroes  who  changed  their  names  every  time 
they  moved,  so  that  one  could  not  tell  where  they  were  and  what 
became  of  them. 

As  to  the  technic  of  the  operation,  it  was  very  much  like  the 
Wertheim.  Years  ago  he  used  to  scrape  off  all  necrotic  tissue 
and  then  cauterize,  but  it  required  so  much  time  to  do  this 
that  he  simply  adopted  the  use  of  the  cautery  w4th  some  such 
apparatus  as  the  Downes,  going  into  the  abdomen,  and  making 
a  thorough  eradication.  As  a  matter  of  interest,  in  two  of  the 
cases  he  resected  the  external  iliac  arter}^  In  two  or  three  cases 
he  resected  the  ureters,  but  this  was  a  thing  that  did  not  do  much 
good.  In  six  cases  he  resected  the  bladder.  He  thought  a 
great  many  cases  of  recurrence  of  the  disease  were  due  to  the 
fact  that  the  operator  did  not  clean  out  the  lymphatics  and  the 
vessels  in  the  lower  border  of  the  broad  ligaments  by  the  side  of 
the  vagina  and  did  not  remove  enough  of  the  vagina  and  bladder. 
The  recurrence  in  most  of  these  cases  was  in  the  scar  at  the  edge 
of  the  vagina,  and  not  the  bladder.     He  found  in  the  cases  in 
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which  he  cleared  the  side  of  the  pelvis  below  the  level  of  the 
ureters  thoroughly,  removing  a  considerable  portion  of  the  va- 
gina and  resecting  the  bladder,  the  results  were  better.  He  might 
add,  out  of  this  number  of  cases  there  was  one  death  direct  from 
the  operation.  He  had  had  other  deaths  in  patients  who  had 
not  gone  over  the  five-year  limit.  In  this  particular  series 
or  set  of  cases  one  death  was  directly  due  to  shock  from  the 
operation,  the  patient  dying  within  forty-eight  hours. 

Dr.  John  G.  Clark,  Philadelphia,  in  closing  the  discussion, 
stated  that  the  statistics  that  had  been  brought  out  pointed  in 
his  mind  to  the  fact  that  we  might  use,  at  the  present  time, 
more  discretion  in  the  type  of  operation  that  was  done.  In  the 
first  place,  that  in  perhaps  th.e  earlier  cases  that  had  been  re- 
ported, where  no  mortality  occurred,  we  might  do  the  very  radical 
type  of  operation,  but  in  the  more  advanced  cases  we  should 
resort  to  the  cautery  method,  and  so  forth.  In  other  words, 
his  notion  to-day  was,  after  listening  to  the  discussion,  and  his 
review  of  the  literature,  that  he  could  be  a  little  more  liberal  in 
his  choice  of  what  operation  he  would  do,  because  when  one  took 
van  Knott's  simple  vaginal  hysterectomy  cases  with  15  per  cent, 
recoveries  as  compared  with  Wertheim's  absolute  cures  of  19 
per  cent.,  there  was  not  such  a  wide  difference  as  one  expected. 
Therefore,  he  should  not  be  as  radical  as  he  had  been  in  former 
years. 

Dr.  Reuben  Peterson,  Ann  Arbor,  in  closing,  said,  What 
was  the  use  of  van  Knott  getting  15  per  cent,  recoveries  if  he 
could  get  no  per  cent.?  This  did  not  help  him  any.  He  did 
not  save  any  patients  by  vaginal  hysterectomy  for  cancer.  The 
only  reason  he  kept  on  performing  the  operation  was  because  he 
had  saved  some  women  which  by  other  methods  he  lost.  He 
had  not  saved  any  of  them,  and  he  was  talking  now  about  car- 
cinoma of  the  cervix. 

He  had  learned  a  lot  from  this  discussion.  He  was  encouraged 
by  it.  It  was  much  more  favorable  with  regard  to  the  end  results 
than  he  had  hoped.  He  was  encouraged  with  regard  to  the 
primary  mortality  in  the  hands  of  other  men.  He  was  encouraged 
also  to  pursue  radical  operations  on  cases  that  he  thought  were 
hopeless.  Dr.  Taussig  had  brought  out  that  fact  and  also  Dr. 
Sampson.  In  cases  where  the  cervix  was  necrotic,  and  there 
was  hardly  a  shell  left,  and  one  picked  out  the  disease  with  forceps 
and  thought  the  patient  had  no  chance,  but  on  account  of  a 
different  type  of  carcinoma  that  patient  would  live,  and  the  other 
case  that  one  thought  was  a  good  case  for  operation  would  die, 
so  this  led  him  to  go  on  with  this  operation. 

He  was  very  much  interested  in  what  had  been  said  with 
reference  to  the  Byrne  operation  for  cases  that  were  inoperable. 
He  intended  to  try  it,  because  other  methods  had  not  been 
satisfactory  in  his  hands  for  the  inoperable  cases. 

Dr.  Howard  C.  Taylor,  New  York,  in  closing  said  he  had 
gotten  a  good  deal  of  help  along  certain  lines  as  he  had  felt 
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somewhat  discouraged  with  regard  to  the  end  results  of  the 
operation.  There  was  no  question  at  all  that  the  results  had 
been  discouraging,  as  was  pointed  out  by  Dr.  Peterson.  It  did 
not  make  any  difference  what  operation  was  done,  if  the  surgeon 
did  not  get  the  cases  early,  he  could  not  cure  them.  Some 
means  must  be  devised  whereby  these  cases  could  be  operated 
on  early,  and  women  generally  should  be  educated  with  regard 
to  carcinoma  of  the  cervix.  Dr.  Greene  had  used  the  same 
argument  he  had  often  used,  namely,  he  considered  it  necessary 
to  go  to  a  dentist  once  in  six  months,  and  this  was  merely  to 
avoid  the  formation  of  a  cavity  or  losing  a  tooth.  Think  of 
what  this  meant  to  a  woman.  It  was  a  question  of  life,  and  not 
one  of  losing  an  organ.  It  was  often  more  important  for  her 
to  go  and  find  out  and  to  know  that  everything  was  all  right ;  it 
could  be  determined  easily,  and  if  women  knew  how  much 
this  meant  to  them  they  would  be  wdlling  to  submit  themselves 
periodically  for  inspection. 

Dr.  Fred  J.  Taussig,  St.  Louis,  in  closing  said  there  were 
only  two  points  he  wished  to  bring  out,  and  one  was  the  manner 
in  which  these  statistics  were  collected  with  regard  to  Western 
surgeons.  Perhaps  that  term  w^as  a  misnomer  in  so  far  as  all 
but  five  out  of  the  sixty  operations  included  in  this  tabulation 
were  done  by  St.  Louis  gynecologists.  Most  of  these  men 
were  well  known  to  the  members,  they  had  done  the  t}'pical 
operation,  he  had  witnessed  their  work,  and  knew  that  the  cases 
included  in  this  list  were  actual  radical  abdominal  operations. 

The  subject  received  a  great  deal  of  discussion  in  the  early 
part  of  1902-1903  at  several  of  their  meetings,  so  that  there  was 
no  question  as  regards  the  character  of  the  operation  that  had 
been  done  by  these  men. 

In  the  second  place,  he  wanted  to  speak  of  the  educational 
work  they  were  doing  in  St.  Louis.  They  were  in  a  particularly 
fortunate  position  in  having  at  St.  Louis  a  hospital  which  was 
devoted  primarily  to  the  treatment  of  cancer  cases,  and  it  was 
also  a  free  hospital.  Dr.  Gellhom  and  he  had  been  particularly 
interested  in  this  educational  problem,  and  they  had  had  the 
permission  of  the  board  of  directors  to  institute  a  s^^stematic 
education  of  the  public  and  of  the  medical  profession  of  Missouri. 
They  were  confining  their  efforts  to  Alissouri,  and  they  hoped  in 
five  years  from  now  to  give  results  as  the  result  of  the  educational 
movement.  The  manner  in  which  this  was  done  was  threefold. 
In  the  first  place  the  various  county  societies  were  interested 
in  this  subject,  and  members  of  the  staff  went  to  the  county 
societies  and  delivered  talks  not  usuall}^  upon  the  subject  merely 
of  cancer  of  the  uterus,  because  this  was  only  one  of  the  many 
forms  of  cancer  concerning  which  education  was  necessary,  but 
upon  the  subject  of  cancer  in  general.  A  second  form  of  edu- 
cation they  had  employed  was  that  of  educating  nurses.  He 
had  given  two  talks  in  St.  Louis,  before  the  Graduate  Nurses 
Association  and  Visiting  Nurses  Association,  impressing  upon 
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them  the  early  symptoms,  particularly  of  those  forms  of  cancer 
which  appeared  in  women,  breast  and  uterine  cancer,  and  in 
uterine  cancer  concerning  which  he  had  printed  a  small  leaflet 
that  could  be  safely  distributed  by  them  among  such  women 
as  they  might  have  occasion  to  visit  for  other  purposes.  The 
visiting  nurses  particularly  were  distributing  among  women  of 
the  city  literature  concerning  tuberculosis,  and  at  the  same  time, 
such  leaflets  concerning  cancer  could  be  distributed  with  pro- 
priety. In  the  third  place,  they  had  been  bold  enough  in  St. 
Louis  to  have  lectures  given  by  members  of  the  medical  profes- 
sion before  the  laity.  He  felt  they  had  been  verv'  remiss  in  their 
duty.  They  had  been  afraid  of  what  their  confreres  would 
think  of  them,  and  perhaps  they  had  been  unusually  fortunately 
placed  because  of  having  a  free  institution  to  which  these  patients 
could  be  sent,  and  there  could  be  no  thought  of  any  personal 
profit  in  the  giving  of  such  talks. 

Dr.  Thomas  S.  Cullen,  in  closing,  stated  that  when  Dr.  Xeil 
undertook  the  location  of  his  patients  and  to  find  out  the  after- 
results  of  operations,  g^'necologists  became  pessimistic  and  as 
the  reports  came  in  this  pessimism  cleared  up.  He  agreed  with 
Dr.  Peterson  that  it  was  not  an  operation  that  one  was  eager  to 
perform. 

Replying  to  a  question  asked  by  Dr.  Peterson,  he  said  general 
surgeons  in  replying  to  his  circular  letter  complained  that  they 
did  not  get  the  cases.  Women  evidently  know  where  to  go. 
There  was  no  harder  operation  in  abdominal  surgerv*  than  that 
of  the  removal  of  cancer  of  the  cervnx,  and  surger>-  of  the  upper 
abdomen  in  comparison  with  it  was  mere  child's  play,  so  there 
Avas  no  likelihood  of  cancer  of  the  uterus  and  cancer  of  the 
cervix  falling  into  the  sphere  of  general  surger}'  unless  the  opera- 
tions be  done  by  general  abdominal  surgeons.  He  imagined  it 
would  be  a  good  scheme  for  those  who  thought  that  the  cautery' 
operation  was  the  one  to  do,  to  perform  it.  On  the  other  hand, 
those  who  thought  the  Wertheim  operation,  or  the  radical 
abdominal  operation  was  the  proper  one,  should  do  it.  Then 
each  man  having  quite  a  number  of  cases  could  compare  notes 
and  gradually  come  to  the  point  where  we  were  able  with 
fair  accuracy  to  tell  which  method  would  give  us  the  best 
results. 

Dr.  Bovee,  in  closing,  desired  to  emphasize  the  very  small 
percentage  of  operable  cases  among  those  that  were  seen;  also 
the  necessity  for  studying  the  characteristics  and  the  life  historv' 
of  cancer  of  the  uterus. 

At  the  conclusion  of  the  discussion.  Dr.  Reuben  Peterson 
moved  that  the  three  men  who  had  been  doing  the  most  in 
regard  to  the  propaganda  of  cancer  of  the  uterus,  namely,  Drs. 
Broun  and  Taylor  of  Xew  York,  and  Taussig  of  St.  Louis,  be 
appointed  a  committee  with  this  specific  object  in  view;  that 
they  draw  up  a  plan  of  action  and  present  it  at  the  next  meeting 
of  the  Council,  which  would  take  place  in  November  or  December, 
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and  that  the  Council  be  empowered  by  the  Society,  after  looking 
over  the  plan,  to  take  what  action  it  might  see  fit. 
This  motion  was  seconded  and  carried. 

SYMPOSIUM    ON   THE    END    RESULTS    (tWO-YEAR   LIMIT)   OF  OPERA- 
TIONS  FOR    COMPLETE    PROCIDENTIA    OF   THE    UTERUS. 

(a)  In  child-bearing  women. 

(b)  In  women  after  the  menopause. 

CONSIDERATION    OF    THE    MODERN    METHODS    OF    TREATMENT    OF 

PROLAPSUS    UTERI    WITH   THEIR    ADVANTAGES    AND 

DISADVANTAGES. 

Dr.  E.  E.  Montgomery,  Philadelphia,  in  a  paper  with  this 
title  emphasized  particularly  that  no  one  operation  was  applic- 
able to  every  form  of  displacement,  as  in  some  it  affected  the 
anterior  wall  of  the  vagina,  in  others  the  posterior,  and  in  still 
others  the  uterus,  which  protruded  through  the  vagina.  In 
those  cases  of  displacement  of  the  posterior  wall  of  the  vagina, 
commonly  known  as  rectocele,  the  condition  was  primarily 
relieved  by  the  employment  of  plastic  operations  upon  the 
posterior  segment  of  the  pelvic  floor.  The  simplest  procedure 
was  to  lift  a  flap  of  the  posterior  wall  of  the  vagina,  pushing 
backward  the  tissues,  often  even  the  peritoneum,  and  bringing 
between  the  rectum  and  vaginal  flaps  the  levator  ani  muscles; 
in  other  words,  a  rectovaginal  interposition  ol  these  muscles. 
This  insured  against  pushing  out  of  the  rectum,  effected  better 
evacuation  of  the  bowels,  and  was  a  procedure  which  should 
supplement  all  operations  for  prolapsus. 

In  protrusion  of  the  anterior  wall  of  the  vagina,  known  as 
cystocele,  a  number  of  operations  had  been  devised,  such  as 
the  plastic  operations  which  consisted  in  partial  resection  of  the 
anterior  wall  and  in  the  separation  and  anchorage  of  the  bladder 
at  a  higher  point  in  front  of  the  uterus.  Goffe  opened  the  vesico- 
uterine flap  of  the  peritoneum  and  secured  the  uterus  forward 
by  shortening  the  round  ligaments,  then  anchored  the  bladder 
higher  and  retracted  the  anterior  vaginal  wall.  In  cases,  how- 
ever, in  which  the  uterosacral  ligaments  were  relaxed  or  over- 
stretched, the  uterus  was  likely  to  drag  upon  its  round  ligament 
anchorage  and  reproduce  the  lesion.  Watkins  interposed  the 
fundus  of  the  uterus  between  the  bladder  and  anterior  vaginal 
wall.  This  procedure  necessitated  sterilization  of  such  patients 
as  might  become  pregnant.  The  operation  should  be  limited 
to  senile  or  small  uteri.  Where  the  organ  had  a  long  cervix,  or 
the  ligaments  were  sufficiently  rigid  to  cause  the  uterus  to 
resume  its  former  attitude,  a  sulcus  formed  in  front  of  the  fundus 
which  might  lead  to  vesical  incontinence. 

In  other  cases  the  interposed  uterus  with  bladder  and  vagina 
might  be  protruded.  Not  infrequently  the  mesosigmoid  and 
mesorectum  with   a  considerable  part  of  the  rectum  dropped 
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down  into  Douglas'  pouch,  increasing  the  pressure  and  pro- 
moting extrusion.  In  such  cases  shortening  the  ligaments, 
ventral  suspension  or  fixation  would  only  afford  temporary- 
relief  as  the  uterus  would  drag  upon  its  anchorage.  It  had 
been  his  custom  in  such  cases  not  only  to  shorten  the  ligaments, 
but  to  plicate  the  peritoneum  between  the  sacral  promontory  and 
the  posterior  surface  of  the  cervix,  securing  these  folds  to  the 
side  and  front  of  the  rectum  which  formed  a  shelf  on  which  the 
superior  part  of  the  rectum  might  rest.  This  procedure  held  the 
uterus  across  the  pelvis  and  precluded  its  subsequent  projection. 

Polk  devised  an  operation  which  consisted  in  folding  the 
vagina  through  an  incision  of  the  vesicouterine  peritoneum. 
This  operation  had  also  been  described  by  Brenner. 

Where  the  uterus  was  large,  the  cervix  and  vagina  edematous, 
and  covered  with  gravity  sores,  and  the  vaginal  walls  thickened, 
the  better  plan  of  procedure  was  to  do  a  vaginal  hysterectomy. 
The  vessels  were  ligated,  the  upper  part  of  the  broad  ligaments 
temporarily  secured  with  clamps.  After  ligation  of  all  bleeding 
vessels  the  peritoneum  was  united  over  the  posterior  surface 
of  the  bladder  and  vagina,  and  the  broad  ligaments  were  made 
to  overlap  each  other  in  the  median  line,  and  the  sutures  so 
introduced  as  to  take  up  the  slack  of  the  bladder  and  rectum. 
The  vaginal  surfaces  were  then  united  transversely  over  the 
fundus  and  a  vertical  line  in  the  anterior  wall.  The  important 
consideration  of  the  operation  was  to  secure  the  structures  from 
subsequent  hernia. 

PROLAPSE    OF    THE    UTERUS. 

Dr.  J.  M.  Baldy,  Philadelphia,  said  that  during  the  recent 
Congress  of  Surgeons  held  in  Philadelphia,  he  demonstrated 
the  surgical  cure  of  several  cases  of  prolapsus  uteri,  and  was 
somewhat  surprised  during  subsequent  discussion  to  find  more 
than  passing  interest  manifested  in  the  methods  he  had  resorted 
to  in  order  to  obtain  a  cure. 

He  was  personally  unable  in  every  case  to  assure  all  his  com- 
plete prolapse  patients  of  a  reasonably  sure  cure  without  the 
aid  of  an  intraabdominal  operation. 

In  1895,  he  published  a  method  of  dealing  with  prolapse 
of  the  uterus  which  he  had  been  experimenting  with  for  some 
years,  the  essential  parts  of  which  were  a  vaginal  hysterectomy 
and  fixation  of  the  stumps  in  the  vaginal  vault.  Concerning  this, 
in  1898,  he  said:  "The  operation  should  be  performed  with 
ligatures,  and  the  stumps  fastened  into  the  vaginal  opening,  so 
as  to  draw  the  vagina  upward  during  the  process  of  contraction 
and  repair  and  give  that  organ  a  permanent  support  from  above 
which  can  be  obtained  in  no  other  way."  This  operation  in 
a  very-  few  picked  cases  may  even  be  done  to-day. 

Not  getting  as  good  final  results  continually  as  he  desired,  in 
1898,  after  a  few  years  experiments   from  the  abdominal  side, 
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he  published  a  second  method.  The  procedure  was  in  all  essen- 
tials an  abdominal  hysterectomy  by  amputation  at  or  below  the 
internal  os.  The  points  to  be  observed  were:  i.  to  include  both 
the  ovarian  arteries  and  the  round  ligament  in  the  first  ligature 
on  each  side  of  the  uterus.  2.  To  place  this  ligature  as  near 
the  pelvic  wall  as  possible  so  as  to  leave  but  a  small  amount  of 
broad  ligament  behind  with  the  stump.  3.  To  place  but  one 
other  ligature  on  each  side  of  the  uterus,  this  ligature  to  include 
the  uterine  artery  with  as  little  other  tissue  as  possible.  This 
left  both  broad  ligaments  open.  4.  To  amputate  the  uterus 
as  low  on  the  cervix  as  possible. 

The  result  of  the  operation  was  as  near  perfect  as  was  possible 
by  any  operative  procedure.  The  results  accomplished  were: 
The  weight  of  the  heavy  uterus  was  removed ;  the  overstretched 
vagina  was  lifted  high  up  and  held  firmly  in  place;  the  supports 
utilized  were  the  natural  supports  of  the  uterus  and  the  upper 
portion  of  the  vagina,  the  broad  ligaments.  The  cervix  remained 
a  pelvic  organ  as  was  natural  to  it.  The  immediate  and  remote 
results  as  regards  fixation  of  the  upper  part  of  the  vagina  were 
perfect. 

In  cancerous  or  tubercular  disease  of  the  uterus  the  operation 
might  be  varied  by  performing  a  panhysterectomy.  The  vaginal 
mucous  membrane  was  to  be  sutured  together,  closing  off  the 
vagina.  The  vagina  could  then  be  brought  up  and  fastened 
to  the  stumps  in  a  similar  manner  as  when  the  cervix  was  not 
removed. 

The  same  year  and  in  the  same  work  he  published  a  further 
effort  in  the  direction  of  permanent  efficiency  and  in  connection 
with  this  operation  stated:  "Another  and  excellent  modification 
of  this  operation  is,  after  the  uterus  has  been  removed  by  am- 
putation at  or  below  the  internal  os,  to  fix  the  cervical  stump 
to  the  abdominal  wall  at  the  lower  angle  of  the  abdominal  incision 
by  means  of  two  silkworm-gut  sutures  passed  through  the  full 
width  of  the  cervix  from  side  to  side,  and  the  free  ends  brought 
through  the  peritoneum,  muscles  and  deep  fascia  of  the  abdominal 
wall,  where  they  are  securely  tied  together,  cut  off  short,  and 
the  knots  buried  when  the  incision  is  closed.  The  open  broad 
ligaments  should  be  closed  by  a  continuous  catgut  suture  on 
each  side,  preferably  before  the  cervix  is  anchored  by  fixation 
sutures." 

Experience  with  this  operation  taught  him  this  fact,  that  it 
was  possible  to  attach  the  cervix  so  far  away  from  the  pubis  as 
to  defeat  the  object  desired  to  be  obtained.  In  the  early  days, 
one  case  returned  to  him  with  the  vagina  again  prolapsed,  and 
he  assumed  that  the  attached  cervix  had  been  torn  from  its 
anchorage.  A  second  operation  demonstrated  the  fact  that 
the  cervix  was  perfectly  attached  at  the  point  of  fixation,  but 
that  this  point  was  so  far  away  from  the  pubic  bone  as  to  allow 
the  abdominal  wall  being  pulled  in  by  the  traction  below  and 
a  reproduction  of  the  descent  of  the  upper  vagina.     Since  that 
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time  he  had  made  the  attachment  as  near  the  pubic  bone  as  it 
was  possible  to  approach,  and  no  further  failure  had  been  recorded. 

Prolapsus  occurred  in  women  in  whom  it  was  desirable  to 
retain  the  child-bearing  function,  and  in  these  cases  jn  the  past 
he  had  depended  largely  on  plastic  work  with  indifferent  results. 

The  operation  he  had  been  performing  for  some  years  to 
restore  a  retrodisplaced  uterus  by  bringing  the  round  ligaments 
posterior  to  the  uterus,  was  at  first  extended  to  those  cases  of 
retrodisplacement  accompanied  by  a  prolapse  of  the  vaginal 
vault  to  a  moderate  degree. 

During  the  Congress  referred  to,  in  one  case  he  further  extended 
the  application  of  this  operation  to  a  case  of  complete  prolapsus 
of  the  uterus  and  vagina,  and  found  the  results  so  satisfactory 
that  in  future  in  such  cases  he  should  use  it  extensively.  Any  one 
who  was  in  the  habit  of  performing  this  operation  for  displace- 
ments would  readily  realize  how  thoroughly  it  elevated  the  pelvic 
organs  and  retained  them  in  place  in  such  a  firm  manner  as  was 
possible  by  no  other  operation  performed  for  displacement. 

Recently  in  several  cases  in  which  the  operation  had  been 
performed,  there  had  existed  an  inguinal  hernia.  When  the 
round  ligaments  had  been  adjusted  to  the  posterior  part  of  the 
uterus  it  was  found  that  the  opening  into  the  inguinal  canal  had 
practically  disappeared.  The  pull  on  the  ends  of  the  ligament 
had  brought  the  borders  of  the  ring  nearest  the  pelvis  backward, 
closing  the  canal  so  completely  by  overlapping  that  the  opening 
could  only  be  demonstrated  by  the  examining  finger  with 
dithculty.  A  stitch  or  tv.'o  was  in  each  instance  introduced 
supplementing  the  closure  and  overlapping  of  the  ring  and 
nothing  further  done  for  the  hernia.  The  idea  was  to  follow 
the  subsequent  history  of  each  case  and  see  what  the  permanent 
result  would  be.  If  it  was  proven  that  this  operation  would 
cure  inguinal  hernia,  an  additional  feature  of  value  would  have 
been  added  to  it  which  would  make  it  an  operation  difficult  to 
duplicate. 

THE  PRINCIPAL  INVOLVED  IN  THE  OPERATION  FOR  THE  RELIEF 

OF  PROCIDENTIA  UTERI  WITH  RECTOCELE  AND  CYSTOCELE) 

REPORT  OF  CASES. 

Dr.  J.  Riddle  Goffe,  New  York,  developed  in  his  paper  the 
importance  in  all  plastic  operations  of  reestablishing  physiological 
function.  To  accomplish  this,  anatomical  reconstruction  must 
also  be  secured,  and  the  two  going  hand  in  hand  would  give  us  a 
restitutio  naturce,  by  which  the  functions  would  be  performed  as 
intended.  In  the  operations  for  restoration  of  the  pelvic  organs 
no  correct  idea  of  what  was  physiologically  correct  could  be 
obtained  without  a  knowledge  of  intraabdominal  pressure.  It 
had  been  customary  to  consider  intraabdominal  pressure  as 
identical  with  hydrostatic  pressure,  but  this  failed  to  explain  all 
the  phenomena  which  were  found  in  the  abdominal  and  pelvic 
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cavities,  and  for  the  reason  that  these  cavities  had  not  only 
elastic  walls,  but  also  part  of  the  cavity  was  surrounded  by  hard 
inelastic  structures.  That  in  addition  to  this,  these  cavities 
contained  organs  of  varying  density  and  degrees  of  mobility 
which,  instead  of  conducting  hydrostatic  pressure  equally  in  all 
directions,  retarded  its  progress  in  its  passage  through  these 
tissues  and  caused  reflection  and  deflection  of  pressure  according 
to  dynamic  laws.  An  important  feature  of  this  were  the  deflect- 
ing planes.  The  whole  tendency  of  intraabdominal  pressure  was 
to  produce  continuous  motion  especially  in  the  intestines,  which 
usually  carried  their  contents  continuously  toward  the  outlets 
in  the  pelvis.  In  the  pelvis  the  uterus  and  the  broad  ligaments 
when  in  normal  position,  aftorded  a  most  important  reflecting 
plane  to  this  pressure.  There  were  no  ligaments  sufliciently 
strong  to  withstand  lor  any  length  of  time  the  force  that  was 
brought  to  bear  upon  them.  It  was  only  by  deflecting  this  force 
from  the  surface  that  their  normal  position  was  maintained. 
The  uterus  and  its  broad  ligaments  acted  like  a  teeter  board, 
with  its  long  arm  in  front  and  the  short  arm  posteriorly. 

In  child-bearing  women  the  uterus  was  retained  and  restored 
tc  its  normal  position  by  the  shortening  of  the  uterosacral  and 
the  round  ligaments.  In  cases  of  extreme  procidentia,  especially 
in  women  beyond  the  child-bearing  period,  the  uterus  was  re- 
moved, but  the  deflected  plane  of  tissue  was  maintained  by 
stitching  together  the  broad  ligaments  across  the  pelvis.  The 
round  ligaments  were  retained  and  still  assisted  in  tilting  this 
plane  of  tissue  so  as  to  deflect  intraabdominal  pressure  as  before. 
It  was,  therefore,  diverted  from  its  original  direction  where  it 
would  tend  to  force  the  contents  of  the  pelvis  out  of  the  vagina. 
The  other  prominent  feature  ot  the  operation  was  the  restoration 
of  the  bladder  to  its  normal  position  and  function. 

In  its  function  the  bladder  might  be  divided  into  two  hemis- 
pheres, the  upper  and  the  lower.  The  lower  portion  was  separated 
from  the  upper  by  hinges  which  extended  across  the  front  of  the 
uterus  out  into  the  broad  ligaments  and  from  those  points 
back  to  the  internal  mouth  of  the  urethra.  The  meeting  of 
these  hinges  on  the  broad  ligament  was  called  by  Kelly  the  comua 
of  the  bladder.  By  spreading  the  base  of  the  bladder  upon  the 
uterus  and  its  broad  ligaments  in  the  simpler  cases,  and  upon 
the  broad  ligaments  in  the  more  serious  cases,  where  the  uterus 
had  been  removed,  we  restored  the  trigone  of  the  bladder  to  its 
normal  position,  fixed  it  there,  so  that  the  function  of  the  ureters 
was  not  interfered  with  and  permitted  the  upper  hemisphere  or 
dome  of  the  bladder  to  rest  and  fall  normally. 

A  series  of  forty-four  cases  was  presented  in  which  this 
operation  had  been  performed,  the  period  of  time  elapsing 
since  the  operation  extending  from  two  to  five  years.  On 
examination  of  all  these  cases  it  proved  entirely  satisfactory 
with  one  exception.  In  that  case  the  exact  condition  could 
not  be  learned,  for  it  was  impossible  to  obtain  an  examination. 
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By  letter,  however,  the  patient  said  the  bladder  had  dropped  a 
few  months  after  operation,  but  now  she  was  busy  dressmaking 
and  was  very  comfortable.  In  these  examinations  there  were 
eleven  patients  between  the  ages  of  fifty  years  and  sixty  years, 
four  between  sixty  and  seventy,  and  one  at  the  age  of  seventy- 
five.  In  not  one  of  them  was  there  sufficient  reaction  from 
the  operation  to  demand  any  departure  from  the  regular 
routine  after-treatment.  The  old  lady  of  seventy-five  was  now 
seventy-nine  years  of  age,  and  on  the  anniversary'  of  the  opera- 
tion, Ma}'  17,  walked  across  the  city  a  distance  of  nearly  a 
mile.  Asked  how  she  felt,  she  replied,  "You  have  made  a  new 
woman  of  me."  Another  patient  of  sixty-three  said,  "I  feel  as 
good  as  new."  Convalescence  was  surprisingly  smooth  after  this 
operation.  Catheterization  was  not  continued  as  a  rule  beyond 
the  second  day. 

Regarding  the  action  of  the  bowels,  all  patients  expressed 
gratification  at  the  ease  with  which  defecation  was  accomplished. 
While  much  of  this  could  be  attributed  to  the  restoration  of  the 
levator  ani  muscles,  much  of  it  was  attributed  also  to  the 
deflecting  power  of  the  broad  ligaments  as  restored  to  their 
normal  function.  At  the  present  time  all  of  these  cases  were 
examined  previous  to  operation  by  the  cystoscope  and  also 
after  operation.  Dr.  Osgood,  the  cystoscopist  at  the  Woman's 
Hospital,  reported  complete  restoration  of  normal  conditions  in 
the  interior  of  the  bladder.  The  mouths  of  the  ureters  were  in 
normal  position  and  relation,  and  the  interureteral  ridge  was  also 
restored. 

Two  cases  had  become  pregnant  and  borne  children  at  full 
term  two  years  after  operation.  One  of  these  babies  weighed  11 
pounds  at  birth,  and  the  other  was  also  of  large  size.  In  neither 
case  was  there  the  slightest  lesion.  In  short,  it  was  rare  to  see 
two  cases  in  parturient  women  where  less  damage  was  done  than 
in  these  two  instances.  There  was  no  weakening  or  destruction 
of  any  important  tissue. 

PROCIDENTIA    OF    THE    UTERUS    TREATED    BY    PLICATION    OF    THE 

VAGINA    AND    CONJOINED    SHORTENING    OF    THE 

UTEROSACRAL    AND    BROAD    LIGAMENTS. 

Dr.  William  M.  Polk,  New  York  City,  said  that  the  purpose 
of  the  operation  was  to  remedy  the  defects  without  removal  of 
the  uterus,  ovaries  or  tubes.  Two  cases  became  pregnant  sub- 
sequently and  carried  their  children  to  term.  Eight  cases 
retained  all  the  benefits  two  years  from  the  date  of  operation. 
The  bladder  was  separated  from  the  vagina  as  far  as  the  urethra. 
The  entire  anterior  vaginal  wall  was  then  folded  in  by  suturing 
the  sides  of  the  vagina  together  with  kangaroo  tendon.  The 
uterosacral  and  base  line  of  the  broad  ligaments  were  conjointly 
shortened  by  a  ligature  which  encircled,  above  the  uterine 
artery  and  within  the  ureter,  the  lower  half  of  the  broad  liga- 
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ment  and  the  uterosacral  fold.  One-half  an  inch  from  the 
uterus  for  the  broad  ligament,  and  an  inch  from  the  uterus 
for  the  sacral  fold.  These  sutures,  one  for  either  side,  were 
drawn  forward  and  passed  deeply  into  the  tissue  of  the  utero- 
vaginal "region  and  tied.  Kangaroo  tendon  was  the  mate- 
rial used  for  the  plication  and  for  this  shortening.  Additional 
sutures  were  used  to  fasten  more  securely  the  tissues  brought 
forward  from  the  broad  ligament  and  uterosacral  fold,  to  make 
the  anchorage  more  secure.  The  fold  produced  by  the  plica- 
tion at  the  anterior  vaginal  wall  was  now  incised  from  below, 
turning  back  excessive  tissue,  it  being  trimmed  ofT  only  where 
necessary,  and  the  surfaces  brought  together  by  through-and- 
through  sutures.  In  this  way  a  strong  supporting  column  was 
given  to  the  base  of  bladder,  the  whole  being  swung  by  tak- 
ing up  the  slack  in  the  lateral  vaginal  attachments,  and  by 
shortening  portions  of  the  broad  ligament  and  uterosacral  as 
had  been  mentioned  above.  The  operator  had  carried  out  the 
procedure  on  eighteen  cases  without  any  undue  shock  or  hemor- 
rhage, and  with  good  recovery  in  each  case.  In  his  experience 
he  reported  the  operation  as  entirely  feasible  and  proper  save 
perhaps  for  very  old  people.  Even  with  them,  however,  unless 
there  was  some  serious  complicating  disease  present,  he  would 
employ  it. 

The  paper  was  illustrated  with  drawings  and  lantern  slides. 

THE    END    RESULTS   WITH    VARIOUS    OPERATIVE    PROCEDURES    FOR 

PROCIDENTIA    UTERI    AND    EXTENSIVE    CYSTOCELES 

PRIOR    AND    SUBSEQUENT    TO    THE    MENOPAUSE. 

VAGINO-FIXATION   OR   TRANSPOSITION    OF    UTERUS  AND    BLADDER. 

Dr.  Hiram  N.  Vineberg,  New  York,  said  the  ideal  operation 
for  procidentia  uteri  with  marked  cystocele  in  women  approach- 
ing or  past  the  menopause  was  vagino-fixation  or  transposition 
of  the  uterus  and  bladder.  He  was  the  first  in  this  country  to 
perform  and  describe  the  operation.  (American  Journal  of 
Gynecology  and  Obstetrics,  Jan.,  1894,  and  New  York  Medical 
Journal,  October,  1894.)  The  technic  corresponded  in  all 
essentials  to  that  which  had  been  described  w:ithin  recent 
years  as  transposition  or  interposition  of  the  uterus  and  bladder. 
The  operation  was  devised  originally  for  backward  displace- 
ments, but  it  was  soon  recognized  that  it  found  a  suitable  field 
in  downward  displacements,  and  more  especially  in  those 
associated  with  extensive  c^^stocele. 

The  author  deemed  it  important  to  separate  the  bladder 
freely  from  the  uterus  and  laterally  from  the  base  of  the  broad 
ligaments  in  order  to  obtain  a  good  result.  -He  almost  invariably 
did  a  high  amputation  of  the  cervix  and  a  posterior  colporrhaphy 
at  the  same  seance.  The  number  of  cases  he  had  had  under 
observation  for  two  or  more  years  was  forty-five.     In  not  a 
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single  instance  had  there  been  a  recurrence  of  the  prolapse  or 
of  the  cystocele.  In  three  cases  there  was  a  recurrence  of  the 
rectocele. 

The  vaginal  operation  the  writer  employed  during  the  child- 
bearing  period  was  the  one  devised  by  him  in  February,  1894, 
and  consisted  in  suturing  the  round  ligaments  to  the  vaginal 
wall.  He  described  fully  the  steps  of  the  operation  with  the 
aid  of  several  illustrations.  This  operation  he  performed  only 
in  very  obese  women,  or  in  those  who  had  a  mortal  dread  of  an 
abdominal  section.  Several  cases  of  marked  prolapse  with 
retroflexion  had  been  traced,  on  whom  the  operation  had  been 
done,  two  or  more  years  before.  In  one  there  was  a  failure  due  to 
a  severe  bronchitis,  attended  with  a  violent  cough,  immediately 
after  the  operation.  In  a  second  case  there  was  a  slight  protru- 
sion of  the  anterior  vaginal  wall  when  the  patient  was  requested 
to  bear  down.  In  the  remaining  cases  the  results  were  excel- 
lent, one  patient  having  gone  through  a  pregnancy,  and  having 
had  a  normal  labor  without  any  recurrence  of  the  prolapse  or 
cystocele. 

The  abdominal  operation  the  writer  performed  for  procidentia 
during  the  child-bearing  period,  consisted  in  a  modification  of 
Olshausen's  method  of  suturing  the  round  ligaments  to  the 
abdominal  wall.  He  preferred  this  operation  to  all  others, 
unless  the  patient  was  unusually  fat.  He  had  described  and 
illustrated  the  technic  recently. 

Seventeen  cases  in  private  practice  had  been  under  observa- 
tion for  two  years  or  longer.  There  had  been  three  deliveries 
at  full  term,  one  patient  had  two,  and  another  had  one.  The 
pregnancies,  labors,  and  puerpera  were  normal  in  every  respect. 
The  women  were  examined  afterward.  In  none  of  the  seven- 
teen cases  had  there  been  a  recurrence  of  the  prolapse  or  of  the 
cystocele. 

OPERATIVE  TREATMENT  FOR    SO-CALLED    FUNCTIONAL   DYSPEPSIA. 

Dr.  William  H.  Wathen,  Louisville,  contributed  a  paper 
on  this  subject.  It  was  his  contention  that  the  term  "functional 
dyspepsia"  should  be  eliminated  from  our  nomenclature,  for 
if  it  ever  existed  it  was  so  infrequent  as  to  be  negligible.  Every 
case  of  continued  or  inveterate  dyspepsia  or  dyspepsia  disap- 
pearing and  recurring  at  regular  intervals  was  antedated  by  a 
pathology  in  some  part  of  the  body,  but  in  the  large  majority  of 
cases  the  lesion  would  be  found  in  some  abdominal  viscus,  as 
the  appendix,  the  gall-bladder,  the  stomach,  the  duodenum, 
the  large  or  small  intestine,  or  the  uterine  adnexa.  In  other 
cases  the  pathology  might  be  in  the  arteries  or  kidneys — 
arteriosclerosis  and  chronic  nephritis.  The  relative  frequency  of 
etiologic  lesions  might  be  as  follows:  Appendicitis,  gastric 
and  duodenal  ulcer  in  the  male,  gall-stones  and  pelvic  infection 
in  the  female,  sclerotic  ovaries  and  partial  obstruction  of  the 
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intestines  by  adhesions,  or  tumors  (benign,  tuberculous  or 
malignant).  These  were  the  cases  described  in  text-books  on 
medicine  as  functional  dyspepsia,  acid  dyspepsia,  flatulent 
dyspepsia  and  hyperchlorhydria.  These  errors  in  diagnosis  had 
been  religiously  copied  in  the  best  text-books  on  medicine,  and 
handed  down  for  generations,  and  it  was  entertaining  to  read 
the  beautiful  descriptions  of  the  symptoms  of  functional  dyspep- 
sia by  many  of  these  older  writers  on  medicine.  Who  could  sur- 
pass in  beauty  of  style  in  the  descriptions  of  the  symptoms  and 
signs  in  a  clinical  history  of  a  case  of  dyspepsia  written  by  Wat- 
son, Brinton,  Johnson  and  other  writers  on  medicine  fifty  or 
more  years  ago?  These  errors  could  not  then  have  been  avoided, 
because  these  men  had  no  way  of  confirming  the  diagnosis 
except  by  an  occasional  postmortem,  and  even  then  the  dead 
pathology  was  so  unlike  the  living  that  it  gave  an  imperfect 
conception  of  the  primary  etiologic  lesion.  These  mistakes  in 
diagnosis  might  now  be  easily  avoided  if  the  physician  would 
follow  his  patients  to  the  operating  room  of  the  surgeon  and 
see  the  living  pathology.  He  would  then  not  have  to  base  his 
diagnosis  more  upon  fancy  than  fact,  or  more  upon  theory  than 
sight  in  the  surgical  clinic.  This  had  all  been  done  by  the  abdomi- 
nal surgeon  who  now  cured  these  cases  by  the  removal  of  the 
pathology,  and  the  majority  of  them  could  not  be  cured  other- 
wise, just  as  we  could  not  cure  a  patient  with  cholelithiasis 
except  by  the  removal  of  the  gall-stones  and  drainage  of  the  gall- 
bladder and  bile  ducts.  Unfortunately  too  many  of  these  cases 
came  to  the  surgeon,  after  many  years  of  intermittent  dyspepsia, 
who  had  been  treated  by  medicine,  lavage,  etc.,  sometimes  tem- 
porarily curing  the  symptoms,  but  not  the  disease. 

By  a  careful  study  of  these  cases  we  could  find  a  pathologic 
condition  that  must  be  removed  to  cure  the  patient.  The  symp- 
toms of  calloused  duodenal  or  gastric  ulcer  were  nearly  pathog- 
nomonic, and  a  correct  diagnosis  could  usually  be  made  by  a 
study  of  the  history  of  the  case,  and  the  same  in  a  less  degree 
might  be  said  of  dyspepsia  caused  by  gall-stones  or  appendicitis. 
A  differential  diagnosis  might  not  in  every  case  be  possible,  but 
with  the  fewest  exceptions  a  diagnosis  of  a  lesion  in  an  abdominal 
viscus  that  must  be  removed  could  easily  be  made.  For  nearly 
every  case  of  gastric  or  duodenal  ulcer,  of  gall-stones  or  appendi- 
citis would  give  symptoms  if  we  would  correctly  study  the  history. 
The  pathology  was  often  in  more  than  one  viscus,  and  the  failure 
to  recognize  this  had  caused  operative  failures.  It  was  his 
practice  in  nearly  every  abdominal  section  to  examine  the 
stomach,  duodenum,  gall-bladder,  appendix,  and  other  abdominal 
structures,  and  this  should  be  done  by  all  abdominal  surgeons. 
This  in  some  cases  might  not  be  permissible.  We  would  fre- 
quently find  an  association  of  appendicitis  with  duodenal  and 
gastric  ulcer  and  less  frequently  with  gall-stones,  the  appendi- 
citis appearing  to  be  of  longer  duration.  This  association  of 
appendicitis  sustained  the  belief  that  the  infected  appendix  was 
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an  etiological  factor  in  duodenal  and  gastric  ulcer,  and  might  be 
in  gall-stone  disease. 

Dyspepsia  caused  by  appendicitis  or  gall-stones,  with  no 
stomach  or  duodenal  lesion,  could  be  cured  by  the  removal  of 
the  appendix,  or  by  the  removal  of  the  stones  and  drainage  of 
the  gall-bladder  and  bile  ducts.  In  gastric  ulcer  the  lesion  should 
be  excised,  or  if  this  was  not  possible,  it  should  be  infolded  by 
linen  sutures  introduced  deep  enough  to  include  the  blood-vessels 
around  the  ulcer.  If  there  was  obstruction  to  the  passage  of 
food  from  the  stomach,  a  posterior  gastrojejunostomy  should 
also  be  made.  The  duodenal  cases  might,  with  few  exceptions, 
be  cured  by  a  posterior  gastrojejunostomy,  but  the  ulcer  should 
be  infolded  as  in  gastric  cases,  for  this  removed  all  immediate 
danger  of  perforation.  The  excision  of  a  gastric  ulcer  was  im- 
portant because  of  the  fact  that  75  per  cent,  of  carcinoma  of 
the  stomach  had  their  origin  in  a  chronic  ulcer.  As  carcinoma 
was  seldom,  if  ever,  primary  in  the  duodenum,  the  excision  of  the 
ulcer  was  not  often  indicated,  as  in  ulcer  of  the  stomach. 

OFFICERS. 

The  following  officers  were  elected  for  the  ensuing  year: 
President,  Dr.  Henry  C.  Coe,  New  York  City;  Vice-Presidents, 
Dr.  George  H.  Noble,  Atlanta,  Georgia,  and  Dr.  George  Gellhorn, 
St.  Louis,  Missouri;  Secretary,  Dr.  Leroy  Broun,  New  York  City, 
and  Treasurer,  Dr.  J.  Wesley  Bovee,  Washington,  D.  C. 

Washington,  D.  C.,  was  selected  as  the  place  for  holding  the 
next  annual  meeting. 
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Meeting  of  May  2,  1 9 1 2 . 
The  President,  George  M.  Boyd,  M.  D.  in  the  Chair. 

SYMPOSIUM   ON   ORGANOTHERAPY.* 

Papers  were  read  by  Drs.  Sajous,  Hare,  Reynolds,  Klrusen. 

DISCUSSION. 

Dr.  J.  M.  Baldy. — I  hesitate  to  open  the  discussion  upon  a 
subject  concerning  which  absolutely  nothing  new  has  been  put 
before  us.  Dr.  Sajous  offered  the  onl}^  new  thought,  viz.,  that  with 
the  exception  of  the  th>Toid,  parathyroid  and  suprarenal  glands 
there  is  no  internal  secretion.  In  this  connection  he  shows 
that  in  every  case  in  which  such  a  claim  is  made  the  presence  of 
adrenalin  in  the  tissue  of  the  gland  can  be  positively  shown  and 

*  For  original  articles,  see  pages  509,  514,  518  and  522. 
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the  physiological  action  produced  is  exactly  that  of  adrenalin, 
viz.,  high  blood-pressure.  Beyond  this,  what  has  been  put 
before  us  is  assertion  with  no  attempt  at  scientific  proof  and  the 
quotation  of  a  few  isolated  cases  in  connection  with  names 
diflicult  of  pronunciation  and  largely  unknown  foreigners.  We 
have  had  many  of  these  extracts  before  us  for  years  and  if 
there  was  much  merit  in  them  or  any  true  basic  principle 
back  of  their  administration  we  would  all  be  using  them  and 
producing  results.  The  contrary  is  true,  few  of  us  use  them, 
those  who  do  only  occasionally  report  a  case  of  benefit  and  as  far 
as  ovarian  and  mammary  extracts  are  concerned,  those  who 
have  taken  them  up  have  largely  dropped  them  as  useless. 
There  is  no  reason  to  believe  that  the  extract  of  the  corpos- 
luteum  is  of  any  medicinal  use.  If  it  has  any  physiological 
action  it  is  that  of  adrenalin  and  is  due  to  the  adrenalin  con- 
tained in  the  organ.  As  a  matter  of  fact  it  is  highly  absurd 
to  suppose  that  because  you  mash  up  a  gland  and  from  its 
juices  get  a  physiological  action,  that  that  particular  organ 
gives  off  an  internal  secretion  and  that  this  internal  secretion  is 
similar  to  the  juices  produced  by  crushing,  etc.  It  is  the  old 
ridiculous  "post  hoc  ergo  propter  hoc"  line  of  reasoning,  which 
the  world  has  long  since  laughed  out  of  existence.  There  is 
absolutely  not  an  iota  of  sound  scientific  fact  to  prove  that  the 
ovary  or  any  part  of  it  has  an  internal  secretion.  It  is  quite 
sufficient  for  that  organ  to  take  care  of  the  function  of  ovulation 
and  its  accompaniments.  The  girl  before  her  ovaries  are 
developed  is  feminine  in  all  her  instincts,  the  child-bearing 
woman  is  the  same  as  is  also  the  grandmother  who  has  had  her 
ovaries  atrophied,  and  I  defy  any  one  of  you  to  show  me  the 
patient  from  whom  you  have  removed  the  ovaries  who  is  any 
the  less  feminine  than  any  other  woman,  old  or  young.  You 
may  claim  it  is  a  fair  subject  for  further  thought  and  investiga- 
tion but  to  claim  that  it  is  proven  in  a  single  case  aside  from 
these  mentioned  above,  th}Troids,  parathyroids,  or  adrenalin,  is 
absurd  in  the  highest  degree  and  only  serves  to  throw  doubt  on 
our  reasoning  ability. 

Dr.  E.  E.  Montgomery. — I  do  not  feel  that  I  can  add  any- 
thing to  what  has  been  said,  but  as  I  have  listened  to  the  papers 
on  the  subject  I  have  been  impressed  with  the  statement  that 
separate  contraction  of  the  uterus  occurs  without  simultane- 
ous contraction  of  the  cervix  and  I  would  question  the  ad\'isa- 
bility  of  the  administration  of  pituitrin  before  the  expulsion 
of  the  placenta.  Its  administration  necessarily  renders  deliv- 
ery of  the  placenta  difficult  as  a  drug  which  contracts  the 
uterus  also  contracts  the  cervix,  unless  so  situated  as  to  act  as  a 
dilator.  Did  I  believe  in  the  value  of  tlie  drug  sufiiciently  to 
lead  me  to  administer  it,  I  should  hesita'te  greatly  about  its 
administration  prior  to  the  emptying  of  the  uterus. 

Dr.  William  R.  Nicholson. — As  far  as  the  pituitrin  is  con- 
cerned, I  have  had  a  little  bit  of  experience  with  it.     Dr.  Mont- 
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gomery's  remarks  are  well  worth  considering.  There  have  been 
some  reports  among  recent  investigators  which  seem  to  imply 
that  pituitrin  given  before  the  expulsion  of  the  child  may,  in 
certain  cases,  cause  just  the  dangers  Dr.  Montgomery  speaks 
of.  I  am  not  absolutely  sure  that  pituitrun  is  a  perfectly  harm- 
less drug  given  in  the  early  part  of  labor.  At  the  University  we 
have  used  it  in  a  few  cases,  enough  to  make  us  suspect  that  it  has 
an  influence  equal  to  good  ergot.  I  believe  that  pituitrin 
and  ergot  in  combination  work  better  than  pituitrin  alone. 
In  cases  of  miscarriage,  for  instance,  the  pains  are  at  times 
distinctly  lessened  by  the  use  of  pituitrin.  In  using  it,  however, 
I  feel  that  we  should  remember  that  it  will  possibly  cause  the 
contractions  spoken  of  by  Dr.  Montgomer3^  It  seems  to  me  that 
the  strongest  indication  for  the  use  of  the  drug  is  to  check  bleed- 
ing after  delivery.  When  ergot  was  first  used  many  prepara- 
tions were  found  to  be  inert,  but  in  the  active  preparations  a  cer- 
tain number  of  cases  did  badly.  Only  recently,  however,  a  man 
of  considerable  experience  said  he  had  gone  back  to  the  use  of 
ergot  before  delivery  of  the  child  and  was  having  no  trouble. 
He  probably  was  using  an  inert  substance.  I  agree  with  Dr.. 
Montgomery  that  the  pituitrin  is  of  great  advantage  after  delivery 
in  case  of  hemorrhage.  I  doubt,  however,  the  ad\-isability  of 
its  use  as  a  uterine  excitant,  believing  that  we  have  safer  means. 
Dr.  Charles  P.  Noble. — The  Society  is  to  be  congratulated 
upon  this  symposium  drawing  attention  to  the  ductless  glands 
and  their  function.  It  is  to  be  hoped  that  the  interest  of  the 
members  may  be  stimulated  and  thus  lead  to  further  work  of 
investigation  in  this  field.  I  have  had  experience  with  only  two 
of  the  extracts  of  the  ductless  glands — the  th}Toid  extract,  and 
adrenalin.  It  seems  to  me  that  the  evidence  is  largely  in  favor 
of  there  being  an  internal  secretion  of  the  ovary,  but  also  that 
there  have  been  some  very  wild  statements  made  regarding  it. 
My  o"^\Ti  reading  and  experience  lead  me  to  believe  that  Dr. 
Baldy  is  correct  in  feeling  that  there  have  been  great  exaggera- 
tions made.  I  have  had  many  opportunities  for  observing  the 
symptoms  of  the  artificial  menopause,  and  I  long  ago  came  to 
the  conclusion  that  most  of  the  exaggerated  symptoms  of  the 
artificial  menopause  are  due  to  a  neuropathic  state  in  the  par- 
ticular women.  I  have  had  considerable  experience  with  the 
thyroid  extract  and  my  feeling  is  altogether  in  accord  with  the 
views  of  Dr.  Sajous.  I  have  seen  many  striking  results  follow 
its  administration  in  failure  of  metabolism.  Small  doses  of 
th}Toid  extract  have  cleared  up  in  what  appeared  to  be  a  marvel- 
ous manner  the  eff"ect  of  metabolic  poisons.  The  most  striking 
results  were  seen  in  a  patient  with  alcoholic  insanity.  It  was  a 
very  pronounced  case  in  which  the  patient  was  becoming  de- 
mented. The  patient  was  put  upon  2  grains  of  th>Toid  ex- 
tract and  in  four  days  the  symptoms  of  dementia  entirely  dis- 
appeared. The  drug  was  stopped  and  the  dementia  reappeared. 
It  was  again  given  with  reappearance  of  normal  intellection. 
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I  was  particularly  interested  in  the  paper  of  Dr.  Sajous  and 
feel  that  we  are  all  under  great  obligation  to  him  for  his  pioneer 
work  with  reference  to  the  ductless  glands.  I  can  understand 
the  allusion  to  the  early  opposition  on  the  part  of  the  profession, 
and  I  am  sure  that  Dr.  Sajous  must  feel  gratified  at  the  very 
different  attitude  of  those  in  the  profession  who  are  interested 
in  the  subject  and  carrying  on  investigations.  I  feel  confident 
that  he  will  see  the  time  in  which  his  work  will  be  more  fully 
appreciated  than  it  has  been  in  the  past. 

Dr.  John  A.  McGlinn. — I  have  little  to  add,  except  to  ac- 
knowledge that  I  am  one  of  three  physicians  in  the  audience  who 
believe  in  the  efficacy  of  the  extract  of  the  corpus  luteum.  I  use 
it  as  a  routine  following  operations  for  the  total  extirpation  of 
both  ovaries.  The  symptoms  of  the  artificial  menopause  are 
held  in  abeyance  by  its  use,  and  it  has  given  good  results  in 
every  case  in  which  I  have  used  it. 

In  reference  to  the  extract  of  the  pituitary  bodies  I  have  been 
inclined  to  use  it  upon  the  recommendation  of  Dr.  Hirst.  Dr 
Scott,  who  has  been  working  with  Dr.  Ott  at  the  Medico- Chirur- 
gical  Hospital,  says  that  a  number  of  cases  in  which  there  was 
marked  toxic  symptoms  have  been  benefitted  and  a  recurrence 
of  symptoms  prevented  for  a  long  time.  As  Dr.  Montgomery 
and  Dr.  Nicholson  have  said  I  think  the  danger  in  the  use  of 
pituitrin  should  be  borne  in  mind.  At  the  meeting  of  the  Clinical 
Surgeons  of  North  America  it  was  stated  that  95  per  cent,  of  the 
toxemias  could  be  cured  by  using  thyroid  extract.  I  am  free 
to  confess  that  I  believe  that  many  cases  of  the  toxemias  of 
pregnancy  can  be  benefitted  by  the  use  of  the  th}Toid  extract. 

Regarding  the  question  of  an  internal  secretion  of  the  ova- 
ries, it  is  unquestionable  that  when  the  ovaries  are  taken  out 
there  are  changes  which  take  place  in  the  body,  physically  and 
nervously,  which  can  be  cured  by  the  implantation  of  an  ovary 
in  the  popliteal  space,  and  such  nervous  symptoms  can  be  cured 
or  held  in  abeyance  by  the  exhibition  of  corpus  lutea.  Whether 
that  is  conclusive  for  Dr.  Baldy,  it  is  for  me.  It  is  obvious  that 
the  ovary  has  something  in  it,  which  if  taken  away,  creates 
certain  symptoms,  and  which  when  replaced  causes  those  symp- 
toms to  disappear. 

Dr.  Sajous,  closing. — I  have  nothing  to  add,  except  to  thank 
the  Society  for  its  courtesy  in  inviting  me  to  take  part  in  a  sym- 
posium upon  this  subject. 

Dr.  Hare,  closing. — Of  course,  the  members  of  the  Obstetrical 
Society  must  fully  appreciate  the  fact  that  my  function  to-night 
was  simply  to  present  certain  facts  in  regard  to  the  therapeutic 
action  of  these  glands  upon  various  portions  of  the  body  which 
are  of  interest  to  obstetricians  and  g}Tiecologists,  and  I  had  no 
intention  of  intimating  when  these  extracts  should  be  used  indis- 
criminately. I  think  perhaps  Dr.  IMontgomerv'  misunderstands 
me  if  he  got  the  impression  that  pituitrin  can  be  given  with 
perfect  safety  under  any  circumstances.     I  do  not  believe  there 
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is  any  drug  capable  of  producing  a  good  effect  which  is  not,  when 
wrongly  used,  capable  of  producing  a  harmful  effect.  Thirty 
years  ago  Dr.  Baldy  held  just  the  same  views  upon  all  questions 
as  he  does  to-day.  He  has  made  a  very  sweeping  statement  in 
regard  to  organotherapy.  It  is  quite  inconceivable  that  a  man 
with  his  eyes  and  ears  open  can  take  the  position  he  has  taken. 
It  is  possibly  true  that  none  of  us  have  been  able  to  present  any- 
thing new.  I,  perhaps,  ought  to  plead  guilty  to  that,  but  I  do 
assert  the  facts  that  these  ideas  are  worthy  of  our  closest  study. 

Dr.  Wilmer  Krusen,  closing. — I  do  not  come  before  the 
society  as  a  special  pleader  in  favor  of  ovarian  extract.  Several 
years  ago  I  read  a  paper  on  this  subject  before  the  Johns  Hopkins 
Medical  Society  and  it  had  rather  a  similar  reception  to  that  of 
to-night.  Eighteen  or  nineteen  years  ago  when  I  entered  this 
Society  Dr.  Baldy  used  to  frighten  me  very  much.  He  does  not 
any  more,  I  simply  ask  him  whethere  he  has  ever  used  the  extract 
in  any  single  case,  and  as  he  has  not,  his  arguments  are  valuless. 

Dr.  Stephen  E.  Tracy  reported  a  case  of 

SARCOMA    OF    THE    VAGINA. 

Sarcoma  of  the  vagina  is  so  rare  an  affection,  that  McFarland 
(American  Journal  Medical  Sciences,  April,  1911)  who  made  a 
statistical  study  of  the  subject  in  1911  found  only  loi  cases  in 
the  literature,  and  with  the  case  he  reported,  102  up  to  that  date. 
The  case  I  have  to  report  is  as  follows: 

Mrs.  E.  E.  get.  fifty-five,  cigar  maker.  She  had  had  seven 
children  and  no  miscarriages.  When  the  patient  came  under 
observation  on  September,  5,  19 10,  she  complained  of  bleeding 
and  of  a  lump  in  the  right  side  of  the  vagina. 

Patient  had  had  the  usual  diseases  of  childhood:  typhoid  fever, 
la  grippe,  and  tonsillitis.  Father  died  of  heart  disease;  mother 
died  of  cancer  at  the  age  of  sixty  3"ears,  location  of  growth  not 
knowTi. 

She  had  worked  hard  but  stated  she  had  enjoyed  good  health 
until  a  few  months  ago.  About  a  year  ago  she  noticed  a  lump  in 
the  right  side  of  the  vagina  near  the  vulvar  margin.  Some 
months  later  the  tumor  was  removed  by  a  female  surgeon.  Eight 
weeks  after  the  operation  she  began  to  bleed  from  the  vagina. 

At  time  of  examination  she  complained  that  the  lump  in 
the  right  side  of  the  vagina  was  increasing  in  size.  She  stated 
that  at  first  the  lump  was  white,  but  later  became  purple.  When 
the  labiae  were  separated  a  large  purple-colored  mass  in  the 
right  side  of  the  vagina  beneath  the  mucous  membrane  was  seen. 
The  tumor  was  hard,  slightly  movable  and  extended  from  the 
vulva  to  the  vault  of  the  vagina,  and  around  the  right  side  of  the 
pelvis  from  the  bladder  to  the  rectum.  On  the  under  surface  of 
the  tumor  at  the  vulvovaginal  margin,  there  was  an  eroded 
surface;  the  tissues  were  friable  and  bled  freely  on  the  slightest 
touch.     The  tumor  was  considered  a  malignant  growth. 

The  patient  was  admitted  to  the  Stetson  Hospital  and  sub- 
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jected  to  operation  on  September  the  twelfth.  An  incision  was 
made  through  the  vaginal  wall  over  the  tumor,  the  sarcoma- 
tous tissue  removed  as  thoroughly  as  possible,  and  the  Paquelin 
cautery  applied  to  every  accessibk  point.  Bleeding  was  profuse 
but  was  controlled  by  packing  with  gauze  saturated  with  Burn's 
styptic  mixture.  The  packing  was  removed  at  the  end  of  three 
days,  and  at  the  end  of  a  week  3J-ray  treatments  were  started. 

The  patient  was  made  comfortable  by  the  operation,  but  four 
months  later  the  pelvis  was  so  filled  with  the  sarcomatous 
growth  that  she  had  great  difficulty  in  evacuating  the  bowels; 
the  bladder  could  be  emptied  only  by  the  catheter,  and  the 
suffering  was  intense.  These  w^as  no  evidence  of  metastasis  at 
this  time.  The  patient  was  not  seen  again,  nor  could  she  be 
located  by  the  family  physician.  By  consulting  the  Records  of 
the  Department  of  Vital  Statistics,  I  learned  that  she  died 
on  May,  19,  1911. 

Microsopical  examination  showed  the  tumor  to  be  a  sacroma 
of  the  round  cell  type. 

Sarcoma  of  the  vagina  may  occur  at  any  period,  from  birth  to 
extreme  old  age.  The  greatest  percentage  of  cases  occur, 
how^ever,  in  infancy,  Sarcoma  botryoides,  the  "grape-like" 
sarcoma. 

Sarcoma  of  the  female  organs  of  generation  may  arise  in  the 
ovary,  corpus  uteri,  cervix  uteri,  vagina,  rectovaginal  or 
vesicovaginal  septum;  and  in  the  vulva.  The  progress  of  the 
disease  is  rapid  and  the  mortalit}^  high.  Few,  if  any  cases  re- 
cover permanently.  McFarland  found  one  case  reported  in  which 
the  child  lived  six  years.  The  case  I  have  reported,  survived  the 
disease  according  to  the  history  obtained,  over  tw'enty  months. 
The  records  at  the  hospital,  where  the  first  operation  was 
performed  one  year  before  the  patient  came  under  observation, 
show  that  the  tumor  was  noted  nine  months  before  the  patient 
was  admitted  to  the  Institution,  which  would  make  the  duration 
of  the  disease  about  tw'o  and  one-half  years. 

From  the  observations  of  this  case,  .x-ray  treatments  would 
seem  of  doubtful  value,  and  it  is  a  question  if  the  recurrence  was 
not  hastened  b}'  the  treatment.  The  treatments  were  given  over 
the  perineum  and  above  the  pubic  bone. 

.  Last  year  we  had  another  case  of  sarcoma  of  the  vagina  in 
Miss.  A.  B.,aet.  thirty-two.  The  growth  was  about  the  size  of  a 
walnut,  freely  movable,  situated  in  the  vesicovaginal  septum 
about  three  centimeters  within  the  vagina.  The  tumor  was 
removed  and  microscopic  examination  showed  it  to  be  a  round- 
celled  sarcoma.  The  result  in  this  case  is  not  known,  as  the 
patient  passed  from  observation  about  two  months  after  being 
discharged  from  the  hospital.  When  last  seen  there  was  no 
evidence  of  a  recurrence. 
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COMBINED  STERILIZER  AND  DOUCHE  CAN. 

To  THE  Editor  of  the  American  Journal  of  Obstetrics  and 
Diseases  of  Women  and  Children. 

Dear  Sir: 

I  am  enclosing  photograph  of  a  steriHzer  and  douche  can  for 
obstetrical  cases  which  I  have  found  of  very  great  convenience 
in  my  work  and  which  you  may  think  worthy  of  publication. 

The  illustration  shows  an  instrument  sterilizer  and  douche 
can  combined.  The  sterilizer  has  been  turned  into  a  douche 
can  by  the  addition  to  it  of  a  long  metal  tube,  reaching  to  top  of 
can  and  connected  near  the  bottom  by  a  swing  ball  joint  which 
allows  the  metal  tube  to  be  completely  folded  or  lowered,  thus 
having  a  douche  ready  at  a  moment's  notice.  The  end  of  the 
metal  tube  fits  ordinary  size  rubber  tubing.  The  diameter  of  the 
can  is  8  inphes. 
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The  height  of  can  is  1 7  inches  with  cover,  making  it  deep  enough 
to  stand  obstetrical  forceps  in  it  and  allowing  room  for  other 
instruments  and  rubber  tubing  which  may  be  boiled  in  the  can. 
The  end  of  the  metal  tube  is  corrugated  for  the  attachment  of  the 
rubber  tubing.  This  combination  allows  one  to  use  the  sterile 
antiseptic  solution  in  which  the  instruments  are  boiled  as  a 
douche,  at  a  moment's  notice,  when  it  might  be  needed  for  post- 
partum hemorrhage  or  before  or  after  instrumental  delivery. 
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The  can  is  of  polished  copper  with  fiber-covered  brass  handles 
and  brass  tube  and  joint  with  outside  quart  markings  and  was 
made  for  me  by  The  Kny  Scherer  Co.  of  New  York  City.  A 
somewhat  similar  arrangement  is  described  in  Jellett's  Mid- 
wifery, Second  Edition,  page  992. 

Timothy  F.  Cohane,  M.  D. 
New  Haven,  Conn., 
Sept.  I,  1912. 
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Augustus  Charles  Bernays,  A  Memoir.  By  Thekla  Ber- 
NAYS.  St.  Louis,  C.  V.  Mosby  Company,  191 2. 
This  little  volume  is  a  personal  record  of  the  life  and  achieve- 
ments of  one  of  our  well-known  Western  surgeons,  and  is  written 
in  a  warm  and  lovable  spirit  by  the  sister  of  the  subject  of  the 
book.  The  material  was  gathered  as  the  result  of  a  long 
personal  association  with  her  brother  and  is  combined  in  a  most 
attractive  and  interesting  manner.  Dr.  Bernays'  life  extended 
through  the  formative  period  of  American  surgery  beginning  at 
a  time  when  it  was  still  considered  necessary  for  a  candidate  to 
obtain  the  essential  part  of  his  medical  training  abroad.  Dr. 
Bernays  was  fortunate  to  have  been  able  to  associate  with  some 
of  the  best  known  men  in  Germany,  including  Gegenbauer, 
Fiirbringer,  Simon,  Czemy,  and  others,  most  of  whom  acted  as 
his  personal  instructors  during  the  medical  course  at  Heidelberg. 
The  volume  forms  a  very  interesting  contribution  to  the  his- 
torical material  which  is  now  being  accumulated  about  our  well- 
known  American  medical  men. 

Essays  on  Genito-urinary  Subjects.     By  J.  Bayard  Clark, 

M.  D.,  Assistant  Genito-urinary  Surgeon  to  Bellevue  Hospital; 

Consulting  Genito-urinary  Surgeon  to  the  Elizabeth  General 

Hospital;   Fellow   of   the   New   York   Academy   of   Medicine; 

Member  of  the  American  Urological  Association;  Member  of 

the   American   Association   of   Genito-urinary   Surgeons,   etc. 

New  York,  William  Wood  and  Company,  191 2. 

This  book  contains  a  series  of  papers  which  have  been  published 

in  various  medical  journals,  and  includes  chapters  on  cystoscopic 

diagnosis,  tuberculous  kidneys,  responsibility  of  the  physician  in 

gonococcic  infection,  gonorrheal  prostatitis,  comparative  value 

of  some  urethral  and  other  germicides.     There  is  also  inserted  a 

chapter  on  the  general  topic  as  to  whether  genito-urinary  surgery 

is  justified  as  a  special  branch  of  medicine.     The    concluding 

chapter  deals  with  the  gonococcus  from  the  academic  viewpoint. 

in  which  the  problem  is  well  stated  but  no  solution  oflFered.     The 

book  as  a  whole  is  very  entertainingly  ^^Titten  and  presents  the 

author's  collected  \vritino:s  in  a  suitable  form. 
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Gynecological  Nursing.  By  Arthur  E.  Giles,  M.  D.,  B.  Sc, 
F.  R.  C.  S.,  M.  R.  C.  P.,  Surgeon  to  the  Chelsea  Hospital  for 
Women;  Gynecologist  to  the  Prince  of  Wales'  General 
Hospital,  Tottenham.  New  York,  William  Wood  and  Com- 
pany, 191 2. 

Dr.  Giles'  standing  and  experience  should  guarantee  the  pre- 
sentation of  this  topic  in  a  suitable  and  satisfactory  manner,  and 
although  the  subject  matter  of  the  book  is  presented  in  a  very 
complete  fashion,  this  may  be  suggested  as  the  only  criticism  in 
connection  with  the  same,  for  a  nurse's  preliminary  training 
under  ordinary'  conditions  is  scarcely  advanced  enough  for  this 
purpose.  However,  if  there  are  nurses  who  can  take  up  the  care 
of ^"  gynecological  cases  exclusively,  this  book  will  give  them  the 
necessary  information  in  a  concise  and  satisfactory  form.  It 
is  written  particularly  for  English  nurses,  and  in  some  respects, 
therefore,  is  foreign  to  American  practice. 

MiTTHIELLUNGEN      AUS      DER     GyNAEKOLOGISCHEN     KlINIK    DeS 

Prof.  Dr.  Otto  Engstrom,  Band  x.  Heft  i.     (Contributions 

from  the  Gynecological  Clinic  of  Prof.  Engstrom  in  Helsingf ors.) 

Berlin,  191 2.     S.  Karger. 

The  present  number  contains  two  articles,  the  first  of  which 
includes  an  extended  study  by  Tauno  Kalima,  of  the  so-called 
white  placental  infarct.  The  writer  claims  that  the  genesis  of 
these  infarcts  is  not  a  uniform  process.  In  advanced  stages  the 
primary  cause  is  often  impossible  to  elicit,  because  secondary 
phenomena  including  fibrin  deposits,  proliferations  of  the  ecto- 
derm and  necrosis  of  the  villi  disturb  the  microscopic  picture. 
The  intervillous  circulatory  disturbances,  however,  are  of  un- 
doubted significance  in  {his  connection,  although  proliferations 
in  the  cells  of  the  ectoderm  very  often  assume  an  important 
role.  Primary  hyaline  degeneration  of  the  chorionic  villi  may 
be  traced  to  this  source.  The  infarct  results  from  a  fusion  of 
adjoining  areas  with  stagnation  of  the  included  blood  and  it  is 
quite  probable  that  all  infarcts  aside  from  primary  clots  may  be 
explained  in  this  manner.  The  fibrin  in  these  infarcts  is  derived 
partially  from  the  blood  and  partially  from  the  hyaline  degenera- 
tion of  the  fetal  placental  elements.  Changes  in  the  fetal  vessels 
are  secondary  and  decidual  proliferations  do  not  play  any  part  in 
the  production  of  the  infarcts.  The  study  in  question  has  been 
conducted  on  a  large  number  of  cases  and  the  author  also  appends 
an  extensive  bibliography  on  this  subject.  The  second  article 
deals  with  the  treatment  of  pedunculated  ovarian  tumors  which 
have  undergone  torsion  and  is  by  Grotenfelt.  Among  676  cases 
collected  from  the  literature  and  including  eighty-three  observed 
in  Engstrom's  clinic,  there  were  thirty-three  deaths.  The  writer 
believes  that  the  fatal  issue  is  usually  due  to  an  autointoxication 
produced  by  the  absorption  of  the  products  of  disintegration  in 
the  tumor  and  that  this  is  favored  by  a  chloroform  narcosis. 
For  this  reason,  he  believes  that  particularly  in  the  acute  stages 
this  form  of  anesthesia  should  be  avoided. 
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OBSTETRICS. 

Eclampsia  in  Relation  to  Atmospheric  Conditions. — Giuseppe 
Cavagnis  (Ann.  de  gyn.  et  d'obst.,  June,  1912)  after  observing 
sixty-seven  cases  of  eclampsia  has  tabulated  their  occurrence 
with  reference  to  conditions  of  temperature,  humidity,  and 
barometric  pressure,  with  a  view  to  ascertaining  whether  con- 
ditions of  weather  and  climate  influence  the  occurrence  of 
convulsions.  His  conclusions  are  that  there  is  no  relation  between 
meteorological  conditions  and  the  occurrence  of  convulsions  in 
the  pregnant  state;  or  in  the  prodromic  period.  The  smallest 
number  of  cases  occurred  in  the  spring,  and  at  the  other  seasons 
they  were  about  equal  in  number. 

Use  of  Pantopon  in  Controlling  Pain  in  Labor. — ^W.  H.  Morley 
(Phys.  and  Stirg.,  1912,  xxxiv,  104)  says  that  pantopon,  a  prepa- 
ration containing  about  90  per  cent,  of  all  the  alkaloids  of 
opium,  of  which  opium  itself  contains  only  12  to  15  per  cent., 
seems  destined  to  replace  morphine  and  other  opium  prepara- 
tions. It  can  be  administered  wherever  opium  and  morphine 
are  indicated  and  has  all  their  therapeutic  action  without  any 
of  their  unpleasant  and  dangerous  after-effects.  In  obstetrics, 
pantopon  tends  to  lessen  the  sensitiveness  of  the  uterine  con- 
tractions without  changing  the  force  and  duration  of  the  pains. 
It  is  harmless  for  the  child.  Later  investigations  must  determine 
the  proper  time  at  which  to  make  the  injection. 

Treatment  of  Toxemia  and  Bacteremia. — R.  Labusquiere 
(Ann.  de  gyn.  et  d'obst.,  June,  1912)  calls  attention  to  the  patho- 
logical importance  of  the  anaerobic  bacteria  in  puerperal  processes. 
Saprophytic  bacteria  may,  under  various  circumstances,  become 
markedly  virulent,  and  the  anaerobic  especialh^  multiply  in  the 
system,  and  live  in  the  blood.  In  cases  of  putrid  abortion  aerobic 
streptococci  are  not  the  agents  of  the  putrefaction;  they  may 
be  met  with  in  the  secretions  but  associated  with  aerobic  germs, 
which  are  the  true  cause  of  the  putrefaction,  such  as  the  colon 
bacillus  and  aerobic  streptococci.  Here  there  is  a  true  infection, 
and  the  fever  is  in  proportion  with  the  number  of  germs  present. 
A  splenic  hypertrophy  is  found  in  almost  all  the  cases  in  which 
the  blood  culture  is  positive.  Schottmuller  thinks  that  we  must 
in  all  cases  at  once  evacuate  the  uterus  if  we  would  cure  the  case. 
On  the  other  hand,  Winter  believes  that  active  treatment  brings 
about  the  greatest  risks,  since  it  causes  migration  of  the  germs 
from  the  tissues  of  the  uterus  into  the  blood.  Here  we  should 
remove  all  the  fragments  of  the  ovum  and  of  the  placenta,  but 
should  not  employ  curettage  or  other  active  surgical  treatment, 
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especially  when  hemolytic  streptococci  are  present.  Curettage  is 
justifiable  only  in  case  of  severe  hemorrhage  threatening*the 
life  of  the  patient.  The  secretion  should  be  examined  for  the 
presence  of  these  germs  and  if  there  are  no  hemolytic  streptococci 
or  only  isolated  ones  and  saprophytes  are  found  one  may  curette 
at  once,  m  case  the  cervix  is  permeable,  but  without  brutal 
measures  for  dilatation  such  as  will  cause  traumatisms  of  the 
uterine  Immg.  If  hemolytic  bacteria  are  abundant  and  in 
pure  culture  we  should  abstain  absolutelv  from  interference 
The  general  conclusions  of  the  author  are  that  careful  bacterio- 
logical examinations  of  the  lochia  and  blood  should  be  made' 
the  aerobes  and  anaerobes  should  both  be  sought  for;  such 
examinations  are  of  value  as  to  diagnosis  and  prognosis  and  must 
determine  the  therapv. 

SyphiUs  in  Pregnant  Women.— Henri  Poucot  {Rev.  mens  de 
gyn.  d'obst.  et  de  ped,  June,  19 12)  gives  the  history  of  a  case 
which  _  plainly  demonstrates  the  possibilitv  of  the  wife  of  a 
syphilitic  man  producing  a  syphilitic  child,  without  beincr 
herself  infected.  The  importance  of  this  case  lies  in  the  fact 
that  the  woman  was  later  plainly  infected  with  syphilis  bv  a 
second  husband;  hence  the  first  macerated  fetus,  the  result  of 
marriage  with  a  syphilitic,  was  not  an  evidence  of  syphilis  in 
the  mother.  She  evidently  escaped  the  first  infection,  to  be 
infected  by  a  second  syphilitic  man. 

Treatment    of    Tuberculosis    Complicated    by    Pregnancy. 

Brindeau  (Jour,  de  mcd.  de  Paris,  June  29,  191 2)  thinks  that 
pregnancy  aggravates  tuberculosis  and  that  its  effect  is  more 
serious  the  more  advanced  the  tuberculosis  at  the  time  that 
pregnancy  begins.  If  the  tuberculosis  is  latent,  pregnancy  will 
bring  about  its  development.  It  is  necessary  for  the  mother  to 
give  to  her  child  for  its  development  a  large  amount  of  calcium 
and  according  to  the  modern  theory  tuberculosis  is  a  disease 
that  is  characterized  by  a  paucity  of  calcium.  Many  of  the 
infants  bom  of  tuberculous  mothers  are  weak  and  will  soon 
succumb  to  malnutrition.  The  author  has  found  that  an  early 
abortion  generally  benefits  the  mother,  and  he  thinks  that  we 
should  disregard  the  life  of  the  child  and  produce  an  abortion 
before  the  third  month  when  we  believe  that  the  mother's 
disease  will  be  increased  by  a  continuance  of  pregnancy  If 
the  pregnancy  is  more  advanced  we  should  allow  it  to  go  on  and 
improve  the  nutrition  of  the  mother  as  far  as  possible 

So-called  Therapeutic  Abortion.— Pinard  {Ann.  de  gyn  et 
d  obst.,  June  191 2)  rejects  entirely  the  idea  that  it  is  justifiable 
to  cause  abortion  m  cases  of  sickness  of  the  mother  which  does 
not  also  destroy  the  life  of  the  child.  Prophvlactic  sterilization 
IS  unjustifiable,  therefore,  this  form  of  therapeutics  should  not 
be  employed  m  tuberculosis  of  the  mother.  The  author  has 
observed  in  the  last  forty  years,  the  confinements  of  71,225  women 
at  the  Baudelocque  Hospital,  in  Paris.  Of  these  twent3^-six 
only  have  died  of  tuberculosis  after  labor.     He  thinks  that  it  can 
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be  shown  that  the  tuberculous  woman  is  not  easily  fecundated, 
which  accounts  in  part  for  the  small  number  of  deaths.  If  preg- 
nancy occurs,  as  a  rule  delivery  takes  place  without  any  trouble 
and  without  injury  to  the  health  of  the  mother.  As  to  the  child 
there  have  been  numberless  instances  of  the  birth  of  a  healthy 
child  to  a  tuberculous  mother  and  of  its  growing  up  healthy 
when  properly  cared  for.  In  bony  tuberculosis  he  has  never 
seen  a  recrudescence  of  the  disease  after  labor.  Gestation  is  a 
harmonious  symbiosis  which  goes  on  without  injury  to  the 
health  of  the  mother.  Landouzy  has  shown  that  guinea-pigs 
are  not  often  fecundated  while  tuberculous,  and  that  abortion 
does  not  occur  when  that  happens.  Tuberculosis  may,  in  rare 
instances,  be  communicated  to  the  child  at  birth,  but  this  has 
been  shown  to  be  exceedingly  lare.  Heredity  of  germs  is  rare; 
heredity  of  dystrophies  the  author  does  not  consider.  He 
believes  it  to  be  the  duty  of  every  accoucheur  in  the  presence  of 
a  pregnancy  in  a  tuberculous  woman  to  endeavor  to  better  the 
health  of  the  mother  and  save  the  child,  and  never  to  consider 
the  possibility  of  producing  abortion  artificially. 

Inconveniences  in  Later  Labors  of  too  Complete  Restoration 
of  the  Perineum. — A.  Bonnet-Labordiere  {Jour,  dc  sci.  mcd.  dc 
Lille,  June  29,  1912)  tells  us  that  serious  complications  may 
ensue  in  later  labors  if  we  repair  too  carefully  the  perineum,  and 
sew  together  too  high  up  the  fibers  of  the  levator  ani  muscles. 
We  may  thus  cause  a  stenosis  of  the  vagina,  and  the  tissues  in  this 
case  are  not  relaxed  by  the  softening  of  pregnancy.  We  should 
be  careful  not  to  freshen  too  much  tissue  in  these  operations, 
or  to  create  a  large  amount  of  cicatricial  tissue  in  the  pelvi- 
perineal  region.  In  this  type  of  stenosis  either  the  parts  relax, 
or  tear,  or  there  comes  about  the  necessity  of  operative  inter- 
ference to  deliver  the  child.  Here  it  may  be  necessary  to  cut 
the  tissues  in  the  middle  line  sufficiently  to  allow  of  the  escape 
of  the  head  and  shoulders.  In  a  case  of  this  kind  observed  by 
the  author  operation  was  necessary  and  was  followed  by  severe 
hemorrhage  due  to  uterine  atony,  following  a  very  severe  labor. 
In  some  cases  Cesarean  section  becomes  necessary  and  the 
uterus  may  even  have  to  be  removed  at  the  same  time. 

Extraperitoneal  Cesarean  Section. — G.  Acconci  {Ann.  dc  gyu. 
et  d'obsi.,  June,  19 12)  discusses  the  indications  for  the  extra- 
peritoneal Cesarean  section  and  its  relation  to  the  classical 
operation.  In  the  early  days  it  was  advocated  in  septic  cases; 
but  it  has  been  found  that  its  mortality  in  these  cases  has  been 
extremely  high,  and  its  use  in  septic  cases  has  been  abandoned. 
Jeannin  thinks  that  comparing  the  transperitoneal  and  the 
extra  peritoneal  methods  the  extraperitoneal  is  theoretically 
satisfactory,  but  the  results  being  the  same  there  is  no  reason 
why  it  should  be  preferred  to  the  transperitoneal.  The  author 
reviews  the  opinions  of  the  various  authors  who  have  practised 
and  written  on  this  operation.  The  author  does  not  believe 
that  the  suprapubic  operation  should  entirely  take  the  place  of 
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the  classical  Cesarean  section,  which  in  suitable  cases  remains 
the  procedure  of  preference.  In  cases  of  simple  putridity  of  the 
amniotic  fluid  he  thinks  that  the  suprapubic  operation  should 
be  preferred  to  the  classical  one.  The  extraperitoneal  Cesarean 
section  is  to  be  used  when  the  membranes  have  been  ruptured 
tor  a  long  time  and  there  is  reason  to  believe  that  sepsis  will  later 
occur.  It  is  well  adapted  to  the  expectant  method,  but  whenever 
asepsis  IS  secure  the  classical  operation  may  be  employed      The 

Vt      l-^7S^^''\''''^'  °^  ^^^^^  ^^^^^  operated  on  extraperitoneallv 
The  chief  difficulty,  it  appears  to  him,  is  how  to  judge  the  degree 
of  sepsis  that  exists  m  a  given  case.     The  author  has  tabulated 
all  cases  operated  on  extraperitoneally  that  he  has  been  able  to 
u^'L    T  "^^"^'T^  literature.     He  has  found  670  cases  in  all, 
with  thirty-seven  deaths,  twenty-seven  of  them  in  infected  cases 
after  the  operation.     The  bad  results  he  thinks  are  in  part  due 
to  the  newness  of  the  operation  and  the  fact  that  the  technic 
IS  not  at  first  familiar  to  the  operator.     It  is  certain  that  lacera- 
tions of  the  soft  parts,  such  as  result  from  pubiotomy,  may  be 
avoided  by  the  extraperitoneal  method,   hemorrhage  is  slight 
and  It  IS  much  to  be  preferred  in  primipara.     In  cases  of  expec- 
tant treatment  it  is  mdicated;  also  in  slightly  infected  cases,  and 
m  pnmipar^  with  slight  pelvic  contraction  when  we  desire  to 
await  the  effect  of  the  natural  uterine  contractions. 

GYNECOLOGY  AND  ABDOMINAL  SURGERY 

Immediate    Influence    of    Ovariotomy    on    Menstruation.— 

O.  \ertes(G>'n.  Rund.,  Bd.  vi,  H.  8  and  9)  reports  the  results  of 
his  observations  m  a  series  of  sixty-seven  cases  in  which  one  or 
both  ovaries  were  removed  while  the  uterus  remained.     In  none 
of  the  cases  was  any  vaginal  drainage  employed,  nor  were  any 
cases  of  extrauterme  pregnacy  included,  so  that  in  no  instance 
would  any  extraneous  features  be  called  into  play.     The  author's 
conclusions  are  as  follows:     If  the  interval  between  the  last' 
menstrua    period   and  a  one-sided  ovariotomv  includes   more 
than  twelve  or  thirteen  days,  then  the  bleeding  which  subse- 
quently appears  may  be  regarded  as  a  predisposition  to  a  men- 
/ut   S?t!  ^""^  ""'"'''^y  proceeds  with  the  loss  of  a  less  amount 
oi  blood  than  a  normal  menstrual  period.     If  the  interval  between 
the  last  menstruation  and  the  operation  is  less  than  twelve  days 
then  the  postoperative  menstrual  flow  will  be  subject  to  delav 
this  circumstance  may  be  explained  by  the  fact  that  the  func- 
W  tt    ^^1  ^^^^^^^^^d  o^ary  must  be  taken  up  by  the  other  side, 
but  the  delay  becomes  progressively  lessened  until  the  remaining 
ovary  has  conipletely  adjusted  itself  to  the  increased  function 
U  u  V  ^7  '!  i?  contains  a  maturing  Graafian  follicle  has  been 
oeriod  wnf         *^'  ''T  ^^   oPc^^tion,    the    first    postoperative 
period  will  come  on  at  the  normal  time  and  the  delayed  flow 
will   only  manifest   itself   in   subsequent   periods.     If   irregular 
uterine  hemorrhage  extending  over  a  considerable  period  which 
IS  tound  to  be  due  to  some   ovarian    condition,  has    occurred 
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this  will  cease  immediately  after  extirpation  of  the  ovary.  Ex- 
udates in  the  stump  following  ovariotomy  do  not  produce  hem- 
orrhages. After  a  double  ovariotomy,  a  menstrual  period  may 
appear  subsequent  to  the  operation  if  the  interval  between  the 
past  period  and  the  operation  does  not  exceed  thirteen  or  four- 
teen days.  These  conclusions  seem  to  show  that  a  close  relation 
exists  between  the  ovary  and  menstrual  bleeding. 

Carcinoma  of  the  Female  Genitals. — Theilhaber  {Arch.  f.  Gyn., 
Bd.  xcvi,  H.  3)  believes  that  the  statistics  as  to  final  results 
thus  far  presented  by  different  schools  of  operators,  do  not  per- 
mit us  to  draw  conclusions  which  are  of  absolute  significance. 
Experience  seems  to  show  that  in  carcinoma  of  the  body  of  the 
uterus,  the  total  vaginal  extirpation  may  be  regarded  as  the  best 
procedure.  The  number  of  patients  cured  by  this  means  is 
relatively  large.  An  invasion  of  the  parametrium  usually  occurs 
late  and  if  the  extension  has  once  taken  place,  the  carcinomatous 
process  has  extended  so  far  that  even  an  extirpation  of  the  para- 
metrium cannot  result  in  a  cure.  Moreover,  the  patients  are 
usually  older  women  in  whom  extensive  operative  procedures, 
especially  by  the  abdominal  route,  are  very  dangerous  and  for 
this  reason  the  simpler  vaginal  hysterectomy  is  usually  preferable. 
In  cases  where  the  carcinoma  is  derived  from  the  cervical  mucous 
membrane,  it  is  usually  necessary  to  remove  the  entire  uterus 
with  the  parametria,  especially  if  the  growth  starts  from  the 
upper  portions  of  the  cervix.  Where  the  carcinoma  begins  in 
the  lower  segments  of  the  cervical  mucous  membrane,  and  in 
which  it  has  not  extended  upward,  or  where  the  parametrium 
remain  free,  the  case  does  not,  as  a  general  thing,  come  under 
observation  and  treatment,  because  in  this  stage  the  new  growth 
is  productive  of  very  few  symptoms.  Here,  a  partial  excision, 
including  the  cervix,  is  as  much  justified  as  a  radical  operation, 
but  if  in  a  case  of  this  kind,  the  parametria  has  become  involved, 
a  radical  operation  possibly  offers  a  better  prognosis.  In  a 
carcinoma  of  the  vaginal  portion  of  the  cervix  without  evident 
infiltration  of  the  parametrium,  no  definite  conclusions  as  to 
the  treatment  can  be  arrived  at.  Theilhaber  believes,  however, 
that  the  best  results  attend  a  partial  extirpation  and  that  the 
good  efi'ects  obtained  by  the  older  procedures  with  the  thermo- 
cautery should  not  be  discarded.  It  may  be  possible  that  the 
heat  rays  proceeding  from  the  cautery  exert  a  similar  effect  as 
that  of  the  Roentgen  and  radium  rays  and  that  absorption  of 
some  of  the  neighboring  carcinoma  cells  may  occur.  Theilhaber 
is  therefore  in  favor  of  extending  renewed  attention  to  the  pallia- 
tive operations  by  means  of  the  thermocautery. 

Leucoplakia  and  Kraurosis  Vulvae. — Savare  {Ann.  di.  ostei. 
et  gin-.i  May  31,  191 2)  publishes  notes  of  five  cases  of  leucoplakia 
and  kraurosis  vulvae  observed  by  him,  with  the  histological 
examinations  of  specimens  removed.  The  condition  is  char- 
acterized bv  a  chronic  inflammation  of  the  epithelial  strata  of 
the  derma.     There  is  small-celled  infiltration  of  the  papillary 
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and  subpapillary  regions,  which  are  the  seat  of  inflammatory 
edema.  There  is  a  corresponding  papillary  hypertrophy,  "to 
which  succeeds  a  regressive  atrophy,  with  atrophy  of  the  glandular 
papillae,  absence  of  the  elastic  tissue  of  the  rete,  and  atrophy  of 
the  epidermic  strata.  The  etiology  of  these  lesions  is  not  well 
defined.  They  do  not  predispose  to  cancerous  degenerations  of 
the  parts  affected. 

Radium  Therapy  of  Fibromata. — H.  Cheron  {Jour,  de  med.  de 
Paris,  June  22,  191 2)  applies  radium  in  the  cavity  of  the  uterus  to 
arrest  hemorrhage  in  cases  of  fibroma  uteri,  and  with  fibroids  of 
moderate  size  he  gets  excellent  results.  He  believes  that  there 
is  a  profound  effect  on  the  vascularization  of  the  muscle  of  the 
growth,  which  causes  hemostasis  by  obliteration  of  the  vessels, 
but  without  causing  gangrene  of  the  mucosa  which  is  often  normal. 
He  combines  his  internal  application  with  external  use  of  the 
ultra-penetrating  rays  through  the  abdominal  walls.  He  uses 
5  centigrams  of  radium,  for  several  hours.  The  application  may 
be  made  in  the  vagina  when  it  is  difficult  to  introduce  the  tube 
into  the  uterine  cavity.  The  action  of  the  radium  should  be  on 
the  whole  uterus  and  there  should  not  be  a  marked  effect  on  the 
mucosa.  The  tube  should  be  ^^Tapped  with  several  folds  of 
gauze  to  remove  the  efifect  of  the  superficial  rays,  and  to  allow 
the  action  of  the  ultra-penetrating  rags  only.  If  the  menopause 
is  near,  an  artificial  menopause  may  be  brought  on.  Sittings 
should  last  from  six  to  twelve  hours,  sometimes  as  long  as 
twenty-four  hours.     The  hemorrhages  are  arrested  permanently. 

Pathology  of  Ovarian  Tuberculosis. — F.  Cohn  (Arch.  /.  Gyn., 
Bd.  xcvi,  H.  3)  presents  the  results  of  his  investigation  in  a 
series  of  fourteen  ovaries  removed  for  tubercular  infection,  as  the 
result  of  which  he  finds  in  agreement  with  others  that  it  is 
impossible  to  distinguish  between  a  miliary  and  a  cheesy  form 
of  ovarian  tuberculosis,  as  both  varieties  may  be  present  in  the 
same  ovary  and  merge  one  into  the  other.  These  cases  were  all 
operated  upon  for  the  clinically  more  evident  tubal  or  peritoneal 
tuberculosis.  Cohn  claims  that  the  superficial  layers  of  the 
ovary  present  a  resistance  to  the  extension  of  a  tuberculous 
perioophoritis  into  the  interior  of  the  organ,  which  is  determined 
to  a  slight  degree  by  the  behavior  of  the  germinal  epithelium, 
but  pnncipally  by  the  resistance  of  the  thickened  tunica  albu- 
ginea.  In  this  way  the  tuberculous  infection  of  the  ovary  from 
the  surface  is  either  entirely  prevented  or  at  least  markedly 
inhibited.  Small  openings  on  the  surface  of  the  ovary,  such 
as  the  sites  of  ruptured  Graafian  follicles,  offer  an  opportunity 
for  the  invasion  of  a  tubercular  process  from  the  peritoneum 
and  it  is  probable  that  the  not  uncommon  tuberculosis  of  the 
corpus  luteum  arises  more  frequently  in  this  manner  than  in  a 
hematogenous  manner.  Large  unruptured  follicles  are  not 
apparently  affected.  A  tuberculous  infection  may  also  extend 
into  the  ovary  from  the  lymph  vessels  by  way  of  the  hilus  from  a 
tuberculous  tube.     A  hematogenous  infection  of  the  ovary  is 
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probably  less  common  than  has  usually  been  assumed^  An 
eJcample  of  this  mode  of  infection,  however,  was  afforded  by  the 
findincr  of  an  isolated  focus  in  a  dermoid  cyst.  In  operating  on 
cases  of  adnexal  tuberculosis,  the  ovaries  may  be  preserved  even 
if  tuberculous  nodules  are  present  on  the  surface.  These  must 
be  removed,  however,  if  a  tuberculous  infection  of  the  corpora 
lutea  is  present  or  an  extension  "has  occurred  through  the  hilus. 

Chemical  Composition  of  Menstrual  Fluid  and  Vaginal  Secre- 
tions.—A  study  of  twelve  cases  by  W.  B.  Bell  (Jour.  Obst.  cr 
Gyn.Brit.Emp.,  1912,  xxi,  209)  shows  that  the  cardinal  symptoms 
of  hematocolpos  are  abdominal  pain  and  dysuria,  with  or  without 
retention  of  urine.  The  obstructing  membrane  or  septum  is 
usually  the  lower  end  of  an  imperforate  vagina,  and  it  may  be 
lined  on  the  inner  surface  with  columnar  epithelium  alone 
or  mixed  with  squamous  epithelium.  The  noncoagulability  of 
menstrual  blood  is  due  to  the  absence  of  fibrin  ferment  and 
fibrinogen,  and  not  to  mucin  or  lactic  acid.  The  lactic  acid 
found  in  the  vagina  is  present  in  the  absence  of  bacteria,  and 
cannot  be  due,  therefore,  to  the  vaginal  bacillus  of  Doderlem. 
The  calcium  excretion  in  menstrual  discharge  is  very  great, 
greater  even  than  that  found  in  urine.  Urea  is  absent  from 
hematocolpos  fluid. 

Rupture  of  Pyosalpinx  as  a  Cause  of  Acute  Diffuse  Purulent 
Peritonitis.— W.  M.  Brickner  (Surg.  Gyn.&Obst.,  1912,  xiv,  474) 
records  an  instance  of  this  accident,  of  which  ninety  others  are 
reported  in  the  literature.  He  says  that  rupture  into  the  free 
peritoneal  cavity  is  an  uncommon  complication  of  pyosalpinx  or 
tuboovarian  abscess.  Its  occurrence  is  too  infrequent  to  gain- 
say the  conservative  treatment  of  tubal  infections.  It  is  common 
enough  however,  to  be  alwavs  borne  in  mind  in  the  management 
of  tubal  suppurations,  not  only  those  of  the  chronic  type,  but  also 
the  acute  cases,  gonorrheal  and  nongonorrheal.  Attacks  ot 
severe  pain  and  fever,  repeated  within  a  short  time,  should 
suggest  the  possibility  of  impending  rupture  and  the  desirability 
of  replacing  conservative  with  operative  treatment.  The  prog- 
nosis of  such  a  rupture  is  increasingly  grave  with  the  lapse  ot 
time  About  90  per  cent,  of  those  operated  upon  withm  twenty- 
four  hours  have  recovered.  The  ruptured  tube  should  be  re- 
moved at  the  operation,  if  the  patient's  condition  does  not  forbid. 
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THE  USE  OF  ADHESIVE  PLASTER  IX   THE  CURE    OF 

TALIPES    EQUINO- VARUS  OF   INFANTS  AT 

BIRTH. 

BY 
AMERICUS  R.  ALLEX,  M.   D., 

Carlisle,  Pa. 

In  infants  at  birth  the  correction  of  these  deformities  of  the 
foot  is  a  simple  matter  and  can  be  readily  carried  out  and  a  cure 
effected  by  the  physician  in  charge  with  a  little  care  and 
attention. 

This  method  has  been  in  use  by  me  and  some  of  my  colleagues, 
with  modifications,  during  the  past  ten  years.  During  this 
period,  a  sufficient  number  of  cases  have  been  corrected  and 
restored  to  a  normal  condition  to  justify  the  recommendation  of 
its  use  generally. 

Immediately  after  the  birth  of  the  infant,  as  soon  as  the  mother 
is  cared  for,  the  baby  is  examined  and  if  this  deformity  of  the  foot 
IS  present,  the  attendant  proceeds  to  correct  the  condition.  The 
surgeon  has  prepared  for  his  use  a  number  of  strips  of  "zinc 
oxide"  adhesive  plaster  i  inch  wide  and  8  to  lo  inches  long, 
conveniently  placed. 

The  deformity  is  overcorrected  and  a  strip  of  the  adhesive 
plaster  is  placed  ever  the  sole  and  inner  aspect  of  the  foot,  and 
drawn  tightly  along  the  outer  aspect  of  the  leg  in  a  line  with  the 
outer  malleolus  to  hold  the  foot  in  this  overcorrected  position. 
A  second  strip  of  the  adhesive  plaster  is  placed  over  the  sole  of 
the  foot  just  posterior  to  the  base  of  the  metatarsal  bones  extend- 
ing over  the  inner  aspect  of  the  foot  and  ending  on  the  top  of  the 
joint  of  the  great  toe.  This  strip  is  drawn  firmly  and  applied 
to  the  leg  on  the  outer  side,  i  to  2  1/2  in.  above  the  external 
malleolus,  and  wrapped  around  the  leg  in  an  ascending  spiral. 
This  strip  causes  dorsal  flexion,  everts  the  foot,  puts  tension  on 
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the  tendo  achilles,  on  the  inner  plane  of  the  plantar  fascia,  and 
forms  the  hvpothenuse  of  a  triangle,  the  other  sides  of  which  are 
the  leg  and  the  part  of  the  foot  posterior  to  its  attachment  to  the 
sole  of  the  foot  posterior  to  the  metacarpal  bones. 

Strips  of  adhesive  plaster  are  now  placed  to  cover  in  these  two 
tension  strips,  beginning  on  the  leg  2  in.  above  the  ankle-joint 
and  overlapping  each  other,  from  above  downward  until  the 
overlapping  strips  reach  the  instep;  here  they  should  be  drawn 
sufficiently  tight  to  further  increase  the  tension  on  the  second 
strip  appHed.  until  it  is  almost  or  quite  drawn  down  upon  the 
instep,  and  continued  down  to  the  base  of  the  toes.  Before  it 
quite  reaches  the  toes,  a  small  fold  of  gauze  should  be  placed  on 
the  sole  of  the  foot  in  this  region  to  prevent  the  cutting  of  the  last 
few  strips,  which  will  happen  if  the  gauze  is  not  used.  The 
overlapping  of  the  adhesive  plaster  should  consist  of  three  or 
four  layers  applied  successively,  so  that  a  firm  support  to  the 
foot  is  maintained. 

This  overlapping  of  the  two  primary  strips  further  increases 
the  dorsal  flexion  of  the  foot,  puts  more  tension  on  the  tendo 
achilles  as  well  as  an  increased  eversion  and  tension  on  the  inner 
plane  of  the  plantar  fascia. 

The  primary  dressing  is  allowed  to  remain  for  ten  days  or  two 
weeks,  when  it  is  removed,  the  foot  is  thoroughly  cleansed  with 
ether,  bathed  in  alcohol  and  a  fresh  dressing  applied. 

If  this  dressing  is  applied  immediately  after  birth,  six  or  eight 
weeks'  treatment  will  be  sufficient  to  correct  the  deformity. 
Then  the  foot  can  be  safely  left  alone  with  a  stiff  ankle  infant 
shoe,  with  one  strip  of  adhesive  plaster  on  the  outer  side  of  the 
foot  and  leg  to  aid  in  maintaining  the  correction. 

In  those  cases  where  the  deformity  is  not  seen  for  several  days 
or  a  couple  of  weeks  after  birth,  the  ligaments  will  have  had  a 
chance  to  harden  and  contract  and  the  treatment,  therefore,  will 
have  to  be  carried  out  over  a  longer  period  of  time. 

It  is  surprising  to  note  how  little  irritation  of  the  skin  the 
"zinc  oxide"  plaster  produces  when  applied  to  young  infants ; 
in  fact,  in  my  experience  it  has  never  produced  any,  and  has  left 
the  skin  clean  and  smooth. 

In  closing,  I  wish  to  call  attention  to  a  few  facts  that  indicate 
that  the  adhesive-plaster  treatment  is  effective  and  desirable. 

1.  When  the  child  is  bom  the  tissues  and  tendons  are  soft,  ex- 
tensible and  readily  yield  to  adjustment  without  force. 

2.  When  several  days  or  more  have  elapsed,  the  weak  tendons 
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and  tissues  are  overstretched  and  the  strong  ones  are  overcon- 
tracted,  thus  increasing  the  difficulties  of  replacement. 

3.  It  is  clean,  easily  changed,  no  apparatus  is  needed  in  its 
application,  the  cost  is  insignificant  and  it  is  always  available. 

4.  That  if  usad  as  directed,  tenotomy  and  braces  for  the  cure  of 
these  deformities  will  not  be  necessary. 

5.  That  this  treatment  with  modifications  may  be  applied 
to  other  deformities  of  the  foot  and  not  alone  to  the  one 
described. 

6.  It  is  much  better  than  plaster-of-paris  casts  as  it  is  not  as 
hea\y ;  and  it  remains  in  place  until  removed.  By  the  use  of  suc- 
cessive overlaying  strips  it  can  be  made  as  rigid  as  a  plaster  cast, 
and  is  much  easier  to  take  off. 


DIAGXOvSIS  OF  BONE  DISEASES  IX  CHILDREN. 

BY 

GEORGE  F.  LITTLE,  A.  B.,  M.  D., 

Pediatrist  to  the  Kings  Co.  Hospital;  Assistant  to  the  Chair  of  Diseases  of  Children,  and 

Instructor  in  Diseases  of  Children,  Long  Island  Hospital;  Visiting  Physician, 

Children's  Aid  Society,  Brooklyn. 

Diseases  affecting  the  bony  framework  of  the  child,  if  of  an 
acute  nature,  are  usually  discovered.  If  of  a  chronic  nature, 
too  often  they  pass  unrecognized  in  the  early  stages.  Patho- 
logical conditions  should  be  recognized  before  deformity  has 
taken  place,  for  it  is  not  only  that  portion  of  bone  directly  affected 
which  will  become  deformed  but  other  bony  parts  must  shape 
themselves  accordingly. 

Diagnosis  is  not  easy  unless  its  various  points  are  kept  fully 
before  the  mind.  Careful  examination  and  the  consideration 
of  dift'erential  diagnosis  are  vital  to  early  recognition. 

It  will  not  be  amiss,  therefore,  to  consider  carefully  the 
diagnosis  of  bone  lesions  and  to  consider  their  workings  as  they 
become  apparent  in  symptoms,  for  "  By  their  works  ye  shall 
know  them." 

Aaite  Osteomyelitis. — (Acute  epiphysitis,  acute  purulent  syno- 
vitis, pyemia  of  bone,  acute  arthritis  of  infants.) 

The  term  pyemia  of  bone  will  best  guide  us,  perhaps,  in 
realizing  the  s}Tnptoms  of  this  disease.  The  age  is  of  importance 
for  50  per  cent,  of  the  cases  occur  under  five  years  of  age;  the 
large  majority  of  these  in  the  first  year.  The  onset  is  most 
often  sudden  with  symptoms  of  severe  systemic  infection. 
The  chart  shows  a  high  range  of  temperature  of  intermittent 
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type.  The  pulse  is  accelerated,  the  face  drawn  and  flushed ; 
the  child  is  prostrated.  The  tongue  is  coated,  dry  and  tremulous 
and  mild  delirium  is  not  infrequent.  Locally  there  is  usually  pain 
of  a  throbbing  nature,  involving  one  or  several  joints  with 
tenderness  and  perhaps  redness.  Soon  there  is  swelling.  There 
may  be  pitting  of  the  skin  on  pressure,  and  a  little  later  fluctua- 
tion may  be  recognized. 

In  another  group  of  cases  the  onset  of  the  disease  is  less  acute 
with  a  low  range  of  fever  and  slower  development  of  the  sequence 
of  symptoms,  suppuration  not  being  apparent  for  ten  days  to 
three  weeks. 

It  is  to  be  remembered  that  in  young  infants  the  cause  of  the 
constitutional  symptoms  may  not  be  clear  at  first,  but  it  is 
often  noted  that  the  child  cries  out  when  disturbed  and  that  an 
extremity,  usually  a  leg,  is  not  moved. 

The  inflammation  commences  most  frequently  at  the  epiphysis 
or  in  the  medullary  canal  of  a  long  bone.  The  femur,  tibia 
and  humerus  are  oftenest  involved  in  the  order  written.  The 
process  extends  quickly,  involving  the  hip,  knee  or  shoulder. 
The  ankle,  elbow,  maxillae  and  small  joints  are  other  points  of 
election. 

Differential  Diagnosis. — As  to  differential  diagnosis,  rheuma- 
tism is  not  frequent  under  five  years;  is  extremely  rare  in  infancy. 
Scurvy  shows  inflammation  of  the  gums  and  usually  ecchymosis 
on  the  body  surface.  Anterior  poliomyelitis  has  an  acute 
onset  with  loss  of  function  in  a  limb  but  no  localized  pain, 
tenderness  or  swelling.  Traumatism  gives  a  history  or  shows 
signs.  Syphilitic  epiphysis  has  resemblance  in  disability  and 
localized  tenderness,  but  acute  onset,  marked  constitutional 
symptoms  and  rapid  swelling  are  not  found,  nor  are  these  signs 
present  in  tubercular  joint  affections.  Typhoid  fever  has  been 
mistaken  for  the  more  protracted  form  of  osteomyelitis,  yet 
careful  examination  reveals  the  joint  involvement  in  the  latter. 
The  leukocyte  count  is  high  in  osteomyelitis,  low  in  typhoid;  the 
Widal  reaction  is  present  only  in  typhoid  fever. 

Syphilitic  Diseases  of  Bone. — Parrot's  disease  (called  by 
Parrot,  syphilitic  pseudoparalyses  of  the  new-bom) ;  epiphyseal 
osteochondritis,  acute  epiphysitis. 

This  is  the  common  form  of  specific  bone  lesion  in  infants  who 
enter  the  world  handicapped  by  "the  sins  of  the  fathers."  The 
symptoms  usually  appear  early,  within  the  fi^rst  two  months  of 
life — the  starting-point  may  be  intrauterine. 
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The  long  bones,  especially  of  the  upper  extremities,  are  those 
usually  affected — the  humerus,  radius  or  ulna. 

The  child  is  not  infrequently  brought  to  the  physician  because 
of  loss  of  function  in  the  affected  member  and  paralysis  is 
suspected  unless  a  history  is  obtained  and  a  full  examination 
made,  both  as  to  the  affected  part  and  for  other  specific  symp- 
toms. If  the  lesion  be,  as  it  occasionally  is,  the  first  sign  of 
syphilis  diagnosis  will  be  more  difficult.  Locally  there  is  at  first 
tenderness  and  then  swelling  at  the  junction  of  the  epiphysis 
and  diaphysis.  This  tumor  is  usually  not  of  marked  degree  and  is 
globular  or  cylindrical  in  form.  While  in  many  cases  these 
lesions  are  unilateral  yet  in  a  good  proportion  both  sides  are 
affected  symmetrically,  in  the  latter  event  a  diagnostic  point  is 
already  made. 

Differential  Diagnosis. — The  epiphyses  are  often  much  enlarged 
in  rachitis  ^nd  there  is  tenderness,  but  this  is  general,  not 
localized  in  a  joint  or  two,  and  there  will  be  other  marked  evi- 
dences of  the  rachitic  condition.  Rickets  is  most  common 
between  six  months  and  two  years,  while  syphilitic  epiphysitis 
occurs  in  the  first  few  months  of  life.  Birth  paralysis  presents 
no  epiphyseal  swelling,  no  pain  or  tenderness.  Tuberculous 
disease  of  bone  is  infrequent  in  infancy.  Acute  osteomyelitis 
may  be  ruled  out  from  the  location  of  the  swelling  and  the 
temperature  curve.  Should  there  be  suppuration,  however, 
and  invasion  of  a  neighboring  joint,  exclusion  of  osteomyelitis 
will  be  more  difficult.  The  results  of  specific  treatment  are  of 
value  in  general  differential  diagnosis  where  the  condition  allows 
the  necessary  time. 

Chronic  Osteoperiostitis. — This  is  the  usual  bone  manifestation 
in  the  hereditar\-  syphilitis  of  older  children,  appearing  most 
often  after  the  sixth  year  and  rarely  before  the  third.  This 
form  of  disease  has  a  predilection  for  the  tibia,  cranium,  radius 
and  ulna.  The  periosteal  inflammation  leads  gradually  to  an 
extensive  thickening  of  the  bone,  irregular  or  uniform.  This 
hyperplasia  gives  rise  to  important  diagnostic  features,  i.e., 
the  sabre  deformity  of  the  tibia  and  bony  elevations  or  nodes 
upon  the  cranial  surface.  These  changes  if  present  show  in  the 
case  of  the  tibia  a  convexity  of  its  anterior  aspect.  The  nodes 
on  the  cranium  are  an  inch  or  more  in  diameter  and  are  elevated 
perhaps  a  quarter  of  an  inch  or  less.  The  tibia  may  be  irregularly 
affected,  there  being  large  nodes  instead  of  the  forward  curve. 
The  pain  and  tenderness  in  these  cases  come  on  ver\'  gradually ; 
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the  deformity  may  be  noticed  first.  Pain  is  always  less  during 
the  day  or  may  be  absent;  it  is  worse  at  night — a  notable  diag- 
nostic symptom. 

Dactylitis. — This  affection  is  not  common.  It  may  appear 
in  syphilis  tarda  or  late  hereditary  syphilis,  but  if  it  manifests 
itself  it  is  usually  in  young  children.  The  phalanges,  the  meta- 
carpal and  metatarsal  bones  are  the  common  seats  of  the  disease. 
Of  these  bones  one  or  more  are  markedly  enlarged.  The  lesions 
may  be  symmetrical.  After  a  time  there  is  likely  to  be  a  breaking 
down  from  abscess  formation.  The  disease  is  probably  a  syphi- 
litic osteomyelitis  in  most  cases,  in  others  a  syphilitis  periostitis. 
Differentiation  from  tuberculosis  dactylitis  {q.  v.)  may  not  be  easy. 

Tuberculous  Diseases  of  Bone. — This  subject  presents  a  great 
complexity  of  symptoms  and  its  consideration  must  be  limited  to 
the  more  frequent  regional  manifestations.  In  comparing  this 
group  to  that  preceding  the  following  differential  points  given  by 
Morrow  are  of  value.  These  are  in  condensed  form.  i.  Syphilis 
has  marked  predilection  for  long  bones,  almost  always  at  the 
terminal  extremity  of  the  diaphysis.  Tuberculosis  affects  the 
epiph^'Si,  almost  exclusively,  rarely  the  shaft.  In  syphilis  there 
is  marked  enlargement  of  the  bone,  little  or  none  of  the  soft 
parts — in  tuberculosis  there  is  edematous  infiltration  of  the  soft 
structu.es.  3.  In  syphilis  there  is  little  tendency  to  suppuration 
and  necrosis,  in  tuberculosis  the  pyogenic  tendency  is  marked.  4. 
In  syphilis  there  is  a  marked  tendency  to  aching  pains  in  the 
bones  with  nocturnal  exacerbations;  in  tuberculosis  dull  hea\^' 
pains,  not  aggravated  at  night,  sometimes  entire  absence  of 
acute  pain.  5.  Osseous  lesions  of  syphilis  rarely  react  on 
the  general  system,  those  of  tuberculosis  often  determine  marked 
impairment  of  general  health. 

Tuberculous  Ostitis  of  the  Spine. — (Pott's  disease,  caries  of  the 
spine,  spondylitis,  vertebral  ostitis,  angular  curvature  of  the 
spine,  spondylarthrocace.) 

Justice  cannot  be  done  to  the  diagnosis  of  this  form  of  disease 
within  the  necessary  confines  of  the  present  paper. 

General  Symptoms. — Muscular  rigidity  is  present  always  in  the 
early  stages  leading  to  peculiarities  of  attitude  and  gait.  Pain 
is  rarely  absent,  usually  dull,  intermittent,  deep  seated,  experi- 
enced usually  at  peripheral  distribution  of  the  irritated  nerves 
above  or  below  lesion. 

The  deformity,  a  posterior  angular  curvature,  is  noted  more 
easily  where  the  s])ine  curves  forward  (dorsal  region). 
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Abscess  when  present  in  a  looked  for  locality  is  confirmatory. 
Fifty  per  cent,  of  the  cases  are  from  three  to  five  years  of  age. 
The  location  of  the  lesion  is  dorsal  in  about  60  per  cent. ;  lumbar 
in  3  per  cent,  and  cervical  in  i  per  cent,  of  the  cases. 

Special  Symptoms. — Cervical  region:  Wry-neck  with  neuralgia 
in  the  occipital  region  is  common.  Pains  at  the  front  or  side  of  the 
neck;  or  distressed  breathing  at  night  may  occur.  If  the  head  is 
moved  to  the  normal  position  the  whole  body  turns  with  it. 
The  patient  moves  the  body  in  attempting  to  look  to  the  side. 
The  head  may  be  extended  or  sharply  flexed.  It  is  common  to 
see  the  head  supported  by  the  hands  of  the  child.  A  definite 
deformity  is  not  usual  but  is  frequently  absent;  there  may  be  a 
flattening  of  the  back  of  the  neck.  When  an  abscess  is  formed 
it  usually  presents  posterior  to  the  sternocleidomastoid  muscle, 
at  the  posterior  wall  of  the  pharynx,  or  more  rarely  in  the 
mediastinum. 

Dorsal  Region. — In  cervicodorsal  disease,  the  shoulders  are 
drawn  up,  the  chin  elevated  and  the  neck  pushed  forward.  The 
spine  below  the  lesion  may  show  lordosis.  In  dorsal  disease 
proper  the  shoulders  are  held  high  and  squarely,  the  patient 
walks  with  an  erect  military  gait.  Angular  deformity  when  it 
occurs  is  well  marked,  the  spine  curves  forward  above  and 
below  the  seat  of  the  caries.  There  is  usually  a  lateral  devia- 
tion of  the  spine.  Abscess  may  appear  at  the  back  or  side  or 
may  gravitate  downward  and  show  as  a  psoas  abscess.  There 
may  be  the  so-called  breath  catch,  and  occasional  short  muffled 
sound  partly  resembling  a  cough.  This  disappears  on  lying 
down.  The  patient  has  a  tendency  to  rest  the  hands  on  the 
hips,  or  if  sitting  to  lean  forward  resting  the  hands  upon  the 
thighs  or  sometimes  resting  them  on  each  side  of  the  chair. 
The  pain  in  dorsal  involvement  is  usually  referred  to  the  ab- 
domen, or  to  the  intercostal  nerves. 

Lumbar  Disease. — There  is  general  lordosis  apparent  in  the 
increased  hollowness  of  the  back  and  the  attitude  of  overerect- 
ness.  The  child  walks  in  a  peculiarly  careful  fashion  to  avoid 
the  jar  of  striking  on  the  heels;  the  gait  is  comparable  to  a  swagger 
or  waddle.  Where  there  is  marked  psoas  contraction  from  abscess 
the  patient  bends  forward  and  limps ;  the  hand  often  rests  on  the 
knee.  The  lumbar  section  of  the  spine  straightens  as  the  disease 
progresses  and  may  finally  project  backward  in  angular  deformity. 
If  there  is  suppuration  the  pus  appears  as  a  psoas,  lumbar,  iliac 
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or  gluteal  abscess.     Pain  in  this  form  of  disease  is  referred  to  the 
thigh,  groin  or  buttock,  sometimes  to  the  hypogastrium. 

In  examining  for  suspected  spinal  caries  the  details  as  to 
manner  of  onset,  duration  of  symptoms,  location  of  pain,  family 
history  of  tuberculosis,  etc.,  are  to  be  carefully  obtained.  The 
child  is  then  stripped  and  required  to  stand,  sit  and  walk  and 
peculiarities  of  carriage,  attitude  and  gait  are  noted.  The 
contour  of  the  spine  is  inspected  from  a  lateral  point  of  view  and 
also  from  behind,  the  patient  standing  in  a  good  light.  The 
flexibility  of  the  spine  may  be  tested  in  several  ways.  The  child 
is  required  to  pick  up  a  coin.  Is  this  done  by  the  natural  bending 
forward  of  the  spine,  or  is  the  spine  held  rigid  and  the  coin 
obtained  by  squatting?  If  the  patient  is  placed  prone  upon  the 
floor  does  he  rise  naturally  or  "climb  up  upon  himself"  with  the 
assistance  of  the  hands  upon  the  thighs  or  does  he  crawl  to  the 
nearest  chair  or  other  supporting  object  and  drag  himself  up  with 
the  help  of  the  arms?  Restriction  in  flexion  is  well  tested  b}' 
placing  the  child  on  his  hands  and  knees  and  lifting  him  from 
the  floor,  the  operator  standing  at  the  side  with  his  hands  under- 
neath the  body.  Extension  is  tested  by  placing  the  patient 
prone  upon  a  table,  face  down.  Both  feet  are  grasped  with  one 
of  the  operator's  hands,  the  other  fixes  the  cervical  region  to  the 
table  by  pressure,  the  feet  and  with  them  the  legs  and  body  are 
lifted  to  a  moderately  high  point;  the  spine  should  curve  freely 
down  to  the  point  of  fixation.  In  testing  the  lumbar  spine 
especially  the  thoracic  region  should  be  fixed.  Psoas  contraction 
may  be  noted  with  the  child  in  the  same  position.  Fix  the 
pelvis  firmly  to  the  table  and  grasping  a  foot,  raise  first  one  leg 
and  then  the  other ;  do  both  legs  extend  equally?  Do  the  knees 
rise  several  inches  from  the  table?  As  a  confirmatory  test,  turn 
the  child  upon  the  back  and  bring  the  hips  to  the  edge  of  the 
table;  the  limbs  drop  downward;  do  they  drop  equally  or  does 
one  remain  more  flexed  than  the  other?  A  slight  bilateral 
restriction  of  extension  is  not  uncommon — a  marked  unilateral 
restriction  usually  means  abscess. 

Examine  for  abscess  (demonstrable  in  50  per  cent,  of  lumbar 
cases)  by  palpation  in  groin  and  iliac  fossa  with  the  thigh  flexed. 
A  rounded  tumor  may  be  found  in  the  fossa  or  an  elongated 
mass  nearer  the  spine.  This  procedure  should  be  carried  out 
even  if  no  psoas  contraction  be  present.  According  to  the 
apparent  location  of  the  spinal  caries  examine  for  abscess  in 
other  regions  as  mentioned. 
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Differential  Diagnosis. — There  are  a  score  of  conditions  which 
may  resemble  tuberculous  disease  of  the  spine  in  some  few  points. 
It  is  not  possible  to  enter  upon  the  matter  within  the  limits  of 
this  paper.  Careful  and  intelligent  examination  should  make 
the  case  clear. 

Tubercular  Ostitis  of  the  Hip-joint. — (Morbus  coxarius,  morbus 
coxae,  coxitis,  coxalgia,  chronic  articular  ostitis  of  the  hip.) 
This  affection  is  not  frequent  after  the  thirteenth  or  fourteenth 
year.  Half  the  cases  occur  between  the  ages  of  two  and  five.  It 
commences  usually  as  a  chronic  ostitis  near  the  head  of  the 
femur.  The  onset  is  very  gradual,  the  affected  limb  being  easily 
tired.  There  is  sensitiveness  at  first  about  the  joint,  then  pain 
and  swelling.  Pain  is  characteristically  referred  to  the  knee,  it 
is  not  constant  and  may  be  entirely  absent.  The  patient  limps, 
but  not  constantly  at  first.  He  walks  on  the  ball  of  the  foot 
with  the  knee  and  hip  a  trifle  flexed.  There  is  limitation  of 
motion  at  the  joint  with  early  atrophy  of  the  muscles.  To  the 
flexion  is  added  abduction  and  outward  rotation  and  with  the 
progress  of  the  disease  shortening  of  the  limb.  Sharp  night 
cries  are  significant.  They  occur  early  in  the  course  of  the  disease 
and  usually  in  the  early  part  of  the  night. 

Differential  Diagnosis. — The  affection  is  most  likely  to  be 
confused  with  lumbar  Pott's  disease  where  psoas  contraction 
exists.  In  the  latter,  motion  is  restricted  mainly  in  extension. 
There  are  no  remissions  in  lameness,  the  patient  can  stand  well 
on  the  lame  leg,  there  is  usually  lordosis.  Pain  and  stiffness  are 
present  in  the  morning  and  pass  away  during  the  day;  in  hip 
disease  this  is  reversed. 

Traumatic  Inflammations  of  Bone. — -Blows,  falls  or  other 
violence  may  cause  inflammation  of  the  periosteum  and  directly 
or  indirectly  of  the  bone  itself.  This  is  especially  true  of  bony 
surfaces  that  are  thinly  covered  by  soft  parts.  The  history  of 
injury  with  local  evidences  of  traumatism  will  aid  in  our  diagnosis. 
469  Clinton  Avenue. 
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CHRONIC  COLITIS  IN  CHILD  THREE  YEARS  OF  AGE  WITH  DEFORMITY 
AND  THE  DEVIATION  OF  SIGMOID. 

Dr.  J.  FiNLEY  Bell  reported  this  case.  He  said  that  the  child 
came  under  his  care  on  June  2,  1909,  when  he  was  four  months 
of  age.  He  had  been  nursed  for  six  weeks,  then  fed  on  mixed 
feeding  for  two  weeks,  and  finally  on  modified  milk,  prepared 
according  to  the  formulae  found  in  Dr.  Holt's  small  book.  The 
child  had  never  had  a  normal  movement  of  the  bowels  up  to  the 
time  Dr.  Bell  saw  him.  The  stools  were  green  and  contained 
curds.  At  the  age  of  three  months  the  child  had  nearly  doubled 
his  weight  at  birth,  61/4  pounds,  but  after  an  attack  of  influenza 
he  lost.  At  the  time  that  he  came  under  Dr.  Bell's  care  he  was 
dull,  and  apathetic  at  times.  This  apathy  amounted  to  stupor. 
He  cried  out  occasionally  as  though  in  pain.  His  head  was  boxy 
and  there  was  a  beginning  rosary.  After  several  trials  a  modified 
milk  with  fat  percentage  under  two  and  one-half,  and  not 
exceeding  18  grams  a  day  was  found  to  agi'ee  best  with  him. 
He  gradually  improved  until  early  in  August  when  he  had  a  sharp 
attack  of  diarrhea,  with  stools  containing  large  amounts  of  mucus. 
There  was  a  slight  return  of  the  stupor  and  the  temperature 
remained  subnormal  throughout  the  attack.  In  the  latter  part 
of  August  he  had  another  attack,  during  which  the  temperature 
went  up  to  40°  C.  and  he  had  considerable  pain  and  tenesmus. 
As  this  attack  occurred  before  he  had  returned  to  a  milk  diet  it 
was  rather  hard  to  account  for  it.  Irrigations  were  tried  but 
were  only  occasionally  successful.  The  child  was  put  on  whey 
and  later  on  whey  top  milk  mixture  and  did  fairly  well  though 
an  edema  developed  which  lasted  for  more  than  a  week.  Later 
he  was  put  on  goat's  milk  and  from  that  time  improved  until  the 
supply  of  goat's  milk  became  insufficient.  During  the  winter 
and  spring,  observations  showed  that  when  eggs  were  given  even 
in  small  quantities  edema  and  urticaria  resulted.  Starches  such 
as  potatoes  and  most  cereals  increased  the  size  of  the  stools 
which  were  already  abnormally  large.  The  attacks  of  colitis 
recurred,  becoming  more  and  more  frequent  and  more  continu- 
ous. These  attacks  were  characterized  by  large  copious  stools 
out  of  all  proportion  to  the  amount  and  character  of  the  food 
taken;  constipation,  alternating  with  diarrhea;  localized  pain  or 
discomfort,  vesical  irritability  and  urgency  and  the  development 
of   a   marked   precosity    along   neurasthenic   lines.     From    the 
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spring  of  1910  the  attacks  became  more  frequent  and  continued 
so  for  a  year.  In  April,  191 1,  he  had  a  very  severe  attack  and 
from  that  time  the  exacerbations  became  more  frequent  than 
before.  The  urine  was  found  to  be  alkaHne  and  contained 
leukocytes,  triple  phosphates,  urates  of  soda  and  ammonium. 
He  was  put  on  saccharine,  benzoate  of  soda,  and  urotropin. 
The  treatment  was  continued  until  the  fall  of  19 11  when  the 
child  was  sent  to  Dr.  Le  Wald  for  :)c:-ray  examination  for  a  possible 
urinary  calculus.  This  being  negative  it  was  decided  to  make 
a  number  of  r-ray  plates  under  a  bismuth  meal  and  injection. 
The  history  of  this  case  taken  in  connection  with  the  :r-ray  find- 
ings presented  a  number  of  interesting  questions  involving  the 
etiolog}',  symptomatology  and  diagnosis,  and  the  treatment. 
The  questions  that  came  up  regarding  the  etiology  were:  i. 
Were  all  these  cases  of  chronic  colitis  due  to  deformity  or  devia- 
tion of  some  portion  of  the  colon?  2.  Were  such  deformities 
and  deviations  always  congenital  or  might  they  not  result  from 
acute  attacks  of  colitis  of  bacterial  origin,  the  deformity  having 
been  produced  by  severe  tenesmus,  or  excessive  irrigation? 
3.  Inasmuch  as  many  of  the  cases  of  colitis  in  adults  had  been 
shown  by  x-ray  examination  to  have  marked  deformity  and 
deviation  of  the  colon,  some  of  which  had  been  improved  and 
some  cured  by  surgical  measures;  whether  or  not  these  cases 
had  been  congenital,  and  if  so,  to  w^hat  extent  were  symptoms 
of  the  condition  present  during  childhood?  As  to  methods  of 
diagnosis,  formerly  these  were  along  bacteriological  lines  and 
gave  no  enduring  results.  The  successful  use  of  the  bismuth 
test  meal  and  enema,  wHth  x-ray  photography  was  eminently 
successful  in  this  child  of  three  years,  hence  Dr.  Bell  felt  firmly 
convinced  that  in  all  cases  of  chronic  digestive  disturbance  in 
children  this  procedure  should  never  be  omitted  from  the  examin- 
ation. In  regard  to  treatment,  the  points  of  interest  presented 
were  hygienic,  medical  and  surgical.  As  the  deformity  and 
deviation  could  not  be  corrected  by  medical  measures,  success 
along  these  lines  depended  on  the  ability  of  the  deformed 
intestine  to  functionate  normally  after  the  mucous  surfaces  had 
been  treated  medicinally.  If  improvement  follow^ed  such  treat- 
ment, would  it  be  lasting?  These  conditions  in  any  case  should 
be  considered  and  watched  by  the  pediatrician  and  surgeon,  in 
order  that  treatment  might  be  prompt,  correct  and  adequate. 
A  new  field  in  pediatric  surgery  might  be  opened  as  a  result  of 
this  refinement  in  diagnosis.  In  this  case  for  instance  dietetic 
and  medicinal  measures  had  been  tried  faithfully  and  without 
avail.  Irrigations  had  to  be  continued  daily  and  this  constant 
use  so  impressed  the  little  patient  that  he  talked  of  little  else  and 
was  fast  becoming  a  confirmed  juvenile  neurasthenic. 

Dr.  Joseph  E.  Winters. — ^The  colitis  occurred  when  this 
baby  was  nine  months  old.  The  infant  was  placed  on  goat's 
milk  and  very  quickly  there  was  a  marked  improvement  in  its 


570  TRANSACTIONS    OF   THE 

condition.     Speaking  from  his   own  experience   and   from  his 
observation  of  cases  on  the  use  of  goafs  milk  Dr.  Winters  did 
not  believe  that  anything  better  could  have  been  devised  for  this 
case      He  had  had  three  particular  experiences  with  goat  s  milk, 
and  these  cases  commended  the  milk  to  him.     AH  three  patients 
were  rescued  by  its  use.     In  such  cases,  with  the  appalling  death 
rate  that  occurred  during  the  summer  weather,   goat  s  milk 
whenever  available,  gave  most  valuable  results      After  the  age 
of  one  year  it  had  been  his  experience  that  the  cause  of  the 
appearance  of  mucus  in  the  stools  was  milk  and  jmgations^     The 
long  continued  use  of  irrigations  at  any  period  of  life  would  cause 
the  persistence  of  mucus  in  the  stools.     The  sigmoid  was  long  in 
children  and  was  very  likely  to  become  misplaced^    Any  child 
that  had  a  colitis,  with  mucus  in  the  stools,  would  do  well  il  led 
on  nothing  but   cereals  with   butter   and   salt.     He   cautioned 
against  the  use  of  broths,  milk  and  eggs;  and  advised  givmg  these 
patients  only  dry  cereals.     Irrigations  should  be  entirely  excluded 
from  the  treatment  of  these  cases.     One  of  the  thmgs  which 
aroused  his  anxiety  in  regard  to  irrigations  was  the  remark  ot 
Dr   Dickinson  who  stated  that  he  thought  paralysis  of  the  intes- 
tine resulted  from  the  long  continued  use  of  irrigations.     As  Dr. 
Dickinson  stated,  there  was  an  intestinal  paralysis,  or  a  chronic 
"ballooning"   resulting  from   the  long  continued  use  of  these 

irrigations.  ,  i  .       ^         ♦ 

Dr  Winters  recalled  the  results  of  the  dry  cereal  treatment 
employed  on  a  child  who  had  been  brought  to  him  from  Phila- 
delphia; the  colitis  had  existed  from  April,  1908,  to  October, 
iqoQ  Within  six  weeks  the  child  went  home  well  and  had  been 
aiven  nothing  but  dry  cereals.  Two  children  with  the  same 
Condition  were  brought  to  him  from  Brooklyn,  and  m  one  mucus 
had  appeared  in  the  stools  for  six  years.  These  children  recov- 
ered in  a  few  weeks  and  the  only  treatment  used  was  the  dry 
cereals  Another  patient  was  brought  to  him  froni  Panama 
under  the  care  of  a  trained  nurse;  within  two  months  the  patient 
was  sent  back  well.  Dr.  Winters  believed  that  every  case  of 
colitis  occurring  in  children  of  one  year,  or  at  any  age  after  this 
with  no  other  treatment  except  the  use  of  cereals  with  butter  and 
salt,  with  no  irrigations,  would  get  well  in  every  instance,  and  in 
a  surprisingly  short  period. 

Dr  Henry  W.  Berg  said  he  had  hoped  to  hear  some  surgical 
opinions  concerning  the  handHng  of  these  cases  of  chronic  colitis 
with  deformity  and  deviation  of  the  sigmoid  flexure,  ihe  pic- 
tures presented  demonstrated  to  him,  however,  one  very  impor- 
tant thino-  namelv,  that  the  bismuth  meal  used,  bringing  out  the 
outline  of  the  stomach  and  intestines,  under  the  .r-ray  was  going 
to  be  a  great  source  of  advantage  in  diagnosis.  He  did  not 
know  of  anything  which  threw  more  light  upon  this  type  of  case 
than  iniection,  from  below,  of  the  colon  and  rectal  tract  with 
bismuth  emulsion  preceding  the  taking  of  the  x-ray  picture. 
It  should  be  remembered  at  the  same  time  that  there  is  a  source 
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of  error  in  this  procedure,  and  that  is  the  relative  position  of  the 
patient.  The  picture  showed  an  extraordinary  large  sigmoid 
for  a  child  of  that  age;  nevertheless  there  was  no  question  but 
that  the  sigmoid  flexure  as  demonstrated  had  the  large  number 
of  convolutions  shown.  It  would  be  interesting  if  some  one 
would  publish  a  series  of  .x-ray  pictures  of  children  from  one  to 
four  years  of  age  in  which  would  be  compared  the  normal  with 
the  abnormal.  Before  one  should  attempt  to  translate  pictures 
of  the  kind  presented  we  should  be  able  to  distinguish  the  normal 
and  the  abnormal  and  especially  in  those  cases  without  anv 
symptomatology.  Sufficient  knowledge  has  not  been  acquired 
to  enable  us  to  diagnosticate  positively  the  degree  of  abnormality 
in  a  sigmoid  as  represented  in  the  pictures  presented  and  to  say 
that  it  really  is  as  pathological  as  it  appears.  Dr.  Berg  thought 
a  sigmoid  of  that  kind,  even  if  it  was  as  pathological  as  it  looked, 
or  as  abnormal  as  it  looked,  was  an  exceptional  sigmoid  and  one 
that  possibly  required  some  surgical  procedure  to  shorten  its 
length.  He  said  he  could  not  conceive  any  method  of  therapy, 
or  feeding,  which  would  overcome  such  an  obstruction  as  that 
appeared  to  be.  They  all  knew  that  rachitic  children  had  extra- 
ordinarily large  sigmoid  flexures  as  compared  with  the  size  of 
the  pelves ;  the  pelves  in  these  children  were  as  a  rule  very  shallow. 
The  increase  in  the  size  of  the  spinal  column  was  so  much  greater 
than  the  increase  in  the  length  of  the  intestinal  tract,  there  was 
such  a  disproportion  in  growth  that  one  could  readily  see  that, 
if  the  conditions  present  were  not  pathological,  they  might  be- 
come absolutely  normal  in  a  growing  child  in  the  seventh,  eighth 
or  ninth  year.  If  one  should  temporize  then  either  by  some 
surgical  procedure,  or  by  irrigations,  or  feeding,  the  child  were 
tided  over  two,  three  or  four  years,  there  would  be  hope  that  as 
the  body  grew  this  disproportion  of  the  intestinal  tract  might  be 
overcome  and  normal  function  occur  as  in  the  normal  bowel. 

Dr.  Berg  believed  that  of  greater  importance,  however,  was 
the  diagnosis.  Could  they  make  a  diagnosis,  a  probable  diag- 
nosis even  of  this  condition  by  means  of  the  :x:-ray  pictures?  As 
a  rule,  he  thought  they  could.  In  many  cases  a  cause  of  consti- 
pation was  the  increase  in  the  length  of  the  sigmoid  itself;  also, 
on  account  of  this  fact,  the  sigmoid  flexure  being  so  long,  there 
was  not  sufficient  muscular  power  to  send  the  stools  through  the 
sigmoid  to  produce  a  passage  at  all.  This  was  a  clue  to  the 
treatment.  There  was  too  much  irrigations  of  the  bowel  being 
done  in  these  cases,  yet  the  child's  bowels  should  have  a  thorough 
cleaning  out,  especially  of  the  sigmoid  flexure  and  the  rectum, 
every  day.  Cathartics  would  not  do  it.  Dr.  Berg  said  that  he 
had  found  in  many  of  these  children  with  long  sigmoid  flexures, 
those  who  strained  so  hard  at  stools  in  their  efforts  to  push  their 
stools  along,  that  good  results  followed  the  use  of  enemas  of  soap 
suds  with  the  addition  of  plenty  of  nonirritating  oil;  the  less 
irritating  the  oil  the  better  and  there  should  be  lots  of  it.  He 
preferred  first  sweet  oil  and  then  castor  oil.     The  cause  of  many 
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of  these  cases  of  mucus  colitis  was  a  hypertrophy  of  the  coats  of 
the  transverse  and  ascending  colon;  there  was  as  well  a  hyper- 
trophy of  the  mucous  membrane  and  this  acted  as  an  accessory 
in  producing  the  vast  amount  of  mucus  which  appeared  in  the 
stools.  If  they  could  keep  the  sigmoid  clear  of  stools  they  would 
in  all  probability  be  able  to  cure  their  patients.  Any  surgical 
measure  employed  would  have  in  view  the  shortening  of  the  length 
of  the  descending  colon  and  sigmoid  flexure,  really  the  only 
practical  operation  in  such  cases. 

Dr.  Sara  Welt-Kakels  considered  the  reported  case  a  very 
interesting  one  on  account  of  the  coexistence  of  chronic  colitis 
and  marked  displacement  of  the  intestine.  She  did  not  consider 
it  likely  that  there  was  an  interdependence  between  the  latter 
and  the  colon  irrigations  ordered  by  Dr.  Bell.  On  the  other 
hand,  the  anomalous  position  of  the  large  intestine  might  be 
an  etiological  factor  in  the  production  of  the  colitis.  It  was  a 
well  known  fact,  pointed  out  many  years  ago  by  Dr.  A.  Jacobi, 
that  the  descending  colon  and  the  sigmoid  flexure  were  very  long 
in  infants;  the  sigmoid  had  multile  pflexures;  this  and  the  long 
mesocolon  permitted  it  to  drop  into  the  shallow  infantile  pelvis. 
This  would  easily  result  in  an  undue  accumulation  and  stagnation 
of  feces,  the  production  of  a  faulty  circulation  and  colitis.  These 
conditions  did  not  remain  permanently,  as  about  the  sixth  or 
seventh  year  the  different  parts  of  the  intestine  assumed  a 
more  normal  position.  With  regard  to  the  x-ray  picture 
she  suggested  to  Dr.  Bell  the  rectal  use  of  the  gastrodiaphane 
to  learn  if  he  could  reach  the  place  supposed  to  be  the  sigmoid 
flexure. 

Dr.  John  Douglas  said  that  the  previous  speakers  had  re- 
ferred to  the  length  of  the  sigmoid  flexure  and  the  relatively 
longer  mesosigmoid  in  children.  But  there  was  another  point 
which  should  be  born  in  mind  as  an  etiological  factor,  the  general 
musculature  of  the  lower  portion  of  the  intestinal  canal,  and 
especially  of  the  sigmoid  flexure  and  the  rectum,  was  deficient 
in  tonus  as  compared  with  the  rest  of  the  intestinal  tract  in  in- 
fants. From  a  medical  point  of  view  there  was  in  this  case  a 
colitis;  from  a  surgical  point  of  view  this  was  a  case  of  partial 
volvulus.  It  had  been  questioned  by  a  previous  speaker,  was 
the  trouble  entirely  within  the  sigmoid  flexure?  There  was  no 
question  regarding  the  diagnosis  as  what  was  present  was  shown 
bv  the  stereoscopic  picture.  Whether  the  malposition  was  an 
etiological  factor  of  the  chronic  colitis  or  not,  or  whether  the 
colitis  was  an  etiological  factor  in  the  production  of  the  malposi- 
tion. Dr.  Douglas  did  not  believe  it  was  possible  to  say;  however, 
one  might  be  dependent  upon  the  other,  a  sort  of  vicious  circle. 

With  regard  to  the  treatment,  the  bismuth  x-ray  was  a  wonder- 
ful aid  not  only  in  the  making  of  diagnoses-  but  in  indicating  the 
treatment  as  well.  Sometimes  plates  showed  malpositions 
in  patients  that  presented  no  symptoms.  Dr.  Clark  of  Phila- 
delphia had  shown  bismuth  x-ray  plates  of  abdominal  conditions 
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and  in  one,  a  ver)'  interesting  plate,  showed  the  sigmoid  in  the 
position  supposed  to  be  occupied  by  the  descending  colon. 
In  a  large  number  of  instances  in  children  the  sigmoid  flexure 
was  found  extending  over  to  the  right  side  of  the  abdomen  due  to 
the  long  mesosigmoid.  In  these  cases  of  malposition,  many  of 
them  he  thought  could  be  cured  if  they  could  be  tided  over,  as 
already  suggested,  until  a  time  when  this  marked  disproportion 
between  the  length  of  the  sigmoid 'and  the  rest  of  the  intestinal 
tract  could  be  corrected.  Under  proper  diet  there  should  result 
an  increase  in  the  musculature  of  these  children,  not  only  of  the 
the  sigmoid  but  of  the  intestinal  tract  throughout.  In  nearly 
all  of  these  cases  no  surgical  treatment  was  necessary.  Those 
cases,  however,  which  could  not  be  cured  by  medical  means,  and 
especially  when  the  patients  were  losing  ground,  should  have 
recourse  to  surgical  interference.  If  one  of  these  cases  were 
getting  worse,  and  the  child  were  in  danger,  then  it  should  have 
surgical  aid.  The  operation  was  not  necessarily  a  dangerous 
one.  In  operation  there  were  two  things  that  should  be  taken 
into  consideration;  first,  suspension  of  the  sigmoid  (a  sigmoid- 
opexy)  and  secondly  a  resection  of  the  sigmoid.  If  by  a  sig- 
moidopexy  correction  of  the  volvulus  or  malposition  was  possible 
there  then  would  be  no  question  of  any  reelection  of  the  intestine 
for  the  cure  of  this  condition.  In  Dr.  Bell's  case  a  sigmoidopexy 
might  be,  possible  and  a  resection  avoided.  The  former  opera- 
tion might  be  done  without  much  danger.  If  unsuccessful  then 
the  more  dangerous  operation  could  be  resorted  to.  At  the 
same  time  Dr.  Douglas  did  not  advise  any  operation  until  med- 
ical treatment  failed  to  relieve  these  patients;  then  the  time  ar- 
rived to  resort  to  surgical  measures. 

Dr.  Hexry'  Heimax  said  that  almost  forty  years  ago  Dr. 
A.  Jacobi  called  attention  to  these  conditions,  but  it  had  been 
only  recently  that  more  attention  had  been  paid  to  them  by 
others.  In  i8S6  there  had  been  described  another  condition 
which  should  not  be  confused  with  the  condition  described 
by  Dr.  Jacobi.  Among  the  older  children  there  occurred  an 
hypertrophy  with  dilatation  of  the  intestinal  tract,  especially 
of  the  colon,  and  this  caused  a  mucous  colitis  and  constipation. 
The  two  types  of  cases  should  be  separated  clinically.  One 
type  of  cases  would  always  make  a  good  recovery;  this  type  would 
adjust  itself ;  as  the  pelvis  grew  the  descending  colon  would  assume 
its  normal  size.  Whereas,  on  the  other  hand,  in  Hirschsprung's 
disease,  with  hypertrophy  and  dilatation  of  the  lower  portion 
of  the  colon,  these  patients  might  come  to  operation. 

Dr.  Heimax  said  he  would  not  recommend  in  a  case  like 
Dr.  Bell's  the  employment  of  soap;  it  irritated  the  delicate 
mucous  membrane.  He  thought  it  would  be  better  to  use  the 
physiological  salt  holution  because  the  treatment  should  be  used 
for  months  and  months.  If  the  child  was  not  gaining  under 
medical  treatment,  then  recourse  should  be  had  to  surgical 
intervention. 
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Dr  \lexis  V.  MoscHCOWiTZ  acknowledged  that  he  had  an 
untrained  eye  in  these  cases  but  the  patient  P/^sented  by  Dr. 
Ben  did  not  look  to  him  as  being  very  sick;  he  thought  the  baby 
a  very  healthy  looking  one.  The  symtomatology,  as  described 
bv  Dr  Bell,  pointed  to  a  coUtis.  The  use  of  the  ^-ray  discovered 
a  fair  "sized  sigmoid  flexure  and  he  had  seen  sigmoid  flexures  m 
unborn  babie^s  just  as  large ;  in  fact,  he  said  he  had  seen  sigmoid 
flexures  that  occupied  the  entire  abdomen.  He  granted  that 
the  sigmoid  flexure  in  Dr.  Bell's  patient  was  a  good  sized  one. 
He  did  not  believe  that  anything  should  be  done  at  present  from  a 
surgical  point  of  view,  although  a  sigmoidopexy  might  do  good^ 
However,  if  anything  in  the  surgical  line  was  required  they  should 
resect  th^  sigmoid  and  do  an  end  to  end  anastomosis;  this  was  a 
rather  formidable  operation  upon  anybody,  and  particularly 
upon  an  infant  of  three  years.  He  thought  the  child  was 
alin^  to  make  a  good  recovery  without  resorting  to  operative 


interference. 


DR  T  FiNLEV  BELL,  closiug  the  discussion,  said  that  m  the 
case  reported  not  more  than  one-half  dozen  irrigations  had  been 
dven  during  the  acute  attack  of  August  and  September  1909. 
and  that  in  most  of  the  attempts  it  was  difficult  to  get  the  tube 
in  the  rectum  more  than  six  inches.  ,.,,■, 

Ino'nt  which  had  been  made  in  the  paper,  but  which  had  no 
befn  considered  by  the  debaters  was  the  question  of  vesical 
irritation  which  is  and  had  been  throughout  a  prominent  symp- 

^""Hi'i-e^riled'teeing  a  case  Monday  night  which  was  operated 
h..  nr  Douo-las  at  St.  Lukes  Hospital,  of  a  large  abscess  m  the 
mLente?y  ciresponding  to  the  sigmoid  probably  the  result  of 
roDurative  diverticulitis,  this  abscess  mass  being  directly  back 
of  the  bladder  was  probably  responsible  for  the  bladder  irritation 
which  was  present  during  the  entire  history  of  the  case.  There- 
Tore  I  am  inclined  to  believe  that  the  accumulation  of  feces 
oorresDonding  to  the  distorted  and  dilated  sigmoid  m  this  child 
causes  the  bladder  irritation,  which  always  improves  on  a  success- 

^'V^ue'Si^'chifd  dLf  not  appear  very  sick.  His  nutrition  seems 
fair  but  he  is  rapidly  becoming  a  neurasthemc  continually  talking 
of  the  pahis  in  his  abdomen  and  talking  to  his  toys  and  play- 
things regarding  the  irrigations  which  have  been  used  frequently 
riiirino-  the  oast  month. 

Reolving  toDr.  Moschcowitz  upon  the  apparent  relative  en- 
laraement  of  the  sigmoid,  he  said  that  it  was  not  alone  the  dilata- 
ItnnTthe  siamoidt  but  the  distortion  which  was  in  the  form  of  a 
''mV  tail''  cu?^e  raiher  short,  and  that  the  decided  enlargemen 
corresponded  to  this  curve.  It  is  probable  that  this  portion  of 
the  Sigmoid  is  the  seat  of  production  of  large  amounts  of  mucus 

-'t:\:ZT.:Tr.t^^^^^^^  ^^  been  referred  to 

tha^the'elongation  of  the  descending  colon  is  taken  up  by  growth 
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of  the  child,  he  said  that  the  elimination  of  such  a  deformity 
could  scarcely  be  expected  by  such  process  and  might  easily 
complicate  the  condition.  Likewise  the  result  from  a  sigmoido- 
plexy  might  be  somewhat  in  doubt. 

From  the  statements  of  the  members,  medical  and  surgical  who 
had  discussed  the  paper  it  was  quite  evident  that  we  should  have 
to  depend  on  such  remedial  measures  as  were  from  time  to  time 
offered  until  the  case  further  progressed,  or  until  more  cases  of 
similar  character  were  under  like  observation. 


AMERICAN  MEDICAL  ASSOCIATION. 


SECTION    ON    PEDIATRICS. 

Afternoon  Session,  June  5. 

Allergy  to  Common  Foods.  Idiosyncrasy  to  Hens'  Eggs. — Dr. 
Oscar  M.  Schloss  of  New  York  said  that  the  idios^mcrasy  of 
certain  individuals  to  eggs  had  been  recognized  for  a  long  time, 
but  he  had  found  the  condition  far  more  common  than  was 
usually  supposed.  The  symptoms  caused  in  susceptible  individ- 
uals by  the  ingestion  of  eggs  were  first  gastrointestinal,  second 
cutaneous  and,  third  general.  He  had  found  the  symptoms 
combined  in  most  cases.  He  had  been  able  to  bring  about 
the  anaphylactic  state  in  animals  by  the  inecjtion  of  blood 
or  serum  from  an  affected  patient.  The  condition  is  at  times 
inherited,  as  other  members  of  the  family  often  showed  the  same 
idios}Ticrasy,  and  in  animals  the  young  of  a  sensitized  mother 
were  effected  with  the  same  condition.  In  some  of  his  cases 
the  merest  trace  of  egg  brought  about  severe  symptoms.  He 
had  been  able,  however,  to  overcome  it  by  the  giving  of  very 
small  quantities,  gradually  increased  until  the  patient  was  able 
to  eat  egg  in  any  quantity.  He  used  the  active  protein  of  egg- 
white  in  pill  form,  beginning  with  i-iooo  and  gradually  increas- 
ing over  a  long  period,  with  good  results.  There  seemed  to  be 
no  adequate  explanation  of  the  hypersusceptibility  of  some 
individuals. 

Dr.  Miller  of  Atlantic  City  said  that  his  daughter  had  this 
idios}Ticrasy  but  only  manifest  against  the  yoke.  It  had  been 
gradually  overcome  by  the  persistent  feeding  of  small  quantities. 
He  thought  the  condition  one  of  poisoning  brought  about  by 
certain  pus  conditions  because  many  of  the  symptoms  were 
those  of  ptomaine  poisoning. 

Dr.  Denny  of  Brookline,  Mass.,  reported  a  case  in  which  there 
was  reaction  from  local  application  of  egg  to  the  skin.  A  child 
of  two  years,  he  said,  was  made  violently  ill  after  taking  a  small 
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quantity  of  egg.  About  a  year  later  its  mother  was  washing  its 
hair  with  a  champoo  made  largely  of  beaten  egg  and  almost 
immediately  there  was  congestion  of  the  scalp  and  elevated 
condition  of  the  skin  everywhere  that  it  had  been  touched  by  the 
mixture.  He  said  that  it  passed  ofif  quickly,  but  there  was 
no  question  but  that  it  was  caused  by  the  egg.  The  child  had 
since  been  fed  small  quantities  of  egg  until  the  idiosyncrasy 
disappeared. 

Dr.  Zahorsky  of  St.  Louis  had  a  patient  which  showed  rapid 
swelling  of  the  lips  as  soon  as  the  egg  touched  them,  and  he  had 
since  used  that  as  a  diagnostic  measure,  but  in  as  much  as  Dr. 
Schloss  had  found  not  all  cases  of  idiosyncrasy  showed  the  cu- 
taneous symptoms,  he  doubted  its  accuracy  at  all  times. 

Dr.  Douglas  of  Detroit  agreed  with  the  speaker  that  the  con- 
dition was  quite  common.  He  said  that  in  many  instances  where 
one  attempted  to  alternate  a  milk  diet  with  egg  he  would  find 
this  complication.  He  thought  that  the  idiosyncrasy  might 
be  explained  through  some  error  in  the  digestive  functions. 

Dr.  Rich  of  Detroit  had  noticed  similar  anaphylaxis  in 
mother's  milk.  During  the  winter  he  had  seen  a  case  of  an  infant 
five  days  old  presenting  this  clinical  picture,  apparently  caused 
by  the  ingestion  of  mother's  milk.  He  put  it  on  barley  water 
a  day  or  two,  then  back  onto  the  breast  and  the  symptoms 
reappeared.  It  was  finally  weaned  entirely  and  fed  upon  cow's 
milk. 

Dr.  Abt  of  Chicago  directed  attention  to  the  violence  of  the 
reaction.  He  said  that  he  had  seen  children  suffer  intensely  and 
be  almost  entirely  covered  with  the  edematous  swelling.  He 
had  also  had  asthmetic  symptoms  present.  He  thought  that 
this  idiosyncrasy  was  not  usually  connected  with  the  symptoms 
presenting  and  that  if  the  cause  was  discovered  it  was  in  an  indi- 
rect wa3^ 

Dr.  Schloss  in  closing  said  that  Dr.  Miller's  case  was  the  only 
one  he  had  knowledge  of  in  which  the  yoke  caused  the  symptoms. 
He  could  give  no  explantaion  of  the  variation  in  the  symptoms. 
He  had  found  the  cutaneous  symptom  the  most  constant  and 
usually  the  first  to  present,  and  sometimes  evidenced  upon 
taking  the  slightest  quantity  of  egg  used  in  the  preparation  of 
other  foods.  He  could  offer  no  explanation  of  the  case  which 
presented  these  symptoms  from  taking  mother's  milk.  He  said 
that  it  had  been  explained  upon  the  anaphylaxis  basis,  but  was  a 
subject  upon  which  no  work  had  been  done. 

Tabes  Mesenterica  in  Infants  and  Young  Children. — Dr.  Fritz 
B.  Tablot  (Boston)  before  presenting  this  paper  wished  the 
title  changed  to  "Tuberculosis  of  the  Mesenteric  Glands  in 
Infants."  He  reviewed  first  the  manner  in  which  food  stuffs 
are  absorbed  into  the  system,  showing  the  effect  upon  the  diges- 
tion. He  believed  that  tuberculosis  in  early  life  was  chiefly 
of  the  glands.  In  one  case  in  his  hospital  (instanced  because  its 
symptoms  were  typical)   laparotomy  showed  a  small  amount 
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of  pus  in  the  abdomen  and  nodules  about  the  size  of  marbles  in 
the  mesentery.  He  said  that  the  mesenteric  glands  are  so  inti- 
mately connected  with  digestion  that  when  the}'  become  dis- 
eased it  was  possible  for  them  to  disturb  the  entire  digestive 
process.  If  a  sufficient  number  became  diseased  they  formed  a 
barrier  through  which  the  fat  could  not  pass,  being  dammed  back 
into  the  intestinal  canal,  and  it  appeared  in  the  stool.  He  said 
that  when  large  amounts  of  fat  were  taken  in  the  food  a  secondary 
intestinal  indigestion  might  result,  while  if  it  was  removed  the 
clinical  conditions  of  the  child  improved ;  therefore,  the  need  for 
carefully  regulated  diet  and  in  all  instances  where  the  disease 
had  progressed  far  enough  to  check  the  lymphatic  system,  the 
elimination  of  fat  giving  carbohydrates  in  their  place. 

Dr.  Dennett  of  New  York  wished  to  know  if  postmortem 
examinations  had  revealed  any  lesions  in  the  chest. 

Dr.  Johnston  of  Grand  Rapids  thought  it  premature  to  say 
that  a  block  had  occurred  because  fat  appeared  in  the  stool. 
He  said  that  in  most  conditions  where  the  intestines  were 
involved  the  fat  metabolism  was  below  par,  but  just  how  far 
he  was  not  prepared  to  say.  He  thought  there  was  no  doubt 
but  that  in  infections  where  the  liver  was  involved  the  absorption 
of  fats  would  be  poor,  so  in  view  of  that  he  would  hardly  think 
it  wise  to  argue  backward  that  because  there  was  poor  fat 
metabolism  there  was  involvement  of  the  lymphatics. 

Dr.  Pisek  of  New  York  thought  that  frequently  where  fats 
were  eliminated  in  the  stool  the  child  was  suffering  from  mal- 
nutrition, and  a  regulation  of  the  amount  taken  would  eliminate 
it  from,  the  stool. 

In  closing  the  discussion  Dr.  Talbot  said  (in  answer  to  Dr. 
Dennett)  that  the  autopsy  in  these  cases  had  been  very  interest- 
ing. One  case,  presented  unmistakable  tuberculosis  of  the 
mesenteric  glands  and  a  normal  lung.  He  had  review  the  litera- 
ture of  this  condition  and  found  it  common  in  pulmonary 
tuberculosis  for  other  parts  of  the  body  to  be  involved.  He  said 
that  this  elimination  of  fats  was  not  a  piece  of  metabolism  work 
but  a  purely  clinical  observation  coming  in  routine  hospital 
service.  He  said  that  in  their  examinations  they  had  net  seen 
the  fat  come  through  in  conditions  of  chronic  digestive  dis- 
turbance, but  had  found  it  almost  universally  in  cases  of  jaundice 
where  the  bile  was  collected  in  the  intestinal  canal  and  would 
expect  to  find  it  in  the  majority  of  instances  of  tuberculous 
peritonitis.  He  cautioned  against  the  tendency  in  some  com- 
munities to  fed  cod  liver  oil  and  olive  oil  to  children  with 
tuberculosis,  sa^dng  that  this  aggravated  the  symptoms. 

The  Caloric  Requirements  of  Bottle-fed  Infants. — Dr.  Roger  H. 
Dennett  of  New  York  read  this  paper  presenting  a  method  of 
estimating  the  caloric  requirements  by  ascertaining  the  minimum 
number  of  calories  on  which  a  baby  would  gain  in  weight.  He 
showed  tabulated  feeding  records  of  the  three  classes  of  babies — ■ 
normal,  atrophic  and  very  fat — and  the  maximum  and  minimum 
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averages  in  twenty  cases  followed  over  a  prolonged  period.  He 
thought  that  the  percentage  designation  of  feeding  was  mislead- 
ing, but  when  the  doctor  thought  in  measures  of  calories  and 
modified  the  food  to  the  digestive  ability  of  the  infant  he  would 
get  good  gain  in  weight  without  overfeeding  and  consequent 
digestive  disturbance.  His  series  was  taken  from  babies  in 
intelligent  homes,  so  as  to  get  average  home  conditions.  He 
examined  stools  continuously  and  unless  they  were  normal  and  • 
there  was  no  vomiting  he  did  not  consider  the  food  correctly 
balanced.  He  found  that  an  atrophic  infant  required  a  higher 
caloric  value  per  kilo  of  body  weight  than  a  normal  child,  and 
could  take  it  without  digestive  disturbance. 

Dr.  Pisek  of  New  York  thought  that  the  caloric  method  of 
estimating  foods  should  be  used  merely  as  a  check,  that  the  gain 
in  weight  was  the  criterion  to  go  by.  He  said  that  any  aid  to 
telling  what  a  baby  was  getting,  and  could  take  care  of,  should  be 
used,  but  to  confine  one's  self  to  either  caloric  or  percentage 
estimating  alone  was  a  mistake. 

Dr.  Talbot  of  Boston  thought  that  no  charts  of  this  sort 
could  be  accurate  as  he  had  found  by  repeated  examinations 
that  the  milk  from  various  herds  of  cows  would  vary  as  much 
as  25  per  cent.,  so  that  accurate  estimates  of  what  a  baby  was 
getting  could  not  be  made.  He  used  percentages  as  well  as 
calories  and  fed  each  individual  baby  according  to  its  needs. 

Dr.  Douglas  of  Detroit  thought  that  these  findings  were  not 
applicable  to  the  class  of  babies  that  had  been  damaged  by 
feeding.  He  said  that  he  had  been  in  the  habit  of  telling 
mothers  that  until  they  could  feed  their  babies  so  many  ounces 
of  food  to  so  many  pounds  of  body  weight  without  digestive 
disturbance  they  could  not  gain. 

Dr.  Morse  of  Boston  said  that  until  the  food  was  fitted  to  the 
digestive  ability  of  the  individual  baby  no  method  of  estimating 
food  values  was  of  much  assistance.  He  had  found  that  the 
average  baby  in  the  first  year  consumed  between  100  and  120 
calories  and  that  when  they  could  not  take  that  amount  their 
gain  would  not  be  satisfactory,  although  they  could  just  about 
maintain  an  even  weight  on  70  calories. 

Dr.  Chapin  of  New  York  said  that  the  main  objection  to  caloric 
estimates  was  that  they  overlooked  the  main  object  of  feeding — 
growth.  For  that  reason  he  considered  it  not  as  a  guide,  but  as 
a  check.  He  said  that  it  was  not  the  heat  and  energy  producing 
qualities  of  food  that  was  the  estimate  of  its  suitability  to  a 
baby's  needs,  but  whether  the  baby  grew  on  the  diet. 

Dr.  Dennett  in  closing  said  that  he  had  not  intended  to  imply 
that  this  was  the  only  method  to  be  used,  but  desired  to  call 
attention  to  the  desirability  of  estimating  the  caloric  value  of 
foods,  as  well  as  their  percentages.  He  said  that  to  successfully 
feed  infants  one  must  not  neglect  one  single  formula,  or  one 
estimate  of  food  values  that  had  been  of  value  in  some  cases.  He 
thought  that  the  differences  in  the  food  value  of  various  samples 
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of  cow's  milk  would  be  small  when  its  mixture  with  other  ingredi- 
ents was  considered.  He  said  that  he  had  started  to  figure  that 
out  but  found  it  to  be  about  5-10  of  i  per  cent,  in  a  single  feeding, 
so  that  he  did  not  consider  that  it  influenced  the  final  count 
much.  He  said  that  in  his  chart  he  had  shown  one  baby  that 
was  distinctly  "damaged  by  feeding,"  weighing  6  pounds  at 
two  and  and  one-half  months  of  age,  and  it  showed  a  nice  gain 
under  his  method  of  feeding. 

The  Relation  of  the  Infant  Welfare  Movement  to  Pediatrics. — Dr. 
Thomas  B.  Cooley  of  Detroit  said  that  in  this  era  of  preventive 
medicine  pediatrists  should  not  be  slow  to  urge  the  importance  of 
the  infant  welfare  movement  and  to  have  a  guiding  hand  in  its 
management.  He  thought  that  no  one  thing  would  tend  to 
lessen  infant  mortality  more  than  the  education  of  mothers  in 
prophylaxis,  and  the  instruction  of  midwives.  But  he  pointed 
to  the  danger  of  the  work  going  ahead  so  rapidly  that  it  would 
get  into  lay  hands  before  a  firm  foundation  had  been  estab- 
lished. He  said  that  it  was  naturally  the  province  of  the  boards 
of  health,  but  that  before  it  could  go  into  their  hands  the  pediat- 
rists should  lay  down  the  methods  of  teaching  baby  feeding  on 
a  large  scale,  the  possibilities  of  breast-feeding,  etc.  He  thought 
that  the  future  of  this  work  lay  with  the  pediatrists  and  should 
not  be  relegated  to  nurses  or  unskilled  enthusiasts  who  might 
hinder  rather  than  help  its  progress.  He  thought  that  the  pedi- 
atrist  should  not  be  slow  to  grasp  the  opportunities  offered 
in  this  work — the  possibility  of  gathering  statistics,  of  working 
up  private  practice  and  adding  definiteness  to  many  of  the 
theories  now  held.  He  thought  that  the  entire  movement  was 
but  a  new  and  broader  scope  of  the  pediatric  field  and  lamented 
the  fact  that  so  far  there  had  been  no  close  affiliation  with  any 
association  of  pediatrists  and  no  evident  connection  between 
two  movements  which  should  be  inseparable. 

Dr.  Douglas  of  Detroit  thought  the  pediatrist  the  only  one 
capable  of  directing  the  public  upon  so  important  a  matter  along 
lines  that  would  be  true  and  scientific  and  would  not  need  to  be 
reversed  in  two  or  three  years. 

Dr.  Pisek  of  New  York  said  that  he  had  been  actively  con- 
nected with  the  campaign  in  New  York  and  while  he  thought 
the  boards  of  health  the  logical  place  for  the  carrying  on  of 
such  work,  did  not  think  it  wise  to  have  it  placed  there  until 
its  details  had  been  mapped  out  by  the  pediatrist  along  right 
lines.  He  thought  that  at  present  private  philanthropy  directed 
along  the  lines  laid  dowm  in  Dr.  Cooley's  paper  was  the  proper 
method  to  persue.  From  his  experience  in  New  York  he  believed 
that  a  careful  canvas  of  large  cities  should  be  made,  mapping 
them  out  into  districts,  each  receiving  an  appropriation  from 
the  health  boards  and  then  put  in  charge  of  pediatrists  who 
would  carry  along  the  work  on  a  high  plane.  He  thought  that 
to  attempt  to  do  infant  welfare  work  in  cities  upon  a  small  scale 
would  do  more  harm  than   good  because  unless  really  large 
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results  could  be  shown  at  the  end  of  the  year  public  interest 
would  flag. 

Dr.  Hill  of  Philadelphia  called  attention  to  the  so-called 
"  Baby  Saving"  shows,  under  the  direction  of  pediatrists,  going 
on  during  June  in  their  city.  He  said  that  the  interest  of  the 
poor  classes,  and  young  women,  in  their  exhibits  was  remarkable 
and  very  encouraging.  He  said  that  their  city  council  which  had 
previously  refused  an  appropriation  to  the  carrying  on  of  the 
work  was  reconsidering  their  decision  because  of  the  interest 
shown  in  the  exhibits. 

Dr.  Johnston  of  Grand  Rapids  said  that  they  had  had  a 
campaign  of  that  sort  under  the  auspices  of  the  Blodget  Home 
which  had  done  a  great  deal  of  good.  They  had  two  clinics 
weekly  and  had  secured  from  the  health  department  the  names 
of  the  parents  of  every  baby  born  during  the  year  and  at  the 
end  of  the  year  found  that  the  mortality  was  55  per  cent,  less 
than  it  had  been  any  year  during  the  five  preceding.  He  said 
that  while  it  would  be  too  optimistic  to  attribute  all  of  this 
decrease  in  mortality  to  the  influence  of  the  education  by  the 
exhibits,  he  thought  that  a  large  share  of  it  was  a  direct  result 
of  it.  He  also  remarked  upon  the  eagerness  of  the  people  for 
information  regarding  the  care  of  their  babies. 

Dr.  Kerr  of  Brooklyn  thought  that  the  object  of  the  paper 
would  be  defeated  from  the  fact  that  pediatrists  as  a  separate 
entity  were  not  well  recognized.  He  said  that  in  the  New  York 
State  Society  pediatrists  had  only  been  recognized  within  the 
past  few  weeks,  the  tendency  having  been  to  make  this  specialty 
subservient  to  obstetrics.  He  though  that  by  admitting  that 
there  were  too  few  well-trained  pediatrists  ammunition  was 
placed  in  the  hands  of  those  who  were  anxious  that  the  pediatrists 
did  not  have  this  work  in  charge. 

Dr.  Howe  of  Albany,  health  commissioner  for  the  state  of 
New  York,  said  that  the  difficult}^  would  not  be  with  the  health 
department  in  too  quickly  assuming  charge  of  the  welfare  work, 
but  with  pediatrists  for  not  taking  interest  enough  in  it.  He 
said  that  the  health  department  realized  that  it  should  be  guided 
and  directed  by  those  versed  in  the  care  and  treatment  of  chil- 
dren, and  that  the  executives  would  not  pretend  to  instruct 
mothers  in  the  care  of  their  children.  But  that  they  had  had 
prepared  a  little  booklet  dealing  with  the  mother,  her  care  of 
herself,  her  preparation  for  motherhood,  and  the  care  of  the 
child,  and  that  it  Avas  the  expectation  of  the  department  to 
place  one  of  these  booklets  in  the  hands  of  every  expectant 
mother.  He  urged  all  pediatrists  to  cooperate  with  their  local 
departments  in  this  work,  characterizing  it  as  the  greatest  field 
extant  for  preventive  medicine. 

Dr.  McKee  of  San  Francisco  challenged  the  statement  in  the 
paper  that  the  only  result  of  milk  philanthropy  was  the  discovery 
that  milk  alone  had  not  been  so  much  to  blame  for  infant  mor- 
tality as  had  been  supposed.     He  wished  to  know  how  one  could 
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properly  feed  an  infant  unless  the  milk  was  right  to  start  with 
and  he  thought  that  one  of  the  most  important  things  of  the 
whole  movement  was  the  ability  to  get  certified  milk. 

Dr.  Harrington  of  Milwaukee  said  that  some  three  years  ago 
their  county  had  attempted  to  start  child  welfare  work  through 
bringing  a  social  worker  in  each  district.  That  work  had  been 
successful  in  the  Polish  district  where  it  had  been  started,  re- 
ducing the  death  rate  about  60  per  cent.  This  worker,  with  his 
nurse  and  under  the  guidance  of  a  physician,  sent  nurses  into 
every  home  in  which  it  was  reported  that  a  baby  had  been  born 
and  educated  the  mother  in  the  care  of  her  child.  The  news- 
papers endorsed  the  work  heartily  and  it  did  so  well  that  it  had 
recently  been  assumed  by  the  health  department,  the  social  worker 
who  started  it  having  been  replaced  by  a  physician.  He  empha- 
sized the  fact  that  a  physician  to  be  successful  in  this  work 
should  also  be  a  trained  social  worker  or  he  would  fall  short. 

Dr.  Zahorsky  of  St.  Louis  thought  that  one  serious  drawback 
would  be  that  pediatrists  were  not  in  unison  in  their  recom- 
mendations of  methods  of  feeding  so  that  the  education  would 
be  constantl}^  being  revised  and  would  never  arrive  anywhere. 
He  thought  another  difficulty  would  be  found  in  getting  a 
sufficient  number  of  pediatrists  to  carry  on  the  overseeing  of 
the  work. 

Dr.  C60LEY  in  closing  said  that  he  did  not  intend  to  intimate 
that  trained  pediatrists  were  few,  but  that  it  would  be  hard  to 
find  enough  of  them  to  undertake  the  supervision  of  the  work. 
He  said  that  perhaps  his  remarks  on  milk  philanthropy  had  been 
poorly  expressed,  but  what  he  intended  to  say  was  that  the  mere 
supplying  of  pure  milk,  without  welfare  work,  educating  the 
mothers  how  to  keep  it  free  from  contamination  in  the  home, 
how  to  modify  it  and  how  and  when  to  give  it,  did  not  accomplish 
much.  He  said  that  milk  philanthropists  themselves  had  recog- 
nized this  and  had  gone  into  welfare  work  and  were  doing 
wonders.  He  thought  it  perfectly  possible  for  pediatrists  to 
agree  upon  the  feeding  of  normal  children,  where  their  disagree- 
ment occurred  was  in  the  sick  child,  and  that  was  a  matter  for 
individual  attention,  so  need  not  hinder  the  progress  of  the 
movement.  He  wished  again  to  emphasize  that  the  purpose 
of  his  paper  was  merely  to  urge  pediatrists  to  take  a  hand  in 
this  work. 

The  Value  of  the  Social  Service  Department  to  the  Children' s 
Dispensary  read  by  Maurice  Ostheimer  of  Philadelphia.  He 
said  that  within  twenty-four  hours  after  a  child  has  beed  ex- 
amined in  the  Children's  Dispensary  of  the  Hospital  of  the 
University  of  Pennsylvania,  the  Social  Service  Department  nurse 
visited  the  home,  investigating  its  sanitation,  housing,  hygiene, 
food,  illness  and  the  work  being  done  there.  She  explained  the 
physician's  orders  when  necessary,  saw  that  they  were  being 
carried  out,  left  diet  lists,  corrected  abuses  or  bad  habits,  and 
saw  that  the  child  came  regularly  to  the  dispensary.     If  she 
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found  other  conditions  of  illness  she  referred  them  to  the  various 
departments  of  the  hospital,  helped  some  to  sanitariums  or  open 
air  schools,  secured  positions  out  of  doors  for  others,  light  work 
for  convalescents,  and  even  attended  to  washing  out  of  the  stomach 
or  bowels  when  necessary.  Recently  she  had  been  able  working 
in  conjunction  with  the  Children's  Aid  Society  to  secure  homes 
with  wet-nursing  mothers  for  babies  with  inanition.  He  said 
that  the  dispensary  mortality,  especially  during  the  summer, 
had  been  greatly  diminished,  many  conditions  which  had  been 
considered  incurable  by  parents  had  been  markedly  improved  or 
cured  and  excellent  results  secured  through  instruction  in  diet. 
He  said  that  a  report  of  this  kind  was  but  a  slight  indication  of 
the  possibilities  presenting  in  the  wide  field  of  education  of  the 
ignorant. 

Dr.  Longrandom  of  Milwaukee  said  that  their  newspapers 
gave  lists  each  day  of  the  names  and  addresses  of  people  to  whom 
babies  had  been  born  and  that  invariably  the  proprietary  food 
people  used  these  lists  for  their  promotion  literature.  The  day 
after  the  report  a  sample  of  their  food  was  sent  to  the  mother, 
with  directions  for  its  preparation,  a  booklet  describing  its  use, 
giving  the  experience  of  others  and,  m  most  instances,  data  on 
the  care  of  the  child.  He  thought  that  this  was  wrong  and  that 
pediatric  societies  should  look  into  the  matter  and  if  the  practice 
was  common  have  the  matter  taken  up  by  the  postal  authorities. 
He  said  that  as  long  as  free  instructions  in  the  use  of  infant  foods 
was  given  to  mothers,  many,  ignorant  of  the  dangers  of  proprie 
tary  foods,  would  use  them. 

Dr.  Fussell  of  Philadelphia  said  that  by  personal  contri- 
butions and  solicitation  they  had  started  a  social  service  depart- 
ment. This  work  had  been  done  almost  entirely  in  the  out- 
service  department,  but  its  results  had  been  little  less  than  mar- 
velous. Its  chief  was  a  very  able,  versatile  man,  and  where 
previously  the  work  had  been  quite  perfunctory,  under  his 
management  and  skill  it  was  accomplishmg  a  great  deal.  In 
unusual  cases,  either  in  view  of  the  seriousness  of  the  case,  or 
the  suspected  ignorance  and  shiftlessness  of  the  home,  they  were 
followed  up,  into  the  homes,  to  se^  that  directions  were  carried 
out.  The  most  brilliant  results,  he  said,  were  in  the  children's 
departments.  All  cases  of  tuberculosis  were  followed  up  by  a 
special  tuberculosis  worker  who  made  it  her  business  to  visit 
the  home,  look  into  its  h3'giene,  sanitation,  ventilation,  etc., 
and  if  they  need  more  attention  than  she  could  give,  to  report 
the  conditions.  During  the  reading  of  Dr.  Ostheimer's  paper  he 
thought  some  might  misunderstand  the  duties  of  the  nurse. 
These,  he  explained,  were  exactly  those  of  any  nurse  in  private 
practice — a  tramed  assistant  to  the  physician.  She  did  not 
attempt  to  treat  any  of  the  members  of  the  family  whom  she 
found  suffering  from  diseases  or  abnormalities,  but  referred  them 
to  the  physician  in  charge.  If  he  found  a  child  needed  the  atten- 
tion of  a  specialist  for  disorders  of  the  eye,  ear,  nose,  throat,  for  in- 
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stance,  he  referred  them  to  the  proper  department  for  treatment, 
but  in  all  cases  the  first  physician  was  in  charge  of  the  case  and 
knew  exactly  what  the  patients  were  doing,  just  as  in  private 
practice  where  the  family  physician  finds  it  necessary  to  consult 
a  specialist. 

Dr.  Cooley  of  Detroit  thought  that  child  welfare  work  had 
come  to  be  quite  as  much  sociologic  work  as  medical  and  that 
unless  physicians  realized  it,  and  fitted  themselves  to  meet  the 
varying  problems  that  presented  in  these  complex  conditions, 
they  were  scarcely  able  to  handle  the  work. 

Dr.  Fussel  wished  to  interpolate  into  his  remarks  that  all  of 
the  dispensary  cases  were  followed  up  by  a  visiting  nurse  to  see 
that  they  were  really  deserving  of  free  medical  aid.  He  said  that 
unless  this  was  done  the  dispensary  would  work  harm  to  physi- 
cians in  private  practice  by  taking  from  them  patients  who  were 
able  to  pay  and  should  be  willing  to  pay  for  medical  service 
rendered.  He  believed  that  the  social  workers  should  combat 
the  harmful  influence  of  the  nurses  maintained  by  the  proprietary 
food  manufacturers  in  many  towns,  whose  duty  it  was  to  go  into 
the  homes  of  the  poor  and  instruct  the  mothers  in  the  preparation 
of  their  particular  food. 

Dr.  Douglas  of  Detroit  thought  that  physicians  teaching 
medicine  should  not  be  too  severely  censored  for  the  fact  that 
their  students  did  not  understand  infant  feeding.  He  said  that 
the  subject  was  passed  over  so  lightly  by  the  other  departments 
of  therapeutics  and  practice  that  it  was  little  wonder  that  the 
students  did  not  attach  much  importance  to  it.  He  thought 
that  it  would  be  as  reasonable  to  suppose  that  a  pediatrist  should 
be  able  to  direct  a  student  in  his  study  of  present-day  surgery  as 
for  a  surgeon  to  attempt  to  outline  proper  methods  of  infant 
feeding.  He  said  that  until  the  faculty  of  the  colleges  were  up 
to  date  on  these  matters,  and  appreciated  the  importance  of  the 
work  of  the  pediatrists  the  young  doctors  would  be  at  sea  when 
they  came  into  practice  and  have  to  rely  upon  the  ready-made 
directions  of  the  proprietary  food  manufacturers  for  instructions 
in  infant  feeding  and  the  mortality  would  continue  high. 

Dr.  Ostheimer,  in  closing  said  that  the  subject  had  been  so 
well  grasped  that  there  was  but  one  thing  to  add,  that  was  that 
in  visiting  homes  to  see  the  conditions  under  which  the  child 
was  living,  and  its  care  in  the  carrying  out  of  the  treatment, 
many  adults  were  found  in  need  of  medical  or  surgical  advice 
and  these  were  referred  to  the  adult  departments  of  the 
dispensary. 

Some  Reasons  for  Surgical  Failures  in  Children. — Dr.  LeGrand 
Kerr  (Brooklyn)  said  that  to  the  surgeon  "success"  meant  one 
thing,  while  to  the  lay  mind  it  meant  another  and  that  it  often 
required  one  on  neutral  ground  with  mutual  interests  to  adjust 
the  two  conceptions.  This,  he  pointed  out,  was  the  opportunity 
of  the  family  physician,  being  closely  associated  with  the  family 
and  yet  appreciating  the  possibilities  and  limitations  of  surgery. 
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More  could  be  done,  he  said,  by  the  family  physician  to  restore 
confidence  and  maintain  a  sane  attitude  toward  surgical  pro- 
cedure than  b}^  any  other.  He  impressed  that  to  make  surgical 
examinations  one  must  thoroughly  undertand  the  normal,  and 
that  all  possible  examinations  should  be  made  before  a 
decision  was  reached.  If  this  w^ere  done  there  would  be  less 
unpleasant  after-feeling  and  fewer  failures.  vSuch  examinations 
should  be  supplemented  by  detailed  history  of  previous  con- 
ditions. He  said  that  it  was  not  a  common  practice  among 
surgeons  to  obtain  a  history  of  the  patient's  previous  illnesses 
and  possible  exposure  to  contagious  disease  and  that  this  often 
resulted  disastrously.  While  he  did  not  wish  to  be  understood 
as  saying  that  every  child  required  the  examination  of  a  pediat- 
rist,  still  he  believed  that  too  often  surgeons  attempted  to  cope 
with  conditions  which  they  understood  thoroughly  but  presenting 
in  an  anatomy  with  which  they  were  not  familiar  thereby 
mitigating  their  success.  He  thought  that  consultation  between 
the  two  would  enhance  the  chances  for  the  child's  recovery 
and  the  reputation  of  the  surgeon.  He  said  that  while  in  abdom- 
inal pain  appendicitis  was  immediately  thought  of,  and  in 
nervous  disorders  meningitis  was  never  overlooked,  these  con- 
ditions were  too  often  assigned  as  the  cause  when  the}^  were  not. 
He  thought,  too,  that  often  the  surgeon,  realizing  his  unfa- 
miliarity  with  the  condition,  brought  about  a  feeling  of  inse- 
curity and  timidity  and  that  this,  combined  with  inefficient  help, 
created  a  psychological  element  that  was  not  conducive  to  success. 
In  a  condition  where  the  work  of  each  one  was  as  important  as  this, 
to  have  the  interne  more  interested  in  the  technic  of  the  operation 
than  his  care  of  the  child,  or  the  nurse  watching  the  operator 
rather  than  attending  to  her  duties,  sometimes  worked  irrepa- 
rable harm,  not,  however,  so  much  with  the  mortality  as 
with  the  morbidity  because  each  contributed  its  quota  toward 
the  shock.  He  said  that  hemorrhage  was  usually  the  result 
of  pulling  or  dragging  an  organ  and  that  this  unnecessary  injury 
done  by  the  assistant  added  to  the  degree  of  shock.  He  deplored 
the  practice  of  assigning  the  last-admitted  interne  as  anesthetist, 
saying  that  until  the  anesthetist  was  placed  upon  the  plane  of 
an  equal,  a  valued  coworker,  there  would  continue  to  be  trouble 
with  the  degree  of  anesthesia.  He  believed  that  the  danger  from 
anesthetizing  young  children  was  not  as  much  from  asphyxiation 
as  from  the  absorption  of  toxins.  He  thought  that  postoperative 
attention  should  be  more  closely  watched  by  the  surgeon,  that 
he  should  not  be  satisfied  with  having  restored  normal  balance 
by  removing  the  surgical  cause,  but  should  do  everything 
possible  to  get  the  patient  in  a  condition  to  enjoy  normal  child- 
hood. He  believed  that  until  complete  diagnosis  was  the  rule, 
rather  than  the  exception  as  it  now  was,  as  sho^vn  by  the  lack  of 
appreciation  to  the  manner  in  which  children  react  to  injury, 
success  would  not  be  good.  And  that  often  children  suffered 
from  too  much,  rather  than  too  little,  surgery.      He  said  that  un- 
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consciously  these  conditions  molded  the  public  mind  and  that 
until  they  were  corrected,  and  careful,  painstaking  after- 
treatment  carried  on  by  competent  assistants  under  the  direct 
supervision  of  the  surgeon  there  could  be  no  restoration  of 
confidence  to  the  lay  mind.  He  thought  that  this  education 
was  largely  in  the  hands  of  pediatrists. 

Dr.  Neff  of  Kansas  City  emphasized  the  matter  of  the 
importance  of  previous  history.  He  said  that  nose  and  throat 
men  frequently  operated  without  consulting  the  pediatrist,  with 
serious  after-effects.  He  had  had  two  such  instances  where  the 
operation  had  been  advised,  but  he  did  not  consider  the  child  in 
condition  to  undergo  it.  In  one  case  the  child  had  been  the 
victim  of  acidosis  producing  vomiting,  and  if  he  had  kno^^^l  the 
operation  was  to  be  done  he  could  have  made  suggestions  regard- 
ing anesthetizing  and  after-care  and  washing  out  the  stomach 
that  would  have  been  of  value.  As  it  was,  the  child  vomited 
for  about  three  days  after  the  administration  of  the  anesthetic 
(which  in  this  instance  was  administered  by  a  specialist  in  his 
line) .  The  complicating  condition  in  the  other  case  was  the  fact 
that  the  child  had  been  a  bleeder  all  his  life,  and  severe  hemor- 
rhage followed  the  removal  of  the  tonsil. 

Dr.  Spinney  of  New  York  called  attention  to  the  fact  that  in 
giving  an  anesthetic  a  most  potent  drug  was  being  given  to  a 
patient  to  whom  it  is  almost  deadly,  and  the  irregular  dropping 
of  indefinite  quantities  could  not  produce  a  uniform  result.  He 
believed  that  the  peculiar  excitement  of  ether  was  responsible  for 
many  sudden  deaths,  and  that  its  intermittent  dropping,  and 
renewing  the  anesthetic  from  time  to  time  was  particularly 
dangerous.  He  said  that  often  the  danger  of  toxemia  was  of  far 
more  importance  than  the  cyanosis.  He  called  attention  to 
Bloodgood's  recommendation  of  short  anesthesia  so  that  one 
might  see  how  the  child  responded  to  it. 

Juvenile  Psychasthenia. — Dr.  Tom  A.  Williams  of  Washington, 
D.  C,  said  that  psychasthenia  was  a  disease  of  obsessions  domi- 
nated usually  by  morbid  fears  and  day  dreams.  He  said  that 
Janet  did  not  believe  it  occurred  in  children,  but  in  his  practice 
he  had  found  it  not  at  all  rare.  He  thought  that  the  first  step  in 
treatment  was  to  find  its  cause,  then  explain  it  to  the  parents 
and  secure  their  cooperation  in  the  treatment.  He  had  found 
the  fear  of  bodily  harm  much  more  active  than  sexual  instincts 
so  emphasized  by  Freud.  In  one  adult  case  reported  the  cure 
covered  a  period  of  a  year  and  a  half  and  it  was  traced  to  lack  of 
common  sense  in  her  childhood  training.     In  children  he  had 

I  found  the  cure  a  much  more  simple  matter.  He  does  not  place 
the  dependence  upon  dreams  as  most  authorities,  having 
found  that  he  could  get  the  same  information  more  rapidly  and 
more  reliably  in  direct  ways.  He  thought  psychasthenia  arose 
as  a  subconscious  protest  against  unnatural  conditions  and  if  this 
was  discovered  early  the  chances  for  recovery  were  excellent. 
He  said  that  after  discovery  of  the  agency  which  had  created  the 
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condition,  the  second  step  was  to  devise  a  method  to  get  rid  of  it, 
not  in  an  empiric  manner,  but  according  to  the  psychology  of  the 
child. 

Dr.  Zahorsky  of  St.  Louis  thought  that  the  subject  should  be 
given  more  careful  study  by  physicians.  He  said  that  their 
ignorance  of  these  conditions  was  evidenced  when  the  subject  was 
brought  up  by  the  fact  that  they  could  not  even  discuss  it. 

In  closing.  Dr.  Williams  said  that  one  reason  why  pediatrists 
did  not  study  the  subject  was  because  in  books  it  was  given  in 
such  a  complicated,  unsatisfactory  manner  as  to  lead  them  to 
suppose  it  was  a  matter  which  few  could  understand,  whereas 
he  had  found  it  exceedingly  simple.  He  said  that  he  studied 
these  patient's  minds  just  as  one  would  any  diseased  member  of 
the  body  and  he  had  found  that  the  treatment  was  just  the 
enlargement  of  common  sense.  He  had  found  the  child  mind 
exceedingly  simple  to  understand  because  they  were  more  frank, 
not  having  had  the  training  in  concealment  which,  unconsciously 
or  otherwise,  was  present  in  most  adults.  He  had  not  found  it 
difficult  to  win  the  confidence  of  children  and  said  that  in  the 
first  case  recited  in  his  paper  he  had  seen  the  child  but  once  for 
half  an  hour.  The  second  was  also  seen  for  about  half  an  hour 
and  the  treatment  outlined.  The  last  case  was  more  complicated, 
the  boy  was  thirteen  years  old,  and  he  saw  him  four  times,  about 
half  an  hour  each  time.  This  he  considered  a  difficult  case  and 
said  that  it  took  several  months  to  restore  him  to  a  normal, 
healthy  condition.  He  said  that  when  this  was  compared  with 
the  consultations  and  treatment  necessary  for  the  treatment  of 
other  diseases  of  childhood  one  would  realize  that  it  was  not  such 
an  abstract  thing  for  pediatrists  to  handle. 

THIRD  DAY. 

Morning    session,   June  6. 

Election  of  officers. — Henry  Dwight  Chapin,  New  York, 
Chairman;  J.  M.  Miller,  Atlantic  City,  Yice-Chairman ;  Frank  C. 
Neff,  Kansas  City,  Mo.,  Secretary;  Charles  Douglas,  Detroit, 
Delegate. 

Methods  of  Estimating  Kidney  Function  read  by  Richard  M. 
Smith  of  Boston.  He  said  that  the  elimination  of  water  alone 
was  no  criterion  of  the  function  of  the  kidneys.  That  even  in 
normal  individuals,  under  normal  conditions,  the  amount  varied 
greatly.  The  process  of  the  kidney,  he  said,  is  largely  one  of 
filtration.  He  thought  that  the  excretion  of  sodium  chloride 
alone  was  not  a  positive  indication  of  the  functionating  power  of 
the  kidney,  that  the  truest  test  was  the  elimination  of  urea,  but 
that  it  was  hardly  a  practical  test  for-  the  ordinary  physician 
because  it  was  so  difficult  of  accomplishment.  He  presented  a 
method  of  introducing  into  the  body,  daily,  a  dye,  phenolsulpho- 
nophthalein,  which  being  practically  all  eliminated  and  having  no 
action  upon  the  kidney  would  enable  the  physician  to  estimate 
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its  function.  He  said  that  it  took  about  ten  minutes  from  the 
administration  of  the  dye  to  have  it  appear  in  the  urine  of  normal 
individuals ;  all  the  urine  passed  within  the  next  hour  (in  normal 
individuals  about  loo  c.c.)  was  collected  and  made  strongly 
alkaline.  This  solution  was  compared  with  a  solution  of  phenol- 
sulphonaphthalein  which  made  the  same  shade  in  pink  in  the  test- 
tube  as  the  urine  (allowance  being  made  for  the  slight  difference 
the  normal  color  of  the  urine  would  make  by  looking  at  the  solu- 
tion of  the  clear  drug  through  a  yellow  glass)  and  in  this  way  the 
function  of  the  kidney  was  accurately  determined.  He  had 
found  that  normal  individuals  eliminated  from  40  to  60  per  cent, 
of  the  drug  during  the  first  hour.  He  recited  cases  from  his 
practice  showing  the  value  of  the  drug  as  an  aid  in  the  diagnosis, 
prognosis  and  treatment  of  nephritis  but  said  that  it  would  not 
determine  the  ability  of  the  kidney  to  excrete  salt,  water  or 
proteid. 


Influence  of  Climate  on  Summer  Diarrhea  of  Infants. — Dr.  L.  T. 
RoYSTER  (Norfolk,  Virginia)  said  that  the  common  causes  of 
summer  diarrhea  in  infants  were  milk  decomposition,  bacterial 
infection  and  heat.  His  paper  was  to  deal  with  the  influence 
of  climate,  alone,  upon  the  condition.  He  had  investigated 
twenty-eight  cities  for  statistics  on  mean  temperature  and  hu- 
midity and  the  prevalence  of  summer  diarrheas.  In  making  his 
charts  he  found  that  the  death  curve  followed  the  2  p.m.  tempera- 
ture curve  very  closely,  that  in  the  country  the  mortality  was 
lower  than  in  cities  and  that  when  children  from  crowded  districts 
were  taken  to  the  seaside  they  recovered  very  quickly.  Where 
this  was  impossible  he  had  found  good  results  to  follow  frequent 
sponging  and  living  almost  entirely  in  the  open  air.  So  that  he 
believed  the  question  resolved  itself  into  one  of  radiation  rather 
than  actual  heat,  as  anything  which  prevented  radiation  brought 
on  prompt,  vicious  symptoms.  Among  the  poor  he  had  found 
that  the  heat  was  greater  indoors  at  night  than  it  was  out,  so 
radiation  was  prevented.  He  said  that  the  majority  of  cases 
occurred  at  the  first  onset  of  warm  weather,  rather  than  at  mid- 
summer when  the  heat  was  most  extreme  and  the  humidity 
more  even,  but  that  the  accumulation  of  conditions  made  the 
death  rate  highest  in  the  autumn  in  white  children,  while  negroes, 
having  less  resistance,  were  apt  to  die  in  the  spring  at  the  first 
onset  of  the  disease.  He  believed  the  artificially  fed  had  less 
resistance  than  the  breast-fed.  He  said  that  some  of  his  findings 
seemed  to  corroborate  the  theory  of  heat  as  a  contributing 
factor,  while  others  seemed  to  disprove  it,  but  that  it  was  hard  to 
get  dependable  figures  because  in  many  cities  the  statistics  were 
irregularly  kept.  He  read  the  mean  temperature,  humidity  and 
death  rate,  based  upon  gastroenteritis  under  two  years,  showing 
that   in   everv  instance   the   greatest   death   rate   followed   the 
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increased  humidity.  When  the  temperature  was  high  and  the 
humidity  low  there  was  not  as  large  a  mortality  as  when  the 
humidity  was  high  and  the  temperature  low.  He  found  that 
usually  the  highest  point  in  the  death  rate  was  two  or  three  days 
after  the  high  humidity.  He  said  that  he  realized  that  this 
investigation  could  not  prove  much,  but  it  showed  that  there 
was  a  connection  between  humidity  and  summer  diarrheas  and 
if  it  would  be  possible  to  determine  how  much  of  the  sick  rate 
was  attributable  to  it  many  infants  might  be  saved. 

Dr.  Hoobler  of  New  York  said  that  while  at  first  glance  it 
would  seem  that  these  were  conditions  beyond  the  control  of  the 
ph3^sician,  therefore  hopeless,  it  should  be  remembered  that  many 
of  the  infants  were  in  hospital  wards  where  temperature  and 
humidity  would  be  controlled.  In  his  investigation  of  best 
methods  of  ventilation  he  had  taken  many  records  of  atmospheric 
pressure  in  wards  and  from  his  study  of  them  thought  he  had 
found  a  direct  connection  between  weather  and  circulatory 
conditions  which  might  account  for  deaths  from  summer  diarrhea. 
With  high  humidity  there  was  low  barometric  pressure  and  as  the 
humidity  went  up  he  had  watched  the  blood- pressure  go  down 
so  that  he  thought  this  might  have  its  influence. 

Dr.  Pisek  of  New  York  thought  that  temperature  in  children 
was  from  heat  retention  and  that  accounted  for  the  disorders 
following  the  rise  in  temperature  by  two  or  three  days.  He  said 
that  if  it  could  be  brought  down  promptly  the  trouble  might  be 
averted.  He  thought  the  best  treatment  was  substitute  feeding 
and  plenty  of  fresh  air.  He  thought  there  were  too  many  other 
factors  that  helped  to  bring  on  summer  diarrhea  to  determine 
anything  dogmatic  from  humidity,  and  that  the  more  one  studied 
it  the  more  confused  he  became.  He  thought  that  the  best 
preventive  lay  in  education  of  mothers  in  early  recognition  of  the 
onset  of  the  trouble,  that  if  they  understood  what  steps  to  take 
and  took  them  promptly  the  mortality  would  be  greatly  reduced. 
He  said  that  in  hospital  wards  if  the  babies  could  be  supplied  with 
cool,  dry  air  they  would  not  suffer  from  summer  heat. 

Dr.  Schwartz  of  New  York  said  that  the  statistics  of  small 
towns  could  scarcely  be  compared  with  those  of  the  large  cities, 
where  they  sometimes  reached  seventy-five  in  one  day.  He 
called  attention  to  the  teaching  of  the  Germans,  known  for 
fully  a  hundred  years,  that  there  was  a  direct  connection  be- 
tween heat  and  summer  diarrhea.  He  had  made  charts  for  the 
city  of  New  York  and  found  that  the  death  curve  just  about 
paralleled  the  humidity  curve  but  showing  its  apex  and  declinse 
about  twenty-four  hours  after  the  humidity  curve.  He  thought 
that  children  died  from  loss  of  body  moisture  because  in  June, 
July  and  August  in  New  York  when  the  heat  was  intense  and  the 
humidity  low  there  were  more  deaths  than  when  the  heat  was 
not  so  great,  but  the  humidity  higher.  He  said  that  in  all 
climates  where  there  were  extremes  of  heat  and  cold  there  were 
summer  diarrheas  among  children,  but  in  either  cold  climates  or 


I 


AMERIC-\X   MEDICAL   ASSOCIATIOX.  689 

tropical  there  was  no  acute  mortality  angle  during  the  summer 
months. 

Dr.  Rollings  of  El  Paso,  Texas,  said  that  their  humidity  was 
very  low,  the  entire  rainfall  for  the  year  being  but  about  lo 
inches  and  yet  they  had  a  great  deal  of  gastrointestinal  dis- 
turbance during  ]Ma3^  and  June  when  there  was  practically  no 
rain  but  the  heat  was  intense.  He  sent  these'children  to  the 
mountains,  to  an  elevation  of  about  8600  feet  (5000  feet  higher 
than  El  Paso)  and  they  showed  remarkable  improvement,  in 
spite  of  the  fact  that  there  was  considerable  rainfall.  For  this 
reason  he  was  strongly  of  the  opinion  that  heat  was  a  large  factor, 
although  he  emphasized  that  food  must  be  given  its  place. 

Dr.  Illoway  of  New  York  thought  that  the  study  of  summer 
diarrheas  in  clinics  would  scarcely  give  a  physician  a  conception 
of  the  part  played  by  heat  in  the  tenements.  He  said  that  if  a 
physician  would  visit  a  few  of  those  homes  he  would  lay  great 
stress  upon  the  influence  of  heat.  He  believed  that  heat  in- 
creased peristalsis  and  diminished  the  functions  of  the  stomach. 
He  thought  that  when  humidity  was  increased  suddenly  it 
produced  cholera  infantum. 

Dr.  Butterworth  said  that  in  New  Orleans  the  humidity 
was  greatest  in  I\Iay  and  that  the  mortality  was  greatest  in 
April,  I\Iay  and  June  although  the  extreme  heat  did  not  come 
until  later '  in  the  summer.  That  further  south  the  highest 
mortality  was  even  earlier  in  the  spring,  and  during  the  rainy 
season  there  was  almost  complete  freedom  from  diarrhea.  He 
said  they  could  take  a  child  from  New  Orleans  to  the  gulf  coast, 
where  the  temperature  was  about  the  same  but  the  humidity 
much  greater,  and  save  its  life. 

Dr.  Zahorsky  of  St.  Louis  thought  that  high  curves  following 
increase  in  humidity  and  temperature  were  due  to  the  fact  that 
many  children,  already  suiTering  from  nutritive  disturbances, 
were  made  worse  by  the  onset  of  the  heat.  He  had  found 
sickness  following  heat  almost  as  common  in  children  between 
two  and  five  years  old  as  in  infants. 

Dr.  Johnston  of  Grand  Rapids  said  that  experimental  cases 
of  severe  cholera  infantum  had  been  produced  in  hospital  wards 
by  the  increase  of  heat. 

Dr.  Douglas  of  Detroit  said  that  he  had  been  educating 
mothers  to  reduce  the  food  of  infants  about  25  per  cent,  during 
and  immediately  after  a  hot  wave,  giving  cool  water  in  its  place 
and  in  older  children  not  giving  them  milk  to  drink.  He  thought 
that  he  had  produced  very  good  results  in  this  way. 

Dr.  ;McKee  of  San  Francisco  said  that  except  for  a  narrow 
strip  between  the  mountains  and  the  coast,  the  state  of  California 
was  extremely  dr\^  and  the  heat  intense  and  summer  diarrhea,  as 
seen  in  the  east,  was  practically  unknown.  He  said  that  the 
heat  sometimes  reached  100°  for  weeks  at  a  time,  that  conditions 
of  care  and  feeding  were  practically  the  same  as  those  of  the  east, 
yet  there  was  no  gastric  disturbance.     He  attributed  it  to  the 
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out-of-door  life  lived  by  the  people,  and  agreed  with  Dr.  Royster 
that  radiation  played  as  important  a  role  as  heat  or  humidity. 

Dr.  Parke  of  Birmingham,  Ala.,  thought  that  statistics  were 
misleading,  because  the  symptoms  of  summer  diarrhea  in 
Boston,  for  instance,  and  in  New  Orleans,  were  totally  unalike. 
He  said  that  in  London  he  found  physicians  very  skeptical  of  his 
description  of  summer  diarrhea  as  seen  in  Birmingham  because 
they  had  never  seen  it  in  its  severity.  He  thought  that  there 
was  a  great  deal  more  to  be  considered  than  heat  and  humidity — - 
that  diet  and  infection  were  most  important  factors.  He  had 
seen  children  infected  from  other  members  of  the  family,  but  he 
said  what  the  germ  was,  or  where  it  came  from,  had  not  been 
determined. 

Dr.  Royster  said  in  closing  that  he  realized  that  many 
things  contributed  to  the  onset  of  summer  diarrhea,  but  that  his 
paper,  as  announced  in  the  title,  considered  only  the  influence 
of  climate,  that  he  had  made  no  effort  to  draw  conclusions,  but 
merely  presented  the  facts  as  he  found  them  from  his  investiga- 
tion of  the  records  of  twenty-eight  representative  cities.  He 
said  that  in  Phoenix  he  found  a  most  interesting  condition — 
while  their  heat  frequently  averaged  io8°  for  days  they  have  a 
humidity  of  only  four,  a  condition  almost  inconceivable  to  an 
easterner.  He  had  been  assured  that  the  hotter  the  weather 
became  the  less  gastric  disturbance  there  was.  In  the  vicinity 
of  Phoenix  were  20,000  people  with  a  record  of  but  twelve 
deaths,  occurring  just  about  one  a  month.  He  agreed  that  our 
records  could  not  be  compared  with  those  of  Berlin  or  London 
with  any  idea  of  drawing  conclusions  because  conditions  were  so 
different.  He  said  that  in  the  vicinity  of  Norfolk  children  were 
sometimes  taken  out  on  boats  in  the  morning  in  a  state  of  total 
collapse  and  left  out  all  day  to  come  back  at  night  refreshed  and 
invigorated,  so  that  he  had  concluded  that  radiation  was  an 
important  factor.  He  said  that  during  a  siege  of  scarlet  fever 
the  temperature  got  to  108°  and  the  symptoms  were  alarming 
and  they  began  dipping  the  children  into  ice  baths  one  after 
another  and  lost  none  of  the  cases,  although  there  were  several 
near  to  prostration.  He  thought  that  studies  should  be  directed 
more  along  preventive  lines  rather  than  reduction  of  mortality, 
because  that  would  naturally  follow.  He  had  noticed  change  in 
the  character  of  the  stool  from  year  to  year — one  year  the  true 
diarrhea  stool,  the  next  watery,  and  the  other  that  of  cholera 
infantum. 

Effects  on  Later  Development  of  Severe  and  Prolonged  Illness  in 
Infancy. — Dr.  Thomas  D.  Parke  of  Birmingham,  Ala.,  pre- 
sented lantern  slides  showing  the  bony  development  in  the 
wrists  of  children  who  had  been  severely  ill,  or  emaciated  for 
a  number  of  weeks  or  months,  in  infancy.  These  jc-ray  pictures 
showed  that  although  they  might  even  be  above  the  average  in 
general  bodily  development  there  was  usually  injury  to  the  bony 
development  which  was  never  overcome.     In  most  of  the  slides 
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all  of  the  bones  that  would  be  expected  according  to  the  years  of 
the  child  were  present  but  their  structure  was  not  complete. 
From  his  examinations  and  measurements  he  concluded  that 
while  some  cases  are  apparently  little  effected  there  was  a  lack 
of  uniformity  in  the  bony  structure. 

DISCUSSION. 

Dr.  Pisek  of  New  York  said  that  there  was  great  need  of 
measurements  from  the  second  to  the  fifth  year,  that  no  statistics 
had  been  gathered  for  a  great  many  years  and  that  it  was  fre- 
quently a  handicap  to  the  physician  not  to  know  just  how 
much  underdevelopment  there  was  in  a  child.  He  said  there 
was  also  need  of  measurements  showing  the  relation  of  the  head 
to  the  chest,  the  chest  to  the  abdomen,  etc. 

Exophthalmos  in  Scorbutus. — Dr.  L.  R.  DeBuys  of  New 
Orleans  prefaced  his  paper  with  a  resume  of  the  literature  of  this 
condition  and  then  gave  the  clinical  picture  of  the  following 
case:  Extreme  protrusion  of  the  left  eye  outward,  downward  and 
forward.  Aside  from  cholera  infantum  the  only  illness  had 
been  a  siege  of  boils  lasting  throughout  the  previous  summer. 
The  first  protrusion  only  lasted  a  short  time,  then  the  eye  went 
back  to  apparently  normal  condition.  In  three  weeks  time  it 
protruded  again,  and  again  went  back  to  protrude  a  third  time 
very  soon  after,  and  at  that  time  he  had  been  called.  The  second 
and  third  times  the  condition  occurred  at  night  and  was  discovered 
when  the  child  awoke  in  the  morning.  It  was  a  poorly  nourished 
child.  The  movement  of  the  eyes  was  not  interrupted.  It  was 
extremely  sensitive  all  over  its  body  and  upon  being  lifted,  or 
even  touched,  cried  out  in  pain.  Examination  of  the  abdomen 
showed  it  to  be  flabby,  but  the  liver  was  normal  and  the  spleen 
not  felt.  There  was  marked  swelling  in  both  legs  below  the 
tibia.  Respiration  was  normal.  He  gave  the  usual  antiscorbutic 
treatment  and  orange  juice  and  it  improved  promptly  and 
steadily.  Skiograph  showed  unmistakable  scurvy.  The  diet  was 
not  changed  because  the  parents  did  not  wish  it,  but  the  treat- 
ment given  promptly  cleared  up  the  symptoms.  He  thought 
that  usually  a  therapeutic  diagnosis  would  differentiate  between 
scurvy  and  exophthalmos,  but  if  the  treatment  did  not  alleviate 
the  symptoms  in  four  or  five  days  the  diagnosis  should  be 
questioned.  While  in  this  case  the  protrusion  was  confined  to 
one  eye,  he  said  that  it  frequently  affected  both. 

discussion. 

Dr.  McClanahan  of  Omaha  said  that  he  saw  on  an  average  of 
four  cases  each  year,  usually  brought  in  to  him  from  the  country. 
In  most  of  the  cases  they  had  not  gone  to  the  state  of  gingivitis 
upon  which  so  much  stress  was  formerly  laid.  He  found  in 
almost  all  of  his  cases  hematuria,  which  sometimes  confused  the 
diagnosis.  He  thought  that  scurvy  was  usually  caused  by 
feeding  proprietary  foods. 
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Dr.  Butterworth  of  New  Orleans  said  that  it  seemed  to  him 
almost  unbelievable  that  with  all  the  education  of  the  present  day- 
physicians  would  still  confuse  rheumatism  and  scurvy  in  the 
young. 

Dr.  DeBuys  in  closing  the  discussion  said  that  the  English 
paid  more  attention  to  examination  of  the  urine,  it  being  an 
almost  routine  measure,  so  that  they  frequently  found  hematuria 
present.  Rheumatism  seemed  to  be  the  condition  most  fre- 
quently diagnosed  in  cases  of  scurvy. 

Anesthesia  by  Pharyngeal  Insufflation. — Read  by  Dr.  Frank 
W.  PiNNEO  of  Newark,  N.  J.  He  said  that  the  elements  con- 
tributing to  an  ideal  anesthesia  were  quick  induction,  even 
maintenance,  prompt  and  complete  recovery;  that  age  and  body 
weight  were  as  important  as  feeding  and  induction,  that  the 
labors  of  the  surgeon  increased,  not  decreased,  with  increase  of 
the  anesthesia.  He  called  attention  to  the  need  for  gentle 
manipulation  and  the  dangers  in  prolonged  operation.  He  said 
that  the  demand  of  the  present  day  was  not  the  discovery  of  a 
new  anesthetic  but  greater  accuracy  and  refinement  of  the 
methods  now  in  use,  the  need  for  a  technic  which  would  insure 
safe  and  sound  anesthesia,  just  deep  enough.  In  surgery  of  the 
mouth  and  nose  this  was  extremely  difficult  because  the  surgeon 
and  the  anesthetist,  under  the  present  technic,  occupied  the 
same  field,  so  that  the  anesthesia  was  constantly  interrupted, 
one  time  deep,  then  the  patient  almost  awake.  Even  the  most 
careful  surgeons  were  handicapped  by  want  of  uniform  anesthesia. 
Renewal  of  the  anesthesia  from  time  to  time  was  most  dangerous, 
if  not  deadly,  because  the  safety  limit  was  trespassed  upon. 
The  closed  method  was  dangerous  because  of  the  unevenness  of 
the  administration.  The  open  method  was  also  dangerous,  on 
account  of  interrupted  respiration;  and  the  semi-open,  while  a 
compromise  between  the  two,  had  not  produced  as  good  results 
as  desired.  He  had  used  sequence — ^nitrous  oxide  alternated 
with  ether — with  best  results  but  it  called  for  experience  and 
skill  in  handling  the  apparatus.  A  good  anesthetic  must  be 
a  most  delicate  recording  apparatus,  uninterrupted,  capable  of 
as  deep  anesthesia  as  required,  it  must  leave  the  nose  and  the 
throat  clear  and  the  ether  vapor  must  be  warmed.  In  other 
words,  he  thought  that  the  method  should  be  absolutely  safe 
and  simple.  He  presented  an  apparatus  which  he  had  used  for 
three  or  four  years  with  excellent  results.  It  was  designed 
especially  for  ether,  but  could  be  used  for  chloroform.  It  had  a 
maximum,  constant  pressure  of  30  millimeters  but  was  fitted 
with  a  stop-cock  so  that  the  flow  could  be  regulated  to  just  the 
amount  required.  There  was  one  bottle  fitted  with  an  electric, 
or  hot  water,  heating  apparatus  through  which  the  ether  passed 
for  warming  before  it  reached  the  patient,  which  also  served  to 
catch  any  liquid  ether  which  escaped.  The  chief  feature  of  the 
device,  however,  was  that  the  anesthetic  might  be  given  either 
through  the  mouth  tube,  the  nasal  tube,  or  the  nasal  catheter, 
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leaving  the  field  of  operation  entirely  at  the  disposal  of  the 
surgeon.  While  designed  mainly  for  nose  and  throat  work 
he  said  that  it  could  be  used  very  well  in  other  operations,  its 
advantageous  features  being  that  the  vapor  maintained  an  even 
temperature  of  87°  to  84°,  that  the  field  of  the  surgeon  was  never 
encroached  upon,  and  the  air  pressure  could  be  maintained  by 
either  hand  or  foot. 

DISCUSSION. 

Dr.  Gwathmey  of  New  York  thought  that  the  practical  benefits 
of  heating  ether  had  been  very  good,  although  for  a  long  time  it 
had  been  supposed  to  be  impossible  to  modify  its  temperature. 
In  anesthetizing  children  he  thought  that  the  loss  of  heat  was 
one  of  the  chief  causes  of  shock,  so  that  it  was  essential  to  use 
every  means  to  avoid  it.  He  said  that  the  addition  of  a  little 
essence  of  orange  to  the  ether  would  avoid  the  cyanosis  that 
sometimes  accompanies  its  administration.  He  did  not  believe 
in  the  use  of  chloroform  with  children  except  in  extremely  hot 
weather  and  even  then  thought  it  should  not  be  used  continuously 
in  view  of  the  physiological  and  clinical  results  following  its  use 
which  are  so  well  known.  He  thought  chloroform  and  ether 
sequence  the  best  anesthetic  for  children  because  the  mask 
terrified  them,  bringing  in  a  psychological  element  which  pre- 
vented even  results.  He  thought  that  the  best  method  was  to 
have  the  child  put  to  sleep  naturally,  then,  putting  a  little 
essence  of  orange  on  the  mask  to  drown  the  odor  of  the  ether, 
give  the  anesthetic  before  it  awoke.  In  this  way  the  breathing 
soon  became  automatic  and  the  results  were  very  good. 

Dr.  Woolsey  of  Brooklyn  thought  that  the  extreme  suscepti- 
bility of  children  to  toxins  made  the  subject  of  anesthesia  an 
important  one.  He  thought  that  the  chief  objection  to  the 
open-drop  method  was  that  the  irritating  effects  of  ether  were 
so  strong  as  to  produce  an  obstruction  which  prevented  the 
child's  getting  enough  ether  to  completely  anesthetize  it.  He 
said  that  with  concentration  of  the  vapor  and  the  tube  passed 
below  the  point  of  possible  obstruction  a  more  even  anesthesia 
was  maintained. 

Dr.  Pinneo  in  closing  said  that  the  point  of  overcoming  the 
child's  terror  was  an  important  one.  He  did  not  advocate  the 
use  of  nitrous  oxide  in  children  because  their  air  spaces  were  too 
small.  He  advised  chloroform  in  sequence  because  the  statistics 
do  not  show  the  high  mortality  that  plain  chloroform  does. 

Afternoon  Session,  June  6. 

The  Relationship  between  the  Tuberculous  Injection  in  the  Child 
and  Clinical  Tuberculosis  in  the  Adult. — Dr.  F.  M.  Pottenger 
of  Monrovia,  California  said  that  nearly  all  children  were  infected 
with  tuberculosis  before  the  fifteenth  year  and  that  many  of  the 
clinical   symptoms    developed    in   adult  life    were   due  to   the 
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original  infection.  But  he  thought  that  where  the  disease  was 
cleared  up  and  the  lesions  healed,  the  early  infection  afiforded 
considerable  immunity  against  further  inocculation  from  either 
within  or  without.  He  said  that  in  children  it  was  almost 
invariably  a  disease  of  the  lymphatics.  In  some  cases  it  healed, 
and  in  others  lay  dormant  to  break  out  in  renewed  force  in  adult 
life.  He  classified  the  infection  into  three  stages:  first,  the 
lymphatic;  second,  the  extension;  and  third,  the  clinical.  In 
guinea-pigs  he  said  that  the  second  infection  produced  a  chronic, 
inactive  tuberculosis  showing  that  the  first  infection  was,  in  a 
way,  a  safeguard  against  a  virulent  outbreak.  He  said  that  if 
the  early  infection  did  not  produce  death  at  once  it  brought  about 
a  latent  condition  which  permitted  the  patient  to  carry  on  his 
business  for  a  number  of  years,  to  finally  have  an  acute  onset  of 
symptoms  from  which  he  rarely  recovered.  He  said  that  these 
facts,  proven  by  investigation,  called  for  a  revision  of  work  done 
on  treatment  of  the  disease,  because  if  it  was  going  to  be  pre- 
vented and  cured,  the  preventive  measures  must  start  in  early 
childhood  at  the  time  of  the  first  inoculation.  This  he  thought 
called  for  more  universal  use  of  the  von  Pirquet  tests.  If  a 
strong,  rapid  reaction  w^as  produced  he  thought  that  it  indicated 
an  active  lesion,  while  if  it  did  not  appear  for  about  forty-eight 
hours  and  then  grew  gradually  more  and  more  pronounced  it 
pointed  to  a  more  latent  type. 

DISCUSSION. 

Dr.  Amende  of  New  York  said  that  he  used  the  Moro  test  in 
children,  having  found  it  adequate  and  easier  to  give  than  the 
v.  Pirquet.  He  had  given  children,  and  cases  of  the  advanced 
type  in  adults,  a  treatment  consisting  of  quinine  one  part  and 
iodoform  one-fifth  (adult  dosage)  with  very  good  results.  Under 
this  treatment,  he  said,  the  enlarged  glands  would  steadily 
disappear  and  that  it  was  easily  carried  out  and  the  dosage  could 
be  modified  according  to  the  age  of  the  patient. 

Dr.  Knopf  of  New  York  thought  that  the  Moro  test  did  not 
amount  to  much,  that  the  von  Pirquet  was  of  value  as  a  diag- 
nostic aid  in  children  under  five  but  that  over  that  age  one 
would  almost  invariably  get  a  reaction  which  could  only  mean 
that  there  had  at  some  time  been  tubercular  infection.  He 
thought  that  the  intensity  of  the  reaction  was  a  valuable  guide. 
He  said  that  children  w^ere  very  apt  to  contract  tuberculosis, 
even  in  early  infancy,  and  that  in  examinations  at  the  health 
department  he  had  found  about  50  per  cent,  of  all  children  giving 
evidence  of  active  tuberculosis.  He  believed  that  it  could  be  con- 
tracted in  adult  life  where  there  had  been  no  infection  in  child- 
hood if  there  was  prolonged  exposure.  Hie  thought  that  the  best 
measures  for  both  prevention  and  treatment  were  careful  feeding, 
hygienic  living  in  the  open  air.  He  thought  that  open-air  schools 
should  be  the  rule  rather  than  the  present-day  exception. 

Dr.  Silvio  von  Ruck  of  Asheville,  N.  C,  said  that  with  very 
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few  exceptions  all  the  children  of  tuberculous  mothers  in  their 
institutions  showed  definite  evidences  of  infection,  but,  he  said, 
the  main  difficulty  was  that  they  did  not  see  the  children  early 
enough  to  institute  preventive  measures.  They  treated  mainly 
with  tuberculin  but  had  tried  to  go  farther,  using  vaccine  as  a 
preventive  to  the  well  members  of  a  family  where  one  was 
infected,  or  in  other  cases  where  there  had  been  exposure  to 
infection.  He  said  that  any  such  preparation  to  be  satisfactory 
should  be  safe,  uniform  and  confer  immunity  in  one  or  two  doses. 
He  thought  they  had  developed  such  a  vaccine  and  said  that  the 
results  of  their  experiments  would  soon  be  published  and  the 
preparation  given  to  the  profession.  He  said  that  if  it  worked 
as  well  generally  as  it  had  in  their  institution  its  use  combined 
with  ordinary  prophylactic  measures  would  succeed  in  stamping 
out  the  disease  and  would  prove  as  good  an  immunity  to  tubercu- 
losis as  the  small-pox  vaccine  had  in  that  disease  which  used  to 
run  so  rampant. 

Dr.  Durel  of  New  Orleans  thought  the  leukocyte  count  an 
aid  in  diagnosis.  He  said  that  in  all  his  examinations  children 
with  tuberculosis  showed  a  higher  percentage  of  the  mononuclear 
cells  than  were  normally  present.  He  believed  that  the  only 
thing  that  would  establish  the  value  of  tuberculin  would  be 
whether  there  was  in  it  a  good  treatment  or  not.  But  he  em- 
phasized that  in  any  of  these  measures  the  general  treatment  and 
attention  to  hygiene  and  fresh  air  should  not  be  omitted. 

Dr.  Ritter  of  Chicago  thought  that  in  infants  of  from  six 
months  to  two  years  of  age  the  Moro  test  was  quite  reliable 
and  from  two  years  to  ten  years  the  von  Pirquet  could  be  depended 
upon.  Tuberculin  to  be  satisfactory,  he  said,  must  represent 
all  of  the  antibodies  present  in  the  disease  because  it  was  not 
known  in  any  individual  case  just  which  were  present. 

Dr.  Stoll  of  Hartford,  Conn.,  used  tuberculin  freely  both  as 
a  diagnostic  aid  and  therapeutically.  He  did  not  believe  that 
positive,  active  reaction  necessarily  indicated  active  tuberculosis 
but  thought  that  there  might  be  an  anatomic  tuberculosis  which 
only  required  watching  and  treatment  if  it  became  active.  He 
thought  that  the  delicate  child  which  did  not  give  a  positive 
reaction  needed  more  careful  attention  than  the  robust  child 
which  did,  because  the  delicate  child  presented  a  fertile  field 
for  invasion  and,  if  infected,  had  no  vitality  with  which  to  with- 
stand the  attack. 

Dr.  McKee  of  San  Francisco  thought  that  the  dosage  of 
tuberculin  used  therapeutically  was  of  more  importance  than  the 
kind.  He  started  with  i/ 10,000  milligram  of  the  old  tuberculin 
given  bi-weekly  and  graduall}^  increased.  He  said  that  this 
amount  would  not  give  a  reaction  and  sometimes  a  very  large 
dose  would  be  tolerated  before  there  was  reaction.  He  wished  to 
know  what  dosage  Dr.  Pottenger  used. 

Dr.  Pottenger  in  closing  the  discussion  said  that  if  one  knew 
chat  children  were  infected  they  had  a  sound  point  of  departure. 


696  TRANSACTIONS    OF    THE 

Then,  the  second  point,  if  to  that  could  be  added  the  information 
that  these  children  were  not  doing  well  you  had  a  foundation 
upon  which  to  start  to  work.  He  thought  that  rapid,  severe 
symptoms  following  the  tuberculin  injection  did  indicate  active 
tuberculosis  and  while  they  might  not  call  for  active  treatment, 
still  it  was  well  to  have  the  information  in  hand  for  guidance. 
He  thought  that  no  test  should  be  overlooked,  because  those 
who  would  react  to  one  would  not  to  another,  but  in  adult  life 
the  tuberculin  was  the  most  valuable.  He  said  that  he  had 
always  urged  that  tuberculosis  could  never  be  stamped  out  with 
hygiene  alone.  If  it  was  going  to  be  overcome  it  must  be  through 
the  universal  use  of  a  preventive  vaccine.  He  said  he  had  used 
tuberculin  of  the  soluble  and  insoluble  antibodies  because  the 
matter  of  the  definite  cause  of  each  individual's  infection  had 
not  been  settled.  He  emphasized  the  importance  of  learning  to 
use  one  tuberculin  successfully  and  sticking  to  it.  He  thought 
that  by  changing  and  giving  varieties  with  which  one  was  not 
familiar  the  patient  was  kept  in  a  hypersensitive  state  and  best 
results  were  not  obtained. 

An  Automatic  Device  for  Reading  Systolic  and  Diastolic  Blood 
Pressures  in  Children. — Read  by  B.  Raymold  Hoobler  of  New 
York.  He  said  that  great  difficulty  had  been  experienced  in 
reading  blood  pressures  in  children  by  means  of  tactile  pressure 
over  the  radial  arteries  or  by  means  of  auscultation  over  the 
brachial  artery.  He  demonstrated  a  device  which  was  absolutely 
automatic  and  standard,  by  which  there  was  no  question  of 
hearing  or  feeling  or  the  influence  of  the  personal  equation.  It 
consisted  of  a  double  cuff,  one  to  fit  above  the  elbow  and  the  other 
below  the  elbow.  The  lower  cuff  was  attached  to  a  modifica- 
tion of  a  Fedde's  pith-ball  indicator,  so  that  when  pulsation  was 
permitted  to  pass  under  the  upper  cuff  it  was  recorded  by  means 
of  the  lower  cuff  and  was  shown  by  the  oscillation  of  the  pith  ball. 
In  very  small  children  the  cuff  could  be  attached  to  the  limb 
and  the  pressure  correctly  read  by  allowing  for  the  lo  degrees 
deviation  between  pressure  in  the  arm  and  in  the  leg.  Through 
the  use  of  the  device  blood  pressures  were  standardized  and 
the  reading  approximated  very  closely  that  of  the  Erlanger 
sphygmomanometer. 

Effect' of  Cold  Air  on  the  Blood  Pressure  ofTtiherculous  Children. — 
Dr.  Hoobler  read  this  paper  also  showing  from  a  large  number 
of  experiments  that,  the  blood  pressure  of  children  in  various 
stages  of  tuberculosis  was  considerably  below  the  normal.  But 
when  a  patient  was  transferred  from  a  warm  hospital  ward  to 
the  open  air  there  was  gradual  increase  of  blood  pressure.  If 
the  patient  was  kept  constantly  out  of  doors  he  found  that  the 
pressure  reached  nearly  normal  limits  and  sustained  that  point 
as  long  as  the  patient  remained  out  of  doors.  He  found  that 
the  more  advanced  the  case  the  lower  the  pressure  went  in  the 
ward  but  when  transferred  to  the  open  air  it  rose  proportionately 
more  degrees  so  that  even  quite  advanced  stages  approximated 
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very  closely  normal  pressure.  He  considered  this  the  most  ra- 
tional basis  for  urging  such  measures  as  open-air  schools,  roof 
camps,  open  air  play  grounds,  sleeping  porches  and  practically 
living  in  the  open  air,  not  only  for  tubercular  children,  but  all 
classes  of  debility  and  lack  of  vitality. 

DISCUSSION. 

Dr.  Pottenger  of  Monrovia  wished  to  know  if  pressure  of 
other  than  pulmonary  types  of  tuberculosis  was  included  in  the 
series.  He  thought  that  the  reason  for  the  reduction  in  pressure 
was  the  effect  of  the  toxins  in  the  system  and  he  wished  to  know 
whether  nonpulmonary  tuberculosis  showed  the  same  absorp- 
tion of  toxins.  He  said  that  the  action  of  the  diaphragm  was 
interfered  with  as  soon  as  there  was  action  upon  the  lungs  and 
this  was  one  active  cause  of  reduction  in  blood  pressure,  also  one 
of  the  reasons  for  the  extreme  pallor  of  tuberculous  children. 
He  characterized  the  advanced  stage  as  that  showing  general 
waste,  cardiac  degeneration,  etc.  He  thought  that  the  effect 
of  cold  air  was  purely  physiological  and  that  no  conclusions  might 
be  drawn  from  it.  He  wished  to  know  if  experiments  had  been 
made  upon  normal  children  to  see  if  they  showed  the  same  raise 
in  blood  pressure  upon  removal  to  the  open  air. 

Dr.  Ritter  of  Chicago  said  that  he  had  recently  reported  the 
result  of  400  blood-pressure  tests  in  adults  and  children  and 
wished  to  know  if  the  essayist  had  made  any  comparative  tests 
in  pressure  when  the  patient  was  standing,  sitting,  and  reclining. 
He  had  found  that  where  the  pressure  was  high  in  a  reclining 
position  the  pulse  was  rapid.  He  found  an  average  of  three 
points  difference  in  the  pulse  in  the  three  positions  and  about  six 
points  variation  in  the  blood  pressure. 

Dr.  Hoobler  said,  in  closing,  that  this  series  was  all  pulmonar}^ 
cases,  that  he  had  records  of  pressure  in  the  glandular  type  and 
tuberculosis  of  the  bones,  but  did  not  wish  to  include  them  in  this 
series.  He  also  had  noticed  that  frequently  the  splanchnic  area 
appeared  to  be  dilated  and  filled  with  blood,  which  he  thought 
would  lend  color  to  the  idea  that  the  blood  was  not  being  evenly 
distributed  and  that  with  the  breathing  of  cold  air  all  the  organs 
were  stimulated  and  the  circulation  improved.  He  had  made 
tests  on  normal  children  and  found  that  removal  to  the  outdoor 
air  raised  their  temperature  from  five  to  eight  points,  while  in 
the  tuberculous  it  raised  it  from  whatever  point  it  had  reached 
below  normal  to  very  nearly  the  normal.  He  said  that  his  tests 
were  made  with  the  children  in  bed  and  all  under  as  nearly  the 
same  conditions  as  possible  for  purposes  of  comparison. 

The  Diagnosis  of  Enlarged  Bronchial  Glands. — ^Dr.  Henry  F. 
Stole  of  Hartford,  Conn.,  said  that  frequently,  especially  in 
slight  involvement  of  the  bronchial  glands,  there  were  no  symp- 
toms. When  they  were  of  tubercular  origin  there  were  the  usual 
manifestations  of  the  toxemia  of  that  condition.  In  some  cases 
there  was  more  or  less  constant]pain  in  the  thorax,  while  in  others 
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there  was  vasomotor  instability  as  an  annoying  symptom.  The 
pulse  might  be  rapid  and  the  temperature  reach  99°  in  the  after- 
noon. There  was  to  be  expected  more  or  less  indigestion  in 
women,  this  was  a  particular  symptom  at  the  menstrual  period. 
The  glands  frequently  reached  a  large  size  with  no  coughing.  In 
diagnosis  he  thought  interscapular  whispered  bronchophony  the 
most  valuable  sign  but  it  should  be  borne  in  mind  that  this 
might  be  caused  by  a  dilated  left  auricle  or  an  aneurysm  of  the 
aortic  arch.  Paravertebral  dulness  was  often  present,  he  found, 
when  neither  vertebral,  sternal  or  parasternal  dulness  could  be 
detected.  He  found  the  spasmodic,  thoracic  cough  present  in  a 
great  many  cases  but  it  was  not  frequent  enough  to  be  called  an 
invariable  sign.  He  said  that  very  light  percussion  must  be 
employed  or  there  would  be  a  confusing  vibration.  He  placed 
final  dependence  for  a  diagnosis  upon  the  x-ray  and  found  the 
usual  appearance  a  shadow  in  the  first  and  second  right  inter- 
spaces to  the  right  of  the  vertebrae  sometimes  seemingly  out  of  all 
proportion  to  the  actual  enlargement. 

DISCUSSION. 

Dr.  Ritter  of  Chicago  wished  to  ask  the  doctor  if  he  had 
used  Smith's  sign  and,  if  so,  if  he  relied  upon  it. 

Dr.  Pottenger  of  Monrovia  thought  that  such  enlarged 
glands  were  far  more  common  than  were  supposed  and  were 
diagnosed  with  difficulty.  He  had  always  held  to  the  belief  that 
the  infection  took  place  in  the  air  passages  but  recently  it  had 
been  shown  that  by  tracing  the  gland  back  to  the  part  of  the  lung 
it  drained  a  definite  focus  could  be  located.  He  said  that  exami- 
nation for,  and  diagnosis  of,  these  glands  was  a  matter  that  only 
those  working  in  that  line  could  discuss.  He  agreed  with  the 
essayist  that  percussion,  to  be  satisfactory,  should  be  very  light 
because  only  with  the  merest  touch  could  the  deep  border  of  the 
heart  or  the  liver  be  outlined.  He  said  that  by  practicing  heavy 
percussion  one  deadened  their  keen  sense  of  perception  and 
overlooked  many  of  the  indistinct  signs. 

Dr.  Miller  of  Atlantic  City  thought  that  a  gland  not  sufficiently 
enlarged  to  produce  an  enlarged  vein  could  only  be  detected  by 
a  great  deal  of  experience  and  those  who  were  particularly  acute 
in  making  the  examinations.  He  had  found  the  Smith's  sign 
misleading,  so  while  using  it  in  some  cases,  did  not  place  much 
dependence  upon  it. 

Dr.  Pisek  of  New  York  said  that  unfortunately  it  was  rare  to 
have  more  than  one  or  two  of  the  diagnostic  signs  that  the  essayist 
had  enumerated  appear  in  one  individual.  There  might  be  one 
or  two  in  one  patient  and  one  or  two  different  signs  in  another, 
so  that  the  diagnosis  was  very  difficult  and  could  only  be  made 
by  very  careful,  repeated  physical  examinations  and  recording 
of  findings.  He  thought  all  suspected  cases  should  be  sub- 
mitted to  the  x-ray. 

Dr.  Hoobler  of  New  York  wished  to  know  where  the  line  was 
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drawn  between  anatomic  and  clinical  tuberculosis.  He  thought  it 
hazardous  to  say  that  there  was  a  form  which  might  go  untreated ; 
that  the  sooner  treatment  was  instituted  the  better  the  chances 
for  recovery. 

Dr.  Stole  in  closing  the  discussion  said  that  he  had  found  the 
Smith's  sign  present  about  as  often  in  normal  individuals, 
especially  in  stalky  children  with  short,  thick  necks,  as  in  those 
having  enlarged  bronchial  glands  so  that  he  had  come  to  the 
conclusion  that  the  thymus  must  play  some  part  in  it,  and  con- 
sidered it  of  little  weight  in  diagnosis.  In  adults  he  had  found 
that  intrathoracic  goiter  gave  dulness,  symptoms  of  weakness, 
vasomotor  instability  that  appeared  in  tuberculous  glands,  so 
that  these  signs  must  be  interpreted  with  care.  He  thought  that 
recent  literature  seemed  to  show  that  infection  took  place  in  the 
superficial  part  of  the  lung.  He  wished  to  re-emphasize  the  need 
for  very  light  percussion,  almost  no  tapping  at  all.  He  said  that 
he  did  not  know  the  size  of  the  gland  that  would  first  give  dulness, 
except  that  the  dulness  is  frequently  out  of  proportion  to  the 
size  of  the  gland  shown  in  the  jc-ray  picture. 

The  Hypodermic  Injection  of  Hetnatinics  in  the  Treatment  of 
Anemia  in  Children,  with  Report  of  Cases. — Dr.  H.  Lowenburg 
of  Philadelphia,  after  reviewing  the  literature  of  this  subject, 
said  that  in  the  use  of  hematinics  much  depended  upon  the  char- 
acter of  the  preparation.  He  thought  iron  and  arsenic  the  best 
remedies,  but  said  they  were  not  practical  because  of  their  inter- 
ference with  digestion  and  the  fact  that  the  latter  caused  nausea. 
Citrate  of  iron  he  had  found  a  good  remedy  but  experienced 
difficulty  in  getting  it  uniform  in  quality,  sometimes  there  would 
be  several  shades  difference  in  the  color  of  half  a  dozen  samples. 
He  had  the  best  results  with  the  light  colored  fluid.  Unless  for 
some  reason  there  was  kidney  disturbance  he  had  felt  arsenic  to 
be  contraindicated.  He  used  an  ordinary  hypodermic  syringe 
for  the  injection  fitted  with  a  steel  needle.  He  had  found  that  a 
gold  needle  was  not  practical,  nor  was  a  platinum,  on  account  of 
its  softness.  He  gave  the  injection  deeply  in  the  tissue  of  the 
upper  arm,  holding  the  needle  at  a  right  angle.  The  only  sensa- 
tion was  a  slight  stinging  which  rapidly  subsided  and  left  no  after 
effects.  He  found,  however,  that  where  part  of  the  injection 
entered  between  the  layers  of  the  skin  there  was  swelling  and 
quite  severe  pain  lasting  for  some  time .  He  had  never  encountered 
an  abscess.  If  the  dose  is  too  large  in  two  or  three  hours  after  its 
administration  there  will  be  intense  vomiting,  weakness,  trem- 
bling of  the  limbs  and  arms,  decrease  in  the  pulse  rate  and  cold 
perspiration.  Upon  reclining  and  the  enforcing  of  quiet  the 
symptoms  subside.  These  overdose  effects  might  also  show 
after  several  injections  had  been  given  owing  to  the  cumulative 
effects  of  the  citrate  of  iron.  When  they  appeared  after  several 
injections  he  interpreted  it  as  an  indication  for  cessation  of  treat- 
ment. He  recited  his  experience  in  202  cases  all  of  which  were 
rapidly  benefited  by  the  treatment  except  three  which  had  been 


700  REVIEWS. 

practically  hopeless  when  first  seen,  but  even  in  these  the  hemo- 
globin had  been  raised.  From  his  results  he  concluded  that  the 
hypodermic  injection  of  hematinics  afforded  a  rapid,  safe  correc- 
tion for  the  anemias  of  childhood,  that  small  doses  gave  as  good 
results  as  large  without  the  disagreeable  features  of  the  large 
doses  and  emphasized  the  necessity  for  giving  the  injections 
deeply. 

Dr.  Zahorsky  of  St.  Louis  said  that  he  had  had  considerable 
experience  in  the  use  of  citrate  of  iron  and  that  he  had  noticed 
that  frequently  infants  vomited  when  but  an  ordinary  dose  of 
three-fourths  of  a  grain  was  given.  He  had  been  reducing  his 
dosage  to  one-fourth  and  one-half  a  grain  in  young  infants,  and 
had  as  good  results  from  the  treatment  without  the  disagreeable 
features.  Another  symptom  of  the  treatment  was  rise  in  tem- 
perature to  99°  or  102°.  He  had  never  been  able  to  see  that  any 
permanent  harm  came  of  these  symptoms  but  thought  if  a  method 
could  be  devised  by  which  they  could  be  avoided  it  would  be 
more  satisfactory  to  use. 

Demonstration  of  a  Graphic  Milk  Chart  was  made  by  Dr. 
Charles  Henry  Smith  of  New  York.  He  had  worked  the  chart 
out  from  his  own  practice  and  by  its  use  was  able  to  tell  just 
what  milk-modification  was  needed  to  meet  the  caloric  needs  of 
any  infant  of  given  age  and  weight.  The  chart,  based  upon  4 
per  cent,  whole  milk,  showed  just  what  must  obtain  if  certain 
percentages  of  milk  were  diluted  to  certain  amounts.  One  part 
of  the  chart  showed  percentage  values  of  the  food  and  another 
the  caloric  values.  Sugar  and  proteids  were  also  indicated. 
By  its  use  the  physician  was  able  to  tell,  without  figuring  out  each 
individual  case,  just  what  a  child  was  getting  in  the  food  being 
given,  and  to  raise  or  lower  its  values  as  indicated  by  its 
condition. 
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Infant  Feeding.  By  Clifford  G.  Grulee,  A.  M.,  M.  D., 
Assistant  Professor  of  Pediatrics  at  Rush  Medical  College; 
Attending  Pediatrician  to  Cook  County,  Provident,  and  St. 
Bernard's  Hospitals,  and  to  the  Home  for  Destitute  Crippled 
Children,  Chicago;  Associate  Pediatrician  to  the  Presb3'terian 
Hospital,  Chicago.  Philadelphia  and  London,  W.  B.  Saunders 
Company,  191 2. 

The  author  states  that  the  purpose  in  writing  this  book  has 
been,  first,  to  bring  to  our  knowledge  the  scientific  processes 
which  underlie  infant  feeding  at  the  present  time'^and,  second,  to 
put  forth  the  practical  application  of  these  principles  in  such  a 
way  that  they  can  be  grasped  by  one  no  more  familiar  with  the 
subject  than  the  practising  physician.  The  book  is  based  on  a 
course  of  lectures  given  to  the  students  of  Rush  Medical  College, 
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and  the  author  acknowledges  his  indebtedness  to  many  of  the 
recent  German  writers.  He  classifies  the  nutritional  disturb- 
ances largely  accordmg  to  the  scheme  suggested  bv  Finkelstein 
The  first  part  of  the  book  is  devoted  to  the  principles  of  inf an S' 
nutrition,  the  second  to  breast  feeding,  the  third  to  artificial 
leedmg,  and  the  fourth  to  nutrition  in  other  conditions  Interest 
centers  on  the  section  devoted  to  artificial  feeding,  in  which  the 
author  departs  from  the  generally  accepted  percentage  scheme 
to  favor  a  system  m  which  the  caloric  factors  of  the  food  are  made 
the  basis  of  the  formula.     Grulee  believes  that  althou-h  the 

hfw/^^-'^'l^^^  ^^'  ^°°^  °^^^^  t«  advance  the  science  of 
mfant  feeding,  two  arguments  may  be  stronglv  urged  a-ainst  its 
usefulness,  m  the  first  place,  it  has  been  largely  responsible  fo? 
the  wholy  fallacious  idea  that  the  protein  is  the  source  of  ^astro 
mtestmal  disturbances  in  infancy,  and  in  the  second  pla?e    the 
error,  no  less  dangerous  and  widespread  in  its  results,  thai  the 
advocacy  of  such  complicated  mathematical  formula  has  driven 
the  large  majority  of  the  physicians  of  the  country  to  the  indfs 
criminate  use  of  patented  infant  foods.     The  author  is  d^ht 
therefore,  m  thmkmg  that  if,  with  no  diminution  in  sciemific 

be  sub  tit,^?.HT  ".T"'"  '°  '"'"°'  morbidity,  some  method  can 
be  substituted  for  the  percentage  method,  it  should  be  given 
preference.  Grulee  believes  that  one  of  the  most  imnortant 
points  m  leeding  infants  is  to  determine  the  properien^lfof  Se 
nterval  between  nm-smgs,  and  as  cow's  milk  mixtures  do^not  leave 
the  stomach  for  at  least  three  hours  after  ingestion,  it  is  very 
plausible  that  a  four-hour  interval  between  nursings  should  bring 
good  results.     He  therefore  advises  such  a  scheme  and  tS 

^htJr  X  vu'^'^^r^^l  T  ^^^°'^  ^""^'y  ^^^^-  This  also  admits 
gnmg  the  child  a  slightly  larger  quantity  than  if  the  shorter 
interval  is  observed.  The  best  caloric  standard  is  one  of  forty- 
wl    u    uu'  ""1^°°^  ^°  ^^"  P°^"^  ^^^^ght  in  twenty-four  hours 

amount  which  when  exceeded,  is  likely  to  cause  difiiculty 
Grulee  believes  m  the  simple  dilution  of' whole  milk  with  the 
addition  of  carbohydrates,  preferably  in  the  form"  of  malt  su'a? 
and  various  starches,  for  feeding  normal  infants  betwe^  he  ^4s 
of  three   and  nme  months.     The   book   considers   the   various 

Sbanrr"^^  V  T^. •'''''  ^"  '^^^^^^  ^-^  ^^-  the  nutritfona 
distm-bances  to  which  infants  are  subjected.  The  text  is  very 
satisfactorily  illustrated  by  a  series  of  photographs  and  also 
color  plates  showing  the  various  characteristic  sfoob 

American  Asso^ation  for  Study  and  Prevention  of  Infant 
Mortality.  Transactions  of  the  Second  Annual  Meet- 
ing, Chicago,  111.,  Nov.  16-18,  1911. 

This  extremely  interesting  report  deals  with  an  important 
subject  m  a  manner  which  will  attract  attention  not  only  from 
vlw  r'^S^"'  ^1^«  f^°°^,the  sociologic  and  economic  points  S 
Mew.     Great  praise  must  be  extended  to  the  organizers  of  this 
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worthy  association,  which  will  undoubtedly  attract  increasing 
attention  from  year  to  year.     The  scope  of  the  work  is  well 
shown  by  the  program  of  last  year's  meeting,  which  m  addition  to 
popular  addresses  on  a  variety  of  pertinent  subjects,  consisted 
of  section  meetings  on  eugenics,  midwifery,  nursing  and  social 
work,  continuation  of  schools  of  home-making,  housing,  and  city 
milk  supply.     The  papers  contributed  to  the  section  on  midwifery 
were  of  extreme   importance   and   interest.     As  stated  by  the 
chairman,  Dr.  Mary  Sherwood,  approximately  one-half  of  the 
cases  of    childbirth  in  the  United  States  are  attended  by  mid- 
wives,  the  remainder  by  physicians.     It  is  a  noteworthy  fact  that 
a  study  of  the  causes  of  infant  mortality  shows  that  a  considerable 
number  of  deaths  must  be  attributed  to  lack  of  skilled  care  on 
the  part  of  the  physician  or  the  midwdfe  in  attendance  at  the 
time  of  confinement.     The  program  was  therefore  arranged  with 
the  object  of  studying  the  qualifications  of  these  two  classes  of 
practitioners  for  their  work.     The  facts  brought  out  in  these 
papers  and  discussions  are  somewhat  appalling.     It  was  shown 
that  comparatively  few^  medical  schools  are  equipped  for  teaching 
obstetrics  properlv,  and  that  consequently  a  great  many  physi- 
cians are  not  qualified  to  practise  satisfactorily  this  branch  of 
medicine.     Statistics   of   the   practice   of   midwives   showed   an 
equally  deplorable  condition,  for  ignorant  and  untrained  women 
in  large  numbers  were  found  in  attendance  on  confinement  cases 
w^ithout   any   license   and   without   supervision.     The   principle 
contributions  to  the  meeting  of  the  section  on  midwifery  was 
the  noteworthy  paper  read  by  Dr.   J.   \Yhitridge  Williams  of 
Johns  Hopkins  University,  in  which  he  presented  the  results  of 
his   extended   personal   inquiry   into   the   methods   of   teaching 
obstetrics  in  American  medical  schools.     The  facts  brought  out 
in  this  paper  prompted  the  passage  of  a  resolution  by  the  society 
in  which  the  inadequate  instruction  in  obstetrics  in  the  medical 
schools  of  the  United  States  w^as  acknowledged,  and  attention 
called  to  the  necessity  of  according  to  the  teaching  of  this  subject 
an  importance  equal  to  that  given  to  medicine  and  surgery. 
In  view  of  the  local  midwifery  conditions  it  w^as  also  urged  that 
the    extension    of    outdoor    dispensary    and    hospital    obstetric 
facilities  be  advocated  as  one  of  the  most  efficient  measures  for 
doing  away  with  maternal  complications  and  infant  mortality  as 
the  result  of  midwifery  practice.     Further  papers  en   this  sub- 
ject seem  to  confirm  the  necessity  for  a  more  radical  treatment 
of  the  same.     The  problem  in  this  country  has  many  features 
which  are  different  from  the  conditions  met  with  in  European 
countries  wnth  w^hich  our  systems  are  often  compared,  and  the 
necessity   of   extending   the   out-door   services   of  our  obstetric 
hospital's  seems  to  be  one  of  the  most  efiicient  methods  for  obviat- 
ing the  difficulties  associated  with  midwifery  practice.     A  paper 
on' "Schools  for  Midwives,"  by  Dr.  S.  Josephine  Baker  of  New 
York,  met  with  extended  discussion,  but  the  conclusions  arrived 
at  we're  by  no  means  satisfactory.     It  is  quite  evident  that  the 
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problem  will  need  greater  attention  on  the  part  of  the  profession 
as  a  whole  before  any  satisfactory  solution  can  be  arrived  at. 
The  conditions  under  which  we  live  are  so  entirely  different  from 
those  which  pertain  in  foreign  countries  that  a  transference  of 
their  methods  is  hardly  possible,  and  in  order  to  solve  the  problem 
it  must  be  attacked  from  an  entirely  different  standpoint.  Its 
solution  at  an  early  date  is  practically  impossible,  for  like  other 
similar  problems,  it  must  be  solved  by  evolutionarv',  rather  than 
revolutionary,  methods. 
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DISEASES    OF    CHILDREN' 

Treatment  of  Inguinal  Hernia  in  the  Nursling.— Sawariadu 
{Jour,  de  med.  de  Paris,  June  15,  191 2)  says  that  the  method  of 
choice  in  the  treatment  of  congenital  inguinal  hernia  is  immediate 
operation.  Although  the  smallness  of  the  parts  renders  the 
operation  somewhat  difficult  still  it  may  be  done  easily  by  the 
method  of  Lorthioir.  This  is  a  very  simple  operation.  It  con- 
sists of  a  simple  straight  incision  2  centimeters  in  length, 
separation  of  the  subcutaneous  tissues,  luxation  of  the  testicle, 
which  draws  the  hernia  and  the  cord  aside,  incision  with  a  bistoury 
of  the  envelopes  of  the  cord,  isolation  and  resection  of  the  sac 
without  previous  ligation,  and  suture  of  the  skin,  or  closing 
the  wound  with  a  pin.  The  author  prefers  the  suture.  Healing 
occurs  almost  immediately  by  first  intention.  A  perfect  result 
is  obtained  with  a  very  small  percentage  of  cases  of  recurring 
hernia.  Of  course  a  cure  may  be  obtained  in  many  cases  by  the 
use  of  a  truss  worn  day  and  night ;  but  it  is  ver}'  difficult  to  keep 
it  in  place  perfectly  in  so  small  a  subject,  and  the  location 
prevents  perfect  cleanliness.  It  is  uncomfortable  for  the  child. 
As  soon  as  the  operation  is  completed  the  attacks  of  indigestion 
and  pain  cease  and  the  digestion  becomes  perfect.  Mortality 
is  nil,  and  the  author  has  operated  on  a  very  large  number  of 
patients  by  this  method  with  success.  The  operation  lasts 
about  ten  minutes,  sometimes  less. 

Management  of  Asthma  in  Children. — Basing  his  opinion  upon 
the  study  of  twenty  cases,  H.  M.  McClanahan  (Amer.  Jour.  Med. 
Set.,  191 2,  cxliii,  836)  sa5^s  that  the  majority  of  infants  and 
children  suffering  from  asthma,  ultimately  recover.  The  WTiter 
has  recently  received  reports  from  ten  cases  that  had  been  under 
his  care  in  past  years.  In  eight  cases  there  had  been  no  return 
of  asthma,  and  in  the  other  two  the  paroxysms  were  lighter  than 
in  former  years.  The  frequency  and  severity  of  the  paroxysms 
can  in  a  large  measure  be  controlled  by  proper  care  and  treat- 
ment. A  limited  number  develop  an  emphysema,  and  as  a  result 
their  general  growth  is  permanently  impaired.     This  is  the  most 
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.erious  sequel  of  asthma,  and  because  of  this,  all  cases  should 
deceive  prompt  treatmeni,  with  a  view  of  lessemng  the  sevent_y 
and  frequency  of  the  paroxysms.  The  general  care  o  asthmatic 
ohUdren^nmportant  because  in  most  cases  a  careful  study  will 
rtvetlTome'x'citing  cause  that  can  be  removed  or  some  m  bid 
or.r.rHtmTi  as  constipatlou  or  mdicanuna,  that  can  be  correcteu. 
GenerTy  a  low  m^at  diet  with  a  high  vegetab  e  P-teid  is  of 
Ueneraiiy  a  -^     ^  ^y  intestinal  trouble  the  diet  should 

sneezing  or  ^""=>j;"  ^  ,      ,..  restricted  to  1  quid  foods,  and 

Sm  vary  tn  individual  cases,  but  hot  drinks  are  ^^y^ijf  ^^^^^ 
7n  certain  cases  a  change  of  climate  is  essential.  The  writer 
Smlv  bdieves  in  a  system  of  pulmonary  gymnastics  for  asth- 
mat  c  Chi  dren  The  mother  is  instructed  to  give  the  child  daily 
^ercises  in  deep  breathing,  at  regular  hours,  with  special 
emDhasTs   laid   upon   the   importance   of   comple  e   expiratiom 

1S:^^^?^on^^^^  acute  P-^ysV^e  ™te. 

^'il^'^x  xx"  F°or'  the%a  ol^md  lu^ks^t^e  drugl  which 
^U 'reUeve  one  patien?  will  be  inefficient  in  another.  Among 
aL  recommended  are  adrenalin  hypoderm.cally  morphme, 
cXral   nascent  oxygen,  and  inhalations  of  steam  w.th  creosote 

^"^hL°*.r?pSrin'p1rii.SrMastoid  Meningitis.-J  U^^ 
p-ZiPrZitiLr,  1912,  Ixxxviii.  875)  says  that  mcip.ent  brain 
rvmVtoms  are  not  conclusive  as  to  the  hopelessness  ot  mastoid 
r^e^tagitis,  and  if  drainage  can  be  established  before  w,de  mtec- 
♦i„i  v,as  tiken  olace  there  is  a  chance  of  givmg  relief.  An  ex 
1  .^orv  oDwation  has  no  special  dangers  and  is  indicated  m  a 
S  w£  ha's  had  attacks  of  e'ar-ache,  and  probably  a  recent  one 
cmia  wii^  headache    and  seems  listless  and  lethargic, 

wilh  Terhap    -ifght'rl^^^^^^^^^  and  a  tendency  to  sick- 

ness and  possibly  some  obscure  tenderness  over  the  mastoid 
nrocess  Tenderness  must  not  be  depended  upon  as  a  constant 
Smptom  It  is  more  Ukely  to  be  present  when  pus  is  approachmg 
th^  suiSce  and  the  cutaneous  nerves  become  irritable  In 
cases  where  it  has  been  marked,  the  miter  has  genera  ly  found 
Smewhat  extensive  caries;  while  in  the  permeatmg  type  the 
nrTsence  of  pus  has  been  almost  hmited  to  the  antrum^  In  any 
SseTn  which  one  has  even  slight  reasons  for  fearing  bramward 
extension  of  infection,  one  should  without  delay  mention  to  the 
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friends  of  the  patient  the  possible  dangers  ahead  and  the  desir- 
abiUty  of  exploration.  It  is  useless  to  operate  upon  moribund 
patients,  and  practically  hopeless  to  do  so  when  general  basic 
meningitis  is  full)^  declared.  The  only  reason  for  exploring  in  the 
latter  instance  is  that  drainage  of  cerebrospinal  fluid  may  relieve 
tension,  and  that  there  may  possibly  be  a  localized  abscess.  One 
can  only  offer  operation  in  these  cases  as  a  forlorn  hope,  but  if 
able  to  bear  exploration  they  are  rendered  no  worse  in  conse- 
quence of  it,  and  the  disordered  brain-function  makes  it  a  matter 
almost  of  indifference  to  the  patient.  In  these  cases  the  wTiter 
would  suggest  operation,  with  fair  explanation  of  the  slender 
chance  afforded,  as  long  as  the  patient  appeared  to  be  in  an  oper- 
able condition. 

Prognosis  of  Diphtheria. — The  points  to  observe,  in  the  order 
of  their  importance,  in  estimating  the  prognosis  of  diphtheria 
are  given  by  A.  Harris  {Practitioner,  1912,  Ixxxviii,  878)  as  follows : 
I.  Hea,rt  sound.  2.  Position  of  the  cardiac  impulse.  3.  Pulse. 
4.  Area  of  cardiac  dulness.  5.  Extent  of  surface  affected  by 
the  membrane.  6.  Amount  of  albumin,  and  amount  of  urine 
passed  in  the  twenty-four  hours.  7.  Smell  of  the  breath ;  marked 
fetor  is  an  unfavorable  sign.  8.  Color  of  the  membrane; 
a  dark  membrane  being  of  evil  import.  9.  Occurrence  of  hem- 
orrhages from  any  mucous  membrane  or  under  the  skin;  small 
petechise  are  of  very  grave  import.  10.  ]\Iarked  enlargement 
of  the  cervical  glands.  11.  The  occurrence  of  certain  other  symp- 
toms, such  as  vomiting,  abdominal  pain,  restlessness,  etc., 
which  are  very  serious  signs.  Vomiting  occurring  to  any  extent 
within  the  first  twelve  days  often  betokens  a  fatal  issue,  and  it  is 
almost  invariably  associated  with  altered  heart  sounds.  The  fol- 
lowing alterations  in  the  heart  sounds  may  be  met  with  in  diph- 
theria, marked  in  the  order  of  their  gravity: (a)  Marked  irreg- 
ularity of  the  sounds  associated  with  reduplication  of  the  second 
sound  (best  heard  at  the  apex).  The  rhythm  and  the  general 
nature  of  the  sounds  correspond  very  accurately  to  the  noise 
heard  when  a  horse  gallops.  These  sounds  are  often  heard  in 
the  so-called  vomiting  cases,  but  they  have  been  heard,  in  several 
instances,  in  which  no  other  symptoms  presented  themselves. 
The  prognosis  is  very  grave.  There  is  always  dilatation  and 
displacement  of  the  apex  beat.  (&)  Both  sounds  of  equal  dura- 
tion, neither  of  the  sounds  being  accentuated.  The  sounds  are 
generally  shorter  than  normal,  more  especially  the  first  sound. 
They  nearly  approach  the  sound  made  by  a  watch  ticking.  The 
apex  beat  is  generally  displaced,  but  not  to  the  same  extent  as 
in  (a)  and  the  prognosis  is  not  so  grave,  (c)  Softening  (some- 
times almost  inaudibility)  of  the  first  sound  and  accentuation 
of  the  second  sound.  This  condition  is  often  associated  with 
paralysis  of  the  palate.  Patients  generally  recover  from  this 
condition,  although  the  convalescence  is  slow.  >  {d)  The  occur- 
rence of  various  murmurs  of  which  mitral  systolic  is  the  com- 
monest.    That  this  condition  is  not  that  of  endocarditis  is  shown 
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by  the  gradual  disappearance  of  the  murmur.  It  is  really  of 
minor  importance,  not  allow  these  cases  to  get  up  until  the  28th 
day  of  the  disease.  The  murmur  often  takes  eight  to  ten  weeks 
to  disappear.  . 

Uselessness  of  Dressings  After  Many  Aseptic  Operations,  Espe- 
cially in  Children.— Co ville  {Presse  mCd.,  June  8,  1912J  has  found  it 
feasible  to  dispense  with  packing  and  other  dressings  after  oper- 
ations for  hernia  in  children,  appendicitis,  undescended  testicle, 
hypospadias,   and  phimosis.      He  always  operates  with  rubber 
gloves,  and  in  a  thoroughly  aseptic  manner.     In  practice  he  has 
found 'that  dressings  are   very   difhcult   to    arrange   and    keep 
aseptic  in  these  localities,  especially  in  children,  and  that  they 
frequently  become  soiled  with  feces  and  urine,  and  are  worse 
than  no  dressing  at  all.     In  children  he  has  applied  m  fifty 
cases  with  success  the  following  method :  Redresses  the  child 
after  the  conclusion  of  the  operation  in  a  shirt  that  has  been 
sterilized,  and  by  pinning  front  and  back  together  between  the 
legs  he  prevents^  the  child  from  inserting  his  hands  to  soil  the 
wound.     When  the  child  must  urinate  or  pass  feces  it  is  simply 
necessary  to  remove  the  pins,  and  fold  the  shurt  inward  so  that 
its   internal   surface   does   not   touch   any   unsterile   substance, 
before  the  garment  is  replaced.     He  has  operated  successfully 
in  this  way  in  fifty  cases,  securing  union  by  first  intention,  and 
finds   that   there   are  no   inconveniences  to   this   method.     He 
disinfects  the  operative"  field  with  tincture  of  iodine  before  the 
operation.     The    child    is    much    more    comfortable    and    less 
restless  that  when  dressings  are  kept  in  place  for  several  days. 
The  skin  is  more  normal,  its  color  better,  and  crusts  are  less 
frequent.     Repair  and  the  return  to  normal  are  very  rapid. 

Congenital  Luxation  of  the  Hip  as  a  Result  of  Epiphysitis  at  a 
Very  Early  Age. — Carle  Roederer  {Jour,  de  mid  de  Pans,  June  22, 
191 2)  describes  a  floating  form  of  femur,  caused  by  epiphysitis 
occurring  in  a  very  young  infant  and  resulting  in  a  form  of  ap- 
parently congenital  luxation  of  the  hip,  which  is  peculiarly  hard 
to  relieve,  because  the  abscess  which  has  occurred  has  caused 
complete  destruction  of  the  head  and  neck  of  the  femur.  When 
the  child  attempts  to  walk,  which  he  does  very  verv  late,  it  is 
found  that  he  has  apparently  no  support  in  the  hip- joint  on  that 
side,  and  there  is  a  very  bad  limp  and  much  shortening  of  the 
leg. '  Attempts  to  cause  a  pseudarthrosis  by  the  use  of  plaster  in 
a  child  who  was  being  treated  for  Pott's  disease  resulted  in  no 
apparent  benefit  after  the  plaster  had  been  applied  for  four 
months.  The  walk  is  "plunging,"  and  no  head  of  the  femur 
can  be  felt,  the  trochanter  rising  with  every  step,  the  acetabulum 
not  being  in  use,  and  the  articulation  very  lax  indeed.  In  the 
author's  case  the  neck  had  almost  disappeared,  the  femoral 
epiphysis,  shaped  like  an  interrogation  point,  was  displaced 
laterally,  and  there  was  no  contact  with  the  acetabulum.  Ortho- 
pedic operations  are  valueless  in  such  a  case,  and  apparatus  is  also 
of  slight  benefit.     The  condition  is  practically  incurable. 
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Pneumococcal  Peritonitis  in  Children. — H.  C.  Cameron  {Brit. 
Jour.  Child.  Dis.,  1912,  ix,  258)  states  that  in  childhood  the  only 
common  forms  of  peritonitis   besides  pneumococcal   peritonitis 
may  be  said  to  be  those  due  to  appendicitis,  to  gonorrheal  in- 
fection,   and   to   streptococcal   infection.     Gonorrheal   infection 
may  be  readily  detected  by  an  examination  of  the  vagina  and 
vulva  and  by  a  bacteriological  examination  of  the  discharges. 
So-called  "primar>^"  streptococcal  peritonitis  is  rare,  but  can 
hardly  be  distinguished  from  that  due  to  the  pneumococcus.     In 
both  it  is  commonly  a  complication   of  septicemia.     It  results 
sometimes  from  infection  of  the  umbilical  cord  in  the  newly  born ; 
occasionally    it    follows    scarlet    fever    or    terminates    chronic 
nephritis.     Rarely  it  complicates  er}-sipelas   in   young  infants, 
when  it  may  be  associated  with  edema  of  the  lower  extremities. 
Youth  of  the  patient,  onset  with  rigors,  convulsions   or  herpes 
labialis,  early  appearance  of  delirium  or  of  pronounced  diarrhea, 
the   simultaneous   presence    of   pleurisy,    pericarditis    or   pneu- 
monia,   the   history   of  repeated   attacks   of   lobar   pneumonia, 
evidence   of   antecedent   colitis,   great   and   rapid   exudation   of 
fluid  into  the  peritoneal  cavity,  high  temperature  at  the  onset, 
marked  leukocytosis,  and  want  of  localization  of  pain  and  rigidity 
to  the  right  iliac  fossa  point  to  pneumococcal  peritonitis  rather 
than  appendicial.     The  treatment  of  pneumococcal  peritonitis 
commonly  advised  is  by  immediate  laparotomy  and  the  establish- 
ment of  drainage.     Against  this  procedure  as  an  invariable  prac- 
tice the  writer  urges  the  following  objections:     (i)  In  pneumo- 
coccal peritonitis  there  exists  no  focus  of  infection  which  can  be 
extirpated  as  in  appendicitis.      (2)   The  peritonitis  is  always  in 
the  first  instance  a  diffuse  general  peritonitis  involving  the  whole 
peritoneal  cavity  to  its  furthest  recesses.     Such  a  general  in- 
fection renders  efficient  drainage  almost  an  impossibility,      (t,) 
It  is  by  no  means  certain,  even  if  it  were  possible  to  drain  off 
the  exuded  lymph,  that  it  is  wise  immediately  to  attempt  to  do 
so.      (4)   The  disease  in  the  early  stages  is  essentially  a  septicemia 
and  the  danger  is  in  proportion  to  the  virulence  of  the  general 
infection.     It  would  appear  that  the  cases  of  peritonitis  which 
recover  are  those  which  pass  successfully  through  the  pneumo- 
coccal   septicemia.     Of    the    writer's    twenty-four    cases,    none 
recovered  as  a  result  of  immediate  laparotomy  without  the  for- 
mation of  residual  abscesses  and  without  the  necessity  for  a 
second  operation.     In  most  cases  the  better  plan  is  to  wait,  to 
place  the  patient  in  a  sitting  posture,  to  apply  ice  to  the  abdomen, 
to  give  morphia,  and  to  endeavor  to  combat  toxemia  b}-  saline 
infusion.     The  choice  of  the  time  for  operation  is  a  matter  re- 
quiring the  nicest  judgment.     In  many  cases  at  the  end  of  the 
second  week  or  in  the  third  week  the  curve  of  the  temperature 
chart  will  show  a  change,  and  the  high  continued  pyrexia  will  be 
replaced  by  a  remittent  or  intermittent  fever.     AYhen  this  occurs 
a  daily  examination  should  be  made  for  evidence  of  a  subdia- 
phragmatic abscess. 
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Dermatomyositis  in  a  Child. — Dermatomyositis,  says  F.  E. 
Batten  (Brit.  Jour.  Child.  Dis.,  1912,  ix,  247),  is  a  rare  condition, 
especially  during  childhood.  Its  pathological  features  are 
described  as  a  cell  infiltration  of  the  interstitial  tissue  with  a 
degenerative  condition  of  the  muscle-fiber.  The  muscle-fibers 
are  in  part  destroyed  by  edema,  in  part  by  a  leukocytic  infiltra- 
tion. The  infiltration  is  most  marked  in  the  region  of  the  vessels. 
The  symptoms  of  a  dermatomyositis  may  shortly  be  stated  as 
follows:  There  is  swelling  of  the  extremities  due  to  the  inflam- 
matory edema  of  the  subcutaneous  tissue  and  muscles,  acute 
pain,  muscular  rigidity,  great  tenderness  on  pressure,  and  an 
erythematous  rash  resembling  erysipelas  situated  over  the 
affected  muscle.  The  character  of  the  rash  may  vary  to  a 
very  great  extent;  it  has  been  described  as  resembling  urticaria, 
erythema  nodosum,  or  piurpura.  The  onset  of  the  disease  is 
gradual,  there  is  a  moderate  rise  of  temperature,  rigors  are 
absent.  When  the  acute  stage  passes  off,  the  skin  is  left  in  an 
indurated  and  inelastic  condition,  and  the  muscles  are  hard  and 
contracted.  The  writer  records  a  case  in  a  girl  who  died  when 
about  ten  years  old  after  an  illness  of  fifteen  months.  The 
positive  signs  upon  which  the  diagnosis  was  based  were  the 
character  of  the  affection  of  the  skin,  the  concomitant  affection 
of  the  subjacent  muscles,  the  periodic  attacks  of  acute  swelling 
of  muscles  and  redness  of  the  skin,  and  the  subsequent  induration 
of  the  skin  and  muscles  after  the  subsidence  of  the  acute  attacks. 
The  negative  signs  were  the  absence  of  any  evidence  of  affection 
of  the  joints,  of  the  blood,  of  the  viscera,  or  of  the  nervous 
system,  and  in  addition  to  these  the  absence  of  any  sign  of 
syphilis,  tuberculosis,  trichiniasis,  and  any  form  of  organism 
capable  of  being  cultivated  on  the  ordinary  media.  At  autopsy 
the  changes  found  were  limited  to  atrophy  of  the  skin,  fibrous 
replacement  of  subcutaneous  fat,  and  degeneration  of  the  muscles, 
especially  in  their  superficial  portion.  Those  parts  of  the 
muscles  which  are  separated  from  the  subcutaneous  tissues 
by  a  thick  tendinous  sheath  escape  affection,  while  those  muscle- 
fibers  which  lie  in  close  contact  with  the  subcutaneous  tissues 
and  along  the  intermuscular  septa  are  liable  to  be  affected. 
Perivascular  infiltration  of  the  vessels  with  small  round  cells 
is  a  striking  feature,  as  is  also  the  thickening  of  the  walls  of  the 
vessels  and  in  some  cases  the  actual  obliteration  of  the  vessels. 
Infiltration  of  the  muscle-fibers  with  lymphocytes  also  occurs, 
and  gives  rise  to  the  occurrence  of  "lymphorrhages."  These 
occur  for  the  most  part  in  close  connection  with  the  vessels, 
but  a  few  such  lymphorrhages  can  be  found  which  do  not  appear 
to  have  any  direct  connection  with  the  vessels.  The  change  in 
the  muscle  would  seem  to  be  due  partly  to  edema  and  partly  to 
the  cutting  off  of  the  blood-supply  to  the  fibers. 
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Vagixo-fixation    or    Traxspositiox    of    the    Uterus    axd 

Bladder. 

The  writer  will  first  take  up  vaginal  operations  for  procidentia 
with  cystocele,  in  women  approaching  or  past  the  menopause. 
The  operation  par  excellence  for  this  condition  at  that  time  of 
life  is  vagino-fixation,  or  what  has  been  described  within  recent 
years  as  "transposition  or  interposition  of  the  uterus  and 
bladder."  It  may  be  of  interest  and  perhaps  of  corrective  value 
in  the  Hght  of  certain  recent  publications  to  give  a  brief  sketch 
of  the  history-  of  vaginal  operations  in  this  country  for  backward 
and  downward  displacement  of  the  uterus.  This  is  done  in  the 
interest  of  historical  accuracy  with  no  desire  to  raise  the  spectre 
of  priority. 

The  first  description  of  vagino-fixation  or  the  Duhrrssen- 
Mackenrodt  operation  in  this  country  was  that  given  by  the 
witer,  in  an  article  in  the  Amer.  Jour,  of  Gyn.  and  Obst.  for 
January-,   1S94.     A  fuller  description  was  pubhshed  by  him  in 

=  Read  by  title  before  the  American  Gynecological  Society,  May  30,  1912. 
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the  A^.  Y.  Med.  Jour,  for  Oct.,  1895.*  The  technic  corresponded 
in  all  essentials  to  the  procedure  recently  described  by  Watkins 
as  "Transposition  of  the  Uterus  and  Bladder." 

From  the  outset  the  writer  recognized  the  value  of  the  opera- 
tion in  large  cystoceles  and  in  uterine  prolapse  of  various  degrees. 
In  fact,  on  every  occasion  when  the  opportunity  presented  itself, 
he  extolled  the  operation  for  cystocele  and  uterine  prolapse  in 
women  after  the  menopause. 

The  first  case  of  complete  procidentia,  in  which  he  performed 
the  operation,  was  in  1895,  in  a  patient,  who  in  1908  (thirteen 
years  later)  became  pregnant,  the  pregnancy  being  artificially 
terminated  in  the  seventh  month  by  another  operator  on  account 
of  morphinism.  There  had  been  no  recurrence  of  the  prolapse 
up  to  that  time. 

In  a  paperf  published  in  the  Medical  Record  for  Sept.  6,  1902, 
the  writer  took  occasion  to  state  that  vaginal  fixation  is  "the 
ideal  operation  for  cases  of  retroversion  in  women  approaching 
the  menopause,  in  which  the  retroversion  is  associated  with  a 
marked  degree  of  prolapse  and  a  marked  rectocystocele."  He 
had  considered  the  operation  so  well  established  for  these  condi- 
tions that  he  took  no  further  pains  to  bring  it  before  the  profes- 
sion. He  is,  therefore,  much  gratified  with  the  renewed  interest 
it  has  excited  under  a  new  garb. 

It  is  but  fair  that  due  credit  be  given  to  Dr.  Thos.  J.  Watkins 
and  Dr.  I.  Stone  for  emphasizing  the  value  of  the  method  in 
cystocele  and  prolapse  after  the  menopause.  In  his  first  paper 
in  1899,1  Watkins  described  a  technic  of  suturing  the  vaginal 
wall  to  the  broad  ligaments  and  to  the  fundus,  thus  leaving  the 
lower  part  of  the  body  of  the  uterus  exposed  in  the  vaginal  canal 
and  reported  three  cases.  This  was  a  technic  Freund  had  intro- 
duced and  which  soon  met  the  fate  it  deserved,  for  a  more  unsur- 

*  A  suture  is  passed  through  the  left  vaginal  flap  at  the  extreme  upper  end  of  the 
incision,  that  is,  from  i  to  2  cm.  below  the  urethral  opening  and  1/2  cm.  from  the 
edge  of  the  flap.  The  suture  is  then  carried  through  the  anterior  wall  of  the  uterus, 
as  near  the  fundus  as  it  is  possible,  and  out  through  the  right  flap  at  a  corresponding 
point  to  that  of  the  opposite  side  (The  Technic  and  indications  of  Vagino-fixation, 
N.  Y.  Med.  Jour.,  Oct.  27,  1894).  Then  again,  the  first  fixation  suture  is  carried 
through  the  anterior  aspect  of  the  uterus  about  i  cm.  below  the  insertion  of  the  tube, 
and  is  passed  through  the  vaginal  flaps  near  the  urethral  opening.  (Trans.  Med. 
Soc.  of  the  State  of  N.  Y.,  at  its  annual  meeting,  1896)  compare  Fig.  8,  Trans- 
position of  the  Uterus  and  Bladder,  Thos.  J.  Watkins.  The  Amer.  Jo^tr.  of 
Obst.,  Feb.,  1912,  p.  233. 

t  Vaginal  Operations  for  Retroversion  and  Retroflexion,  etc.  The  Med.  Record, 
Sept.  6,  1902. 

t  The  treatment  of  Cystocele  and  Uterine  Prolapse  after  the  Menopause,  A  mer. 
Gyn.  and  Obst.  Jour.,  1899,  p.  258. 
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gical  procedure  could  scarcely  be  conceived.  In  1906  a  second 
paper  appeared  by  Watkins  (Treatment  of  Cases  in  Extensive 
Cystocele  and  Uterine  Prolapse,  Siirgery,  Gyn.  and  Obst.,  vol.  ii, 
659),  in  which  the  technic  described  resembled  in  the  main 
features  that  of  vagino-fixation  as  practised  by  the  writer,  with 
the  exception  that  he  did  not  carrv'  the  incision  so  far  up  in  the 
anterior  vaginal  vcall.  In  Watkins'  latest  and  most  extensively 
illustrated  article  (Transposition  of  the  Uterus  and  Bladder, 
Amer.  Jour.  Obst.,  Feb.,  191 2)  the  incision  in  the  anterior 
vaginal  wall  and  the  placing  of  the  sutures  in  the  uterine  wall, 
correspond  closely  to  that  described  by  the  writer  in  1S94, 
(The  Technic  and  Indications  of  Vagino-fixation,  A'.  Y.  Med. 
Jour.,  Oct.  27,  1894),  as  already  stated. 

The  technic  of  the  operation  has  been  so  often,  fully  described 
and  illustrated  by  the  writer  and  others,  that  to  describe  it  now 
would  merely  take  up  unnecessary  time  and  space. 

There  are  a  few  points,  however,  in  the  technic  to  which  the 
writer  would  wish  to  draw  attention.  In  extensive  cystoceles,  he 
deems  it  essential,  in  order  to  obtain  a  good  permanent  result,  to 
separate  the  bladder  freely  medially  and  laterally  from  the  cervix 
and  base  of  the  broad  ligaments.  To  accomplish  this  the  "bladder 
pillars"  have  to  be  severed  between  two  ligatures.  To  merely 
separate  the  bladder  in  the  median  line  as  advised  by  Watkins 
and  others,  invites  a  recurrence  of  the  cystocele  at  the  outset, 
for  it  leaves  pockets  of  the  prolapsed  bladder  at  either  side  of  the 
cervix,  which,  in  a  short  time,  increase  in  size  and  form  what 
might  be  called  a  double  cystocele.  The  writer  deems  it  impor- 
tant also,  with  a  very  few  exceptions,  to  perform  a  high  amputa- 
tion of  the  cervix,  for  when  this  is  not  done  the  cervix  acts  like  a 
wedge  and  a  recurrence  of  the  prolapse  is  very  prone  to  occur. 
The  omission  of  this  procedure  by  Watkins  in  most  of  his  cases 
would,  no  doubt,  explain  the  large  percentage  (5  to  10  per  cent.) 
of  recurrence  of  the  uterine  prolapse  he  has  encountered.  In  a 
few  cases  where  the  uterus  was  very  large  and  thick  the  writer 
has  excised  a  wedge-shaped  piece  from  the  body  as  has  been  done 
by  Pfannenstiel,  Landau,  Stoeckl,  Lowit  and  others,  but  the 
procedure  did  not  appeal  to  him.  In  such  conditions  he  prefers 
to  do  a  subtotal  excision  of  the  uterus  leaving  as  much  of  the 
lower  segment  of  the  uterus,  as  possible,  together  with  the  cervix, 
and  employing  this  residue  of  the  uterus  as  a  peloite  for  the  blad- 
der by  suturing  it  to  the  vaginal  wall,  as  near  to  the  urethral 
meatus  as  possible.     During  the  past  year  he  has  carried  out 
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this  procedure  in  three  cases  with  very  gratifying  results.  They 
are  not  included  in  the  series  given  below,  as  sufficient  time  has 
not  yet  elapsed  to  judge  of  the  permanency  of  the  results.  In 
all  of  the  cases  a  posterior  colporrhaphy  was  done  with  the  pur- 
pose of  suturing  the  levator  ani  together  between  the  rectal  and 
vaginal  walls  and  remedying  the  existing  rectocele  and  laceration 
of  the  perineum.  A  minor  detail  which  the  writer  deems  of 
value,  is  the  insertion  of  a  narrow  gauze  packing,  pushed  up  on 
either  side  of  the  cervix,  at  about  the  level  of  the  os  internum. 
There  is  usually  considerable  oozing  from  these  areas  and  the 
gauze  checks  it.  Very  disturbing  hematoma  between  the  vagi- 
nal wall  and  uterus  with  fever  and  breaking  down  of  the  suture 
line  have  been  known  to  occur  when  this  preventive  measure  was 
not  taken.  The  gauze  is  removed  at  the  end  of  twenty-four  or 
forty-eight  hours  and  as  it  occupied  only  the  small  space  between 
two  sutures  the  healing  of  the  wound  is  not  interferred  thereby. 

The  operation  should  not  be  done  in  the  childbearing  period,  on 
account  of  the  risk  of  dystocia  in  the  case  of  pregnancy.  Should 
occasion  arise  for  some  good  reason  to  perform  it  during  that 
period,  the  patient  should  be  rendered  sterile,  with  consent  of 
husband  and  wife,  by  proper  ligation  and  excision  of  the  tubes. 

To  comply  with  the  condition  of  this  symposium,  to  state  only 
results  of  cases  observed  for  two  years  or  more,  the  writer  has 
had  to  draw  his  material  almost  entirely  from  his  private  prac- 
tice, as  it  has  been  nigh  impossible  to  trace  the  hospital  cases  for 
so  long  a  period.  The  number  of  cases  he  has  been  able  to  trace 
is  forty-five.  In  not  a  single  instance  has  there  been  a  recurrence 
of  the  prolapse  or  of  the  cystocele.  In  three  cases  there  was  a 
recurrence  of  the  rectocele  about  i  1/2  in.  above  the  posterior 
commissure  showing  either  a  faulty  technic  in  the  posterior  col- 
porrhaphy, in  that  the  denudation  was  not  sufficiently  wide  at 
the  upper  part,  or,  a  too  early  absorption  of  the  deep  catgut 
sutures.  Latterly,  the  writer  has  employed  chromicized  catgut 
for  these  sutures. 

vaginal    operations     during    the     child-bearing     period. 

VAGINAL    suturing    OF   THE    ROUND    LIGAMENTS. 

In  1895,  one  or  two  years  after  vagino-fixation  had  been 
introduced,  several  cases  of  serious  dystocia  were  reported  in  the 
German  Medical  Journals,  due  to  the  operation.  Although  the 
writer  had  not  observed  any  such  difficulties  in  two  cases  of 
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labor,  that  occurred  in  his  series  of  cases  of  vagino-fixation,  he 
did  not  feel  himself  justified  in  continuing  with  the  procedure  in 
women  during  the  child-bearing  period.  Accordingly,  he 
turned  his  thoughts  to  devising  a  technic  which  would  offer  no 
obstacles,  in  the  event  of  pregnancy  and  labor.  Having  had 
considerable  experience  with  the  method  of  suturing  the  round 
ligaments  to  the  abdominal  wall  and  knowing  its  freedom  from 
complications,  both  during  pregnancy  and  labor,  he  argued  the 
same  freedom  shovild  obtain  with  a  similar  technic  through  the 
vagina,  substituting  the  vaginal  for  the  abdominal  wall. 

This  technic  he  first  carried  out  on  Feb.  4,  1896,  and  described 
it  in  a  short  paper  read  before  the  Obstetric  Section  of  the  N.  Y. 
Academy  of  Medicine,  on  Feb.  27,  1896  {Medical  News,  March 
14,  1896). 

Wertheim  following  the  same  line  of  reasoning  drew  a  similar 
inference  and  at  the  end  of  a  long  article  on  dystocia  in  vagino- 
fixation in  the  Centb.  f.  Gyn.,  Jan.  11,  1896,  made  the  following 
statement:  "Perhaps  these  facts  (the  absence  of  dystocia  follow- 
ing Olshausen's  method  of  ventral  suspension,  that  is,  suturing  the 
round  ligament  to  the  abdominal  wall)  would  argue  in  favor  of  a 
corresponding  modification  in  vagino-fixation."  It  was  not  until 
March  7,  1896,  that  an  article  by  Wertheim  appeared  in  the 
Centb.  f.  Gyn.,  describing  the  technic  and  reporting  two  cases  in 
which  it  had  been  carried  out.  Five  other  cases  were  reported 
but  a  different  technic  was  followed. 

Bode  in  an  article  in  the  Centb..  f.  Gyn.  for  March  26,  1896, 
described  a  vaginal  operation  for  folding  and  suturing  the  round 
ligaments  upon  themselves.  Thereafter  the  various  procedures 
for  the  employment  of  the  round  ligaments  by  the  vaginal  route 
for  correction  of  uterine  displacements  were  known  in  Germany 
as  the  Wertheim- Bode  operation. 

Shortly  after  the  appearance  of  the  writer's  article,  Byford* 
and  Goffe|  each  presented  a  paper  describing  a  vaginal  operation 
whereby  the  round  ligaments  were  sutured  either  by  folding 
them  upon  themselves  or  suturing  them  to  one  another  or  suturing 
them  to  the  uterine  comua.  As  not  infrequently  happens,  the 
work  done  in  this  country  in  devising  and  perfecting  the  technic  of 
employing  the  round  ligaments  through  the  vaginal  route  was 
totally  ignored  in  Germany. 

Attention  is  drawn  anew  to  these  facts  as  it  would  seem,  from 

*  The  American  Gyn.  Jour.,  June,  1896. 
t  Trans.  Amer.  Gyn.  Soc,  1897. 
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recent  publications  that  even  our  own  Fellows  have  either  over- 
looked or  forgotten  what  their  Fellow  members  have  done  in  this 
line  of  work. 

Although  the  operation  under  consideration  was  originally 
devised,  chiefly  for  the  correction  of  backward  displacements,  it 
was  soon  recognized  that  it  had  a  field,  as  well,  in  downward 
displacements  associated  with  large  cystocele.  Accordingly,  in 
a  paper  presented  by  the  writer  to  this  society  at  Washington, 
D.  C,  May  2,  1900,*  we  find  in  the  fifty  tabulated  cases,  five  cases 
with  marked  prolapsus  uteri  and  large  cystoceles.  In  a  number 
of  other  cases  it  is  stated  there  was  prolapse  of  the  uterus  of  the 
first  degree.     These  are  excluded  from  the  present  discussion. 

The  writer  has  made  the  following  indications  for  himself  in 
the  performance  of  this  operation.  Apart  from  backward  dis- 
placements, he  resorts  to  the  operation  in  patients  during  the 
child-bearing  period,  when  there  is  a  marked  cystocele  accom- 
panying the  downward  displacement  and  when,  for  some  reason 
an  abdominal  operation  is  ruled  out.  The  ruling  out  of  the 
abdominal  operation  may  be  on  account  of  marked  obesity 
of  the  patient  or  on  account  of  great  fear  on  the  part  of  the 
patient  of  a  ventral  incision.  It  is  with  him,  therefore,  an  opera- 
tion of  selection  and  not  of  preference.  In  view  of  the  time  that 
has  elapsed  since  the  last  paper  it  may  be  well  to  briefly  redescribe 
the  technic  with  the  aid  of  fresh  illustrations. 

I.  Incision  same  as  for  vagino-fixation  (Fig.  i).  Blunt  dis- 
section of  vaginal  flaps  from  the  underlying  bladder.  The 
manner  of  doing  this  is  immaterial,  whether  one  makes  a  small 
transverse  incision  over  the  cervix  and  inserts  the  point  of  the 
scissors  and  with  them  effects  the  separation,  or  uses  the  scalpel 
for  the  vertical  incision  from  near  the  urethral  meatus  do\%Ti  to 
the  vaginal  portion  and  separates  the  flaps  on  either  side  wnth 
short  strokes  of  the  scalpel  aided  ever}^  now  and  then  with  the 
gauze-covered  finger. 

II.  Separation  of  the  bladder  from  the  anterior  surface  of 
cervix  and  lower  uterine  segment.  This,  as  a  rule,  can  be  done 
with  gauze  and  the  finger,  using  the  scissors  here  and  there  to  sever 
the  connecting  tissue.  As  at  this  period  of  life,  the  prolapse  of  the 
bladder,  as  a  rule,  is  not  as  extensive  laterally  as  after  the  meno- 
pause, the  separation  need  only  be  done  in  the  median  line  and 
the  "bladder  pillars"  ma}^  be  left  intact.  ' 

III.  Opening  the  peritoneum  (Fig.  2).     This  is  easily  accom- 

*  Anter.  Jour.  Obst.,  1900,  vol.  xcii,  no.  2. 
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plished  by  catching  hold  of  the  loose  peritoneum  some  distance 
beyond  the  level  of  the  os  internum  and  with  scissors  making  the 
incision  the  necessary  width.  The  wTiter  has  witnessed  manv 
operators  create  for  themselves  unnecessarv-  difficulties  just  in 


Fig.  I.— Longitudinal  incision  through  the  anterior  vaginal  wall. 

this  step.  They  would  mistake  the  layer  of  loose  cellular  tissue 
between  the  bladder  and  cervix  for  the  peritoneum,  begin  cutting 
into  this  causing  troublesome  bleeding,  and,  continue  excavating 
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in  this  plane  and  sometimes  fail  entirely  to  enter  the  peritoneal 
cavity.  All  this  can  easily  be  avoided  by  not  making  any  attempt 
to  enter  the  peritoneum  imtil  the  bladder  has  been  fully  separated 


Fig.  2. — Transverse  incision  through  the  vesico-ulerine  peritoneal  fold  after  the 
vaginal  wall  has  been  dissected  away  from  the  bladder  ancl  the  bladder  pushed  up 
out  of  the  way  as  in  vaginal  hysterectomy. 

from  the  uterus.  Then  a  retractor  is  placed  in  the  space  between 
the  bladder  and  uterus  and  the  thin  peritoneal  layer  covering  the 
anterior  wall  of  the  uterus,  is  freely  exposed  and  is  easily  seen. 
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The  remainder  is  very  smple.  A  suture  is  carried  through  the 
peritoneum  above  the  line  of  incision  and  left  long  in  the  bite  of 
arten,'  forceps.     Its  purpose  is  to  locate  the  distal  edge  of  the 


Fig.  3. — The  fundus  delivered  through  the  vaginal  incision  and  the  sutures 
passed  through  the  round  ligament,  two  on  either  side.  The  sutures  in  the  figure 
are  not  correct.  They  ought  to  be  drawn  as  passing  through  the  ligament  much 
nearer  the  uterine  cornua  (view  text). 

peritoneum  and  to  draw  it  down  toward  the  cervix   when  it 
becomes  necessary  later  to  close  the  peritoneal  incision. 


718  vineberg:  end  results  procidentia — cystocele  operations 

IV.  Delivery  of  the  fundus  through  the  vaginal  incision.  An 
endeavor  should  be  made  to  do  this  by  hooking  the  index-finger 
over  the  fundus  and  drawing  it  into  the  vaginal  wound,  while  at 


Fig.  4. — The  round  ligament  suture  carried  through  the  vaginal  flap  on  either  side 
and  the  incision  in  the  peritoneal  fold  sutured. 


the  same  time,  the  cervix  is  pushed  forcibly  backward  with  the 
volsella  toward  the  posterior  fornix.  This  may  fail  if  the  body 
of  the  uterus  be  large  and  if  the  separation  of  the  bladder  has 
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not  been  carried  to  the  full  extent.  Care  is  necessary  in  this  step 
not  to  create  any  raw  surface  on  the  anterior  aspect  of  the  uterus. 
Therefore,  if  the  above  maneuver  fails,  one  should  make  use   of 


Fig.  5. — The  round  ligament  sutures  tied  and  the  vaginal  flaps  brought  together 

by  interrupted  sutures. 


traction  sutures,  each  carried  higher  up  on  the  uterine  wall  until 
the  fundus  presents  and  is  delivered.  The  adnexa  are  now 
visually  inspected  by  the  proper  application  of  retractors  and 
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can  if  necessary,  be  readily  brought  into  the  vaginal  wound  for 
any  surgical  procedure  indicated. 

V.  Round  ligaments  sutures  (Fig.  3).  Before  the  uterine 
body  is  returned  into  the  peritoneal  cavity,  two  silk  sutures  are 
passed  on  either  side,  the  inner  one  at  the  point  of  insertion  of 
the  ligaments  in  the  uterus,  and  embracing  some  uterine  tissue, 
the  outer  one  penetrating  the  ligament  about  2  cm.  further  out. 
To  prevent  confusion  afterward,  the  ends  of  the  sutures,  in 
accordance  with  a  preconceived  plan,  are  attached  by  artery 
forceps  to  the  surrounding  drapery.  The  body  of  the  uterus  is 
then  returned  into  the  peritoneal  cavity.  A  strip  is  now  excised 
from  each  vaginal  flap,  corresponding  in  width,  to  the  extent  of 
the  redundant  vaginal  wall,  and  the  round  ligaments  sutures 
carried  through  the  vaginal  wall  on  either  side  at  proper  distance 
from  the  edge  of  the  incision  (Fig.  4).  The  bladder  peritoneum 
is  then  drawn  down  by  means  of  the  guy  suture  and  the  per- 
itoneal slit  closed  by  a  continuoiis  catgut  suture. 

VI.  Deep  fascial  suture  of  chromic  catgut  (the  unnumbered 
suture  in  Fig.  4).  This  is  an  important  suture  and  is  passed  as 
follows:  the  needle  enters  the  fascia  at  the  upper  angle  of  the 
vaginal  incision,  where  it  is  quite  thick  and  plainly  visible  under- 
neath the  mucosa,  it  emerges,  in  the  same  plane,  about  2  cm. 
lower  down  and  is  then  carried  through  the  anterior  aspect  of  the 
uterus,  a  short  distance  above  the  os  internum  and  is  passed  in  a 
reverse  direction  on  the  opposite  side,  emerging  at  a  correspond- 
ing point.  When  this  suture  is  tied  the  entire  uterus  is  elevated 
and  a  shelf  created  by  the  deep  fascia  and  the  lower  uterine  seg- 
ment, w^hich  prevents  a  recurrence  of  the  cystocele.  Wlien 
operating  for  cystocele  alone,  in  the  child-bearing  period,  that 
is,  when  there  is  no  downward  or  backward  displacement  of  the 
uterus,  the  writer  does  not  open  the  peritoneal  cavity  and  merely 
makes  use  of  this  suture.  The  two  vaginal  flaps  are  now  coap- 
tated  either  by  interrupted  or  continuous  chromic  catgut  suture, 
the  last  couple  of  sutures  being  made  to  catch  up  the  cervical 
tissue  thus  reproducing  the  condition  that  normally  obtains. 

Then  the  round  ligament  sutures  are  tied,  not  too  tightly,  and 
left  long  so  as  to  be  easily  removed  in  the  course  of  ten  or  twelve 
days. 

The  cervix  is  now  amputated  and  sutured  in  the  proper  manner. 
The  writer  deems  this  an  essential  feature  of  all  operative  pro- 
cedures for  prolapse,  as  stated  above. 

Finally  a  posterior  colporrhaphy  is  performed,  and,  if  there  be 
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a  marked  rectocele  the  parts  ate  sutured  so  as  to  bring  the 
levator  ani  together  between  the  rectum  and  the  vaginal  septum. 

Seven  cases  of  marked  prolapse  associated  with  retroflexion 
have  been  traced,  on  whom  the  operation  had  been  done,  two  or 
more  years  before.  In  one  of  the  ver\-  early  cases  (June  27,  1897) 
the  convalescence  was  complicated  by  a  severe  bronchitis,  union 
of  the  vaginal  wound  was  not  good,  and,  although  the  uterus 
remained  in  good  forward  position,  there  was  a  recurrence  of  the 
cysto-rectocele.  In  a  second  case  there  was  a  slight  protrusion, 
of  the  anterior  vaginal  wall  when  the  patient  was  requested  to 
bear  down.  In  the  remaining  cases,  the  results  were  excellent, 
one  patient  went  through  a  pregnancy  and  had  a  normal  labor 
without  any  recurrence  of  the  prolapse  or  cystocele. 

Abdominal  operation  for  procidentia  during  the  child-bearing 
period. 

The  results  the  ^^Titer  has  obtained  with  a  modification  of 
Olshausen's  method  of  suturing  the  round  ligaments  to  the 
abdominal  wall  for  backward  and  downward  displacement  of  the 
uterus,  have  been  so  uniformly  good  that  he  has  been  content  to 
employ  it  for  the  past  fifteen  years,  to  the  exclusion  of  aU  other 
methods  of  round  ligament  operations  through  an  abdominal 
incision. 

As  the  writer  has  recently  fully  described  and  illustrated  the 
technic*  he  deems  it  superfluous  to  repeat  it  here.  It  is  simple 
in  its  technic  and  is  free  from  the  infliction  of  any  traumatism  to 
the  organs  and  structures  concerned,  and,  as  already  stated,  its 
results  are  uniformly  good.  Why  anyone  should  think  of 
employing  another  method  when  the  round  ligaments  are  called 
into  requisition,  has  alwa^^s  been  a  source  of  surprise  to  the 
writer.  It  is  the  operation  of  preference  with  him  in  young 
women,  who  have  only  a  few  children  or  who  are  desirous  of 
having  more,  independent  of  what  number  they  possess  at  the 
time.  If  the  uterine  prolapse  be  associated  with  a  cysto-recto- 
cele, as  is  usually  the  case,  the  abdominal  operation  is  preceded 
by  a  suitable  plastic  on  the  vaginal  walls.  In  the  presence  of  a 
marked  cystocele,  the  same  steps  are  followed  as  described  above 
in  the  operation  for  suturing  the  round  ligaments  to  the  vaginal 
wall,  with  the  exception  that  the  peritoneal  cavity  is  not  entered 
and  the  uterus  is  not  delivered  through  the  vaginal  incision. 
After  pushing  up  the  bladder  above  the  fundus  and  excising  the 

*  \'entxo-5uspension  by  the  Round   Ligaments  for  Backward   and   Downward 
Displacement  of  the  Uterns,  Surg.  Gyn.  and  Obst.,  April,  1911. 
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redundant  vaginal  wall,  the  buried  purse  string  suture,  described 
above,  through  the  thick  fascia,  at  the  upper  angle  of  the  wound, 
and  below,  through  the  anterior  uterine  wall  just  above  the  inter- 
nal OS,  is  applied.  This  technic  corresponds  to  the  modern  one 
for  hernia,  which  a  cystocele  virtually  is.  The  contents  of  the 
hernial  sac  are  pushed  back  and,  a  suture  or  sutures,  are  em- 
ployed to  bring  structures  together,  which  will  act  as  a  barrier 
to  prevent  the  recurrence  of  the  hernial  protrusion. 

Seventeen  cases  in  private  practice  have  been  under  observation 
for  two  years  or  longer.  There  have  been  three  deliveries  at  full 
term,  one  patient  had  two  children  and  another  had  one.  The 
pregnancies,  labors,  and  puerpera  were  normal  in  every  respect. 
The  women  were  examined  afterward.  In  none  of  the  seventeen 
cases  has  there  been  a  recurrence  of  the  prolapse,  nor  of  the 
cystocele. 

The  writer  believes,  as  is  evident  from  the  context  of  this  paper, 
that  the  gynecologist  should  be  familiar  with  various  operative 
procedures  for  the  condition  under  discussion  and  that  he  should 
exercise  care  and  judgment  in  his  selection  of  the  cases  suitable 
for  each  procedure.  The  specialist  is  only  too  prone  to  become 
a  routinist  and  extoll  a  certain  technic  for  every  case  of 

procidentia. 
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THE  INTERPOSITION  OPERATION  FOR   PROLAPSE  OF 
THE  UTERUS.     "  KOLPOHYSTERORRHAPHIA."  * 

BY 

I.  S.  STONE,  M.  D., 

Washington,  D.  C. 

Prolapse  of  the  uterus  is  not  only  a  descent  of  the  organ, 
but  a  complex  or  multiple  disarrangement  of  several  organs  and 
other  anatomical  structures.  The  significance  of  uterine  pro- 
lapse is  therefore  one  of  great  import  both  to  the  patient  and 
her  physician  because  its  very  complexity  has  rendered  its  treat- 
ment one  of  the  most  difficult  problems  in  gynecology.  To  look 
upon  prolapse  as  merely  a  descent  of  the  uterus  (which  weighs 
only  I  or  2  ounces)  would  in  the  light  of  our  present  knowledge 
appear  very  far  short  of  a  correct  estimate  of  the  actual  condition. 

*  Read  before  the  Washington  Obstetrical  and  Gynecological  Society,  January  12, 
1912. 
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But  this  view  was  almost  universal  in  the  earlier  days  of  gyne- 
cology, and  if  we  may  judge  by  some  so-called  methods  of  cure, 
is  still  prevalent  in  certain  places. 

Prolapse  of  the  uterus  is  occasionally  seen  without  the  accom- 
panying prolapse  of  the  bladder,  and  vice  versa  the  bladder  may 
be  completely  free  from  the  uterus,  and  in  a  state  of  prolapse. 
But  we  must  remember  that  the  presence  of  the  bladder  with  its 
fluid  contents,  exerts  a  powerful  influence  in  the  development  of 
a  prolapse. 

The  Essential  Factors. — -The  victim  of  a  prolapse  may  have 
had  in  the  days  of  her  childhood  the  conditions  necessary  for  fu- 
ture ptosis  of  the  abdominal  and  pelvic  organs.  It  is  a  well-estab- 
lished fact  that  enteroptosis  is  frequently  a  congenital  rather 
than  an  acquired  infirmity.  There  is  moreover  such  frequent 
association  between  this  condition  (Glenard's  disease)  and  pelvic 
displacement,  as  to  attract  the  almost  universal  attention  of 
gynecologists  and  those  having  opportunity  to  observe  the 
developmental  conditions  of  young  women.  The  absorption 
of  fat  is  often  considered  a  predisposing  cause  of  enteroptosis, 
but  it  should  be  considered  one  of  the  causes  of  the  acquired 
variety  only,  for  it  has  manifestly  nothing  to  do  with  the  con- 
genital variety. 

The  connective  tissue  containing  fat  is  the  important  structure 
so  often  found  deficient.  This  is  not  only  deficient  in  one  quality 
but  in  all,  for  it  may  be  so  entirely  absent,  from  traumatism, 
disease,  or  absorption  by  pressure,  as  to  disappear  in  those 
regions  within  the  pelvis  about  or  near  the  uterus.  It  seems 
to  have  been  overlooked  by  many  that  the  broad  ligaments, 
the  chief  sustaining  force  holding  the  uterus  in  position,  are 
occasionally  deficient  in  connective  tissue.  A  stereotyped 
operation  upon  any  ligament  or  set  of  ligaments,  without  actual 
inspection  and  examination,  will  occasionally  bring  failure  for 
this  reason.  The  reason  for  failure  of  former  operations  for 
prolapse  was,  first,  they  failed  to  realize  that  an  additional 
intraabdominal  pressure  has  exerted  upon  the  uterus  and 
bladder  in  certain  cases  of  enteroptosis,  and  second,  they 
failed  in  all  vaginal  operations  to  reach  the  firmly  fixed  fascia 
intended  for  the  support  of  the  uterus,  bladder  and  pelvic 
peritoneum. 

The  result  of  operations  upon  the  so-called  pelvic  floor  often 
failed,  so  far  as  applied  to  prolapse.  That  is  to  say  when  done 
without  other  operative  measures.     With  Emmet's  ideal  colpor- 
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rhaphy  many  patients  were  cured,  the  estimate  being  between 
50  and  60  per  cent,  in  competent  hands. 

The  results  of  the  great  number  of  successful  operations  done 
by  Emmet  and  his  followers  prove  wonderful  skill  on  their  part 
when  we  understand  that  no  apparent  change  was  made  in  the 
supporting  uterine  ligaments,  either  in  their  length,  their 
condition,  or  attachments.  They  were  frequently  left  as  before 
with  the  weight  of  abdominal  viscera  in  displacement,  and  with 
nothing  additional  to  sustain  the  pelvic  organs  in  the  new  position 
but  such  support  as  might  be  developed  in  or  near  to  the  vaginal 
mucosa.  In  other  words  the  operation  consisted  of  narrowing 
the  vagina,  corrugation,  cicatrization  or  compression  by  sutures 
of  that  portion  of  the  pelvic  fascia  near  the  vagina,  and  under 
the  bladder  and  which  is  indirectly  attached  at  certain  points 
to  the  pubic  bones. 

The  unsatisfactory  results  in  these  operations  were  not  alone 
the  reason  for  divers  other  measures.  We  believe  the  medical 
mind  began  to  understand  the  pathology  of  the  question  as  well 
as  to  philosophize  on  its  own  account.  The  first  marked 
gain  in  results  was  at  the  time  many  surgeons  resorted  to 
fixation  of  the  fundus  uteri  to  the  abdominal  wall.  By 
fixation  we  do  not  mean  suspension  alone,  but  attachment 
of  musculature  of  the  uterus  to  that  of  the  abdominal  wall,  i.e., 
the  recti  muscles.  This  has  never  failed  me,  and  I  have  not 
known  of  failures  on  the  part  of  my  surgical  friends.  But  this 
success  was  not  satisfying  in  all  respects,  for  g>Tiecology  was 
begging  the  question  when  it  gave  over  an  operation  intended 
for  the  gynecologist  to  the  abdominal  surgeon.  It  is  also  beg- 
ging the  question  to  remove  the  uterus  for  prolapse.  Sims  had 
his  earliest  gynecological  experience  with  cases  of  prolapse  and 
those  of  vesicovaginal  fistulae,  and  it  should  be  a  matter  of  pride 
on  the  part  of  every  gynecologist  to  secure  the  best  attainable 
results  by  the  lower  or  vaginal  route.  These  results  are  within 
the  reach  of  every  fairly  competent  gynecological  operator,  and 
in  addition  we  cause  less  suffering  and  danger  on  the  part  of  the 
patient. 

To  summarize  them,  we  note  the  admitted  failure  of  many  of 
the  former  plastic  operations  for  uterine  prolapse,  and  that  this 
condition  is  a  complex  condition,  requiring  either  still  more 
radical  measures,  or  else  a  new  disposition  of  the  replaced  organs 
which  will  render  them  less  subject  to  the  forces  which  have 
formerly  induced  the  displacement. 
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If  we  adjust  the  pelvic  organs,  chiefly  the  uterus  and  bladder, 
in  a  position  unfavorable  to  the  direct  force  of  intraabdominal 
pressure  which  is  directed  along  a  channel  favorable  to  their 
descent  and  also  utilize  Emmet's  principles  as  applied  to  the 
fascia,  we  may  at  least  accomplish  a  gain  over  former  methods. 

This  we  think  has  been  accomplished  by  the  "Interposition 
Operation,"*  which  has  doubtless  been  evolved  from  Sangers 
operation  for  cystocele.  It  is  as  follows;  The  anterior  vaginal 
wall  is  divided  longitudinally  from  the  cervix  uteri  to  the  meatus 
urinarius,  and  the  bladder  carefully  separated  from  it  and  from 
the  anterior  surface  of  the  uterus  and  to  some  extent  laterally 
from  the  base  of  the  broad  ligaments.  The  fundus  uteri  is  brought 
downward  and  forward  and  secured  to  the  fascia  under  the  arch 
of  the  pubis  by  two  or  more  chromic  gut  sutures.  These  sutures 
are  buried  or  at  least  they  are  so  placed  as  to  be  covered  over  by 
the  vaginal  flaps  immediately  under  the  meatus.  The  anterior 
surface  of  the  uterus  should  be  thoroughly  scarified  in  order  to 
secure  firm  union  between  these  surfaces  and  those  of  the  vaginal 
flaps  which  are  firmly  united  to  it  by  additional  chromicized 
catgut  sutures.  It  is  always  necessary  to  excise  a  portion  of 
each  vaginal  flap,  before  it  is  sutured  to  the  uterus.  If  a  cystocele 
has  preceded  the  uterine  prolapse,  or  if  found  a  prominent  feature 
in  the  protruding  part  we  will  find  it  necessary  to  excise  the 
anterior  vaginal  wall  still  more  freely,  but  our  excision  must  not 
exceed  a  length  sufficient  to  leave  an  anterior  wall  quite  straight 
across  and  without  protrusion  or  bulging. 

When  the  anterior  line  of  sutures  are  all  placed,  the  uterus 
should  be  in  full  anteversion  with  the  cervix  pointing  backward 
and  the  body  lying  immediately  upon  the  vaginal  wall  with  the 
fundus  secured  behind  the  symphysis  pubis,  and  the  bladder 
upon  its  posterior  surface,  and  the  urethra  lying  between  the 
fundus  and  the  symphysis.  This  position  of  the  urethra  is  of 
great  importance.  Many  of  my  patients  have  previously  had 
incontinence  of  urine  owing  to  the  malposition  of  the  uterus  and 
bladder  but  have  been  relieved  in  every  instance  by  the  operation. 
As  a  consequence  of  the  replacement  we  have  descTibed,  some 
patients  have  required  the  catheter  for  several  daj^s  after  opera- 
tion. The  use  of  the  catheter  is  not  without  its  embarassments, 
some  of  which  will  be  mentioned  later,  and  we  urge  the  patient 
to  void  her  urine  immediately  after  operation  or  whenever  she 

*  Dr.  Thomas  Watkins  of  Chicago  was  the  first  in  this  countn-  to  practise  this 
method,  and  very  justly  deserves  the  credit  for  priority. 
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can  do  so.  Obviously  the  patient  should  not  retain  more  than 
8  or  lo  ounces  of  urine  in  her  bladder  at  a  time  during  the  first  few 
days  after  operation,  having  in  view  her  comfort  and  the  security 
of  the  plastic  work. 

The  Perineum. — The  final  step  in  this  operation  is  to  narrow 
the  upper  posterior  vaginal  wall  and  to  build  up  a  strong  so-called 
perineum.  This  term,  so  much  used  by  gynecologists,  is  not  a 
definite  one.  We  cannot  here  rely  upon  the  Emmet  operation 
alone,  for  we  deem  it  wise  to  secure  a  very  strong  bridge  or  but- 
tress instead  of  a  normal  perineum,  so  that  additional  support 
may  be  given  the  uterus  and  bladder.  Especially  do  we  aim  to 
prevent  the  cervix  from  advancing  below  this  new  obstruction. 
Our  method  is  to  use  a  "split  flap"  here,  with  deep  exposure  of 
the  fascia  and  such  muscular  fibers  of  the  levator  ani  muscle  as 
may  still  be  utilized  as  of  value  in  permeal  or  pelvic  floor  support. 
When  the  operation  is  completed  the  vagina  will  barely  admit 
the  index-finger,  but  it  is  quite  its  full  length,  although  without 
the  usual  elasticity,  owing  to  the  presence  of  many  sutures.  I 
frequently  operate  with  catgut  as  the  only  suture  material,  the 
chromic  gut  answering  every  purpose  instead  of  tendon  silk- 
worm gut  or  wire.  It  is  but  fair  to  add  that  complete  vaginal 
closure  is  never  necessary,  for  some  of  our  most  unpromising 
cases  have  been  in  large  fat  subjects  requiring  very  radical  work, 
yet  these  have  had  perfect  results,  and  without  extreme  closure. 

It  is  essential  that  nearly  perfect  asepsis  be  obtained  before 
operation  if  we  would  have  a  normal  postoperative  recovery. 
There  are  few  operations  with  greater  opportunity  for  a  certain 
degree  of  sepsis  than  this  one.  The  procident  uterus  invites  the 
entrance  of  infection  and  filth  into  its  cavity  chiefly  owing  to  its 
proximity  to  the  rectum.  Since  the  proper  method  of  sterilizing 
the  vagina  and  the  cavity  of  the  body  of  the  uterus  with  tincture 
of  iodine,  has  been  used  in  our  hospital  work,  we  believe  it  possible 
to  have  as  normal  a  temperature  chart  in  this  as  in  other  opera- 
tions. We  value  the  quick  iodine  method  here  especially  because 
perfectly  satisfactory  sterilization  cannot  be  accomplished  until 
the  patient  is  brought  under  anesthesia.  The  cervix  is  first 
dilated  slightly  and  25  %  tincture  of  iodine  slowly  injected  without 
great  force  into  the  cavity  with  a  large  glass  s>Tinge  and  retained 
there  about  two  minutes.  Every  fold  or  corrugation  of  uterine 
mucosa  is  reached  in  this  way,  which  is  altogether  problematical 
in  any  other  manner.  After  the  injection  we  will  find  prompt 
cervical    contraction    requiring    gentle    dilation    with    uterine 
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dressing  forceps  in  order  to  allow  the  excess  of  the  agent  to  escape. 
We  also  insert  a  tape  of  dry  gauze  if  we  wish  to  withdraw  all 
of  the  excess  fluid  from  the  uterine  cavity.  These  precautions 
are  based  upon  the  certainity  that  the  tincture  of  iodine  and 
other  fluids  may  be  forced  through  the  uterine  comuae  and  Fallo- 
pian tubes. 

What  to  Avoid  at  the  Time  of  Operatio7i. — Many  of  my  friends 
have  said  they  feared  injury  to  the  bladder  when  dividing  the 
anterior  vaginal  wall.  This  seems  entirely  unnecessary  and 
groundless  fear.  The  ^^Titer  has  never  had  such  an  accident. 
We  take  up  the  cystocele  if  present,  form  a  transverse  fold  and 
cut  through  the  entire  thickness  of  the  vaginal  wall  with  one  bite 
of  the  scissors.  In  fact  we  like  the  cases  best  which  have  a 
large  cystocele,  for  which  we  cut  down  upon  the  bladder  where  it 
is  easily  seen,  and  can  then  roll  it  off  from  the  vaginal  wall  and 
uterus  without  difficulty,  whereas  to  begin  the  separation  at  the 
uterovaginal  junction  requires  greater  care  to  avoid  injury  to  the 
organ. 

The  Ureters. — Some  anxiety  has  been  expressed  as  to  the 
danger  of  injury  to  the  ureters.  We  have  not  known  of  such  a 
case  either  in  the  literature  or  in  our  own  work.  Anyone  compe- 
tent to  perform  a  vaginal  hysterectomy  should  have  no  difficulty 
in  this  operation;  besides,  the  ureters  are  in  greater  peril  in 
vaginal  hysterectomy.  Here  there  is  no  cutting  or  division  of 
tissues  in  the  region  of  the  ureters.  There  is  only  blunt  dis- 
section with  fingers  and  sponges. 

Care  after  Operation. — Catheterization  subsequent  to  opera- 
tion is  very  important.  The  average  nurse  may,  and  probably 
will,  make  a  simple  matter  a  difficult  one,  and  possibly  do  harm 
by  introduction  of  the  catheter  into  the  vaginal  wound  instead 
of  the  bladder.  The  nurse  must  be  shown  how  to  introduce 
the  catheter  as  the  urethra  is  made  to  curve  strongly  upward 
and  behind,  not  below  the  pubic  arch.  The  catheter  must  be 
directed  upward  over  the  fundus  uteri  for  the  full  length  of  the 
urethra  before  it  enters  the  bladder. 

Care  of  the  Bladder  after  Operation. — The  first  urine  after  opera- 
tion will  often  contain  blood.  At  times  the  amount  is  small, 
or  imperceptible  to  the  unaided  eye.  The  operator  must  always 
empty  the  bladder,  and  if  necessary  irrigate  it  at  the  close  of  the 
operation.  Then  the  chart  will  show  when  the  next  catheteri-' 
zation  is  necessary.  Usually,  we  find  that  the  bladder  in  this, 
as  in  the  Wertheim  hysterectomy  operation,  requires  irrigation 
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and  treatment  with  a  solution  of  2  per  cent,  protargol,  to  prevent 
a  catheter  cystitis.  In  fact  there  is  reason  to  believe  that  cases 
of  cystitis  develop  after  these  operations  when  the  catheter  has 
not  been  used,  although  the  catheter  may  not  always  cause 
mischief  even  when  used  by  careless  hands.  It  is  best  to  take 
it  for  granted  that  the  use  of  the  catheter  after  these  operations 
will  cause  a  certain  degree  of  infection,  and  that  one  should 
have  frequent  examinations  of  the  urine  made  in  order  to  detect 
the  first  symptoms  thereof. 

Results  of  Operation. — The  German  results  obtained  a  few- 
years  since  show  93.5  per  cent,  of  cures  while  the  best  results 
of  any  other  procedure  give  at  best  70  or  72  per  cent.  In  our 
experience  of  about  elev^en  years  with  the  operation  we  know  of 
no  failure.  We  have  performed  the  operation  only  upon  women 
who  ma}^  not  have  children,  and  we  unhesitatingly  and  strenu- 
ously oppose  child-bearing  in  any  woman  having  had  such  a 
disability  as  procidentia,  even  if  operated  successfully  by  any 
method.  This  method  has  been  our  sole  reliance  in  all  cases  of 
prolapse  and  we  have  only  resorted  to  fixation  of  the  fundus 
to  the  abdominal  wall  with  colporrhaphy  when  it  was  also  neces- 
sary for  some  reason  to  open  the  abdomen  above  the  pubis. 


DYSTOCIA  IN  A  CASE  OF  UTERUS  DIDELPHYS. 

BY 
MARY  LEE  EDWARD,  M.  D., 

House  Phi'sician  of  the  New  York  Infirmary  for  Women  and  Children, 
New  York  City. 
(With  One  Illustration.) 

In  the  literature  on  uterus  didelphys  available  in  the  New 
York  Academy  of  Medicine  it  has  been  surprising  to  note  how 
relatively  infrequent  at  parturition  the  second  uterus  has  caused 
dystocia  necessitating,  operation. 

In  most  cases  described  the  nonpregnant  uterus  has  offered 
no  resistance.  It  has  either  risen  spontaneously  out  of  the  pelvis 
or  been  pushed  up  manually  at  the  time  of  delivery  (Las  Casas, 
dos  Santos,  Schatz,  Wells,  Pruvost). 

Tauffer  describes  a  case  of  uterus  didelphys  in  which  the 
second  uterus  caused  considerable  obstruction,  the  latter  being 

if" 

overcome,  however,  in  the  course  of  a  slow  breech  extraction. 
PoUak's  case  was  similar  as  also  was  Stahler's  except  for  injury 
in  the  case  of  the  latter  to  the  vagina  which  was  septate.     On 
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the  Other  hand,  in  the  case  recorded  by  von  Guerard,  though 
delivery  was  by  the  vaginal  route,  version  was  unsuccessful  and 
the  fetus  was  delivered  by  craniotomy. 

Two  cases  are  described  by  Bettman  and  Loehlein  respectively 
in  which  delivery  by  the  vaginal  route  was  less  fortunate,  resulting 
in  the  death  of  the  mother.  The  cause  in  each  case  was  rupture 
of  the  uterus. 

Abdominal  section  though  frequently  employed  in  cases 
of  pregnancy  in  the  rudimentary  horn  has  apparently  only  once 
been  performed  in  uterus  didelphys.  In  case  50  of  Kehrer's 
series,  abdominal  section  with  Porro  was  performed  at  term, 
though  the  uterus  was  "aeusserlich  nicht  zweigeteilt,"  thus  not 
a  uterus  didelphys  but  rather  septus  bilocularis.  In  this  case 
both  mother  and  child  lived.  In  Tschudy's  paper,  referred  to 
by  Guerin  Vamale,  he  describes  the  only  case  of  Porro  in  uterus 
didelphys.  Here  the  previous  existence  of  hematocolpos  and 
hematometra,  which  had  necessitated  operation,  complicated 
the  findings.  Except  that  the  sac  containing  the  fetus  was  con- 
tractile and  that  meconium  and  water  were  passing  from  the 
vagina  the  case  resembled  tubal  abortion  as  no  second  os  could 
be  perceived.  The  fear  of  uterine  rupture  led  to  Cesarean  section 
which  was  followed  by  Porro.  The  child  died  on  the  second 
day  from  perverted  metabolism  due  to  long  labor. 

The  case  which  I  wish  to  report  is  No.  8005  of  the  records  of 
the  New  York  Infirmary  for  Women  and  Children.  The  patient 
came  from  Mt.  Vernon  and  was  first  seen  by  the  writer  in  the 
private  clinic  on  Oct.  30,  1911;  she  was  an  American  twenty 
years  of  age,  physically  healthy.  Her  aunt  stated  that  she  had 
always  been  mentally  underdeveloped.  She  had  menstruated 
regularly  for  six  days  every  month  since  the  age  of  fourteen. 
The  date  of  the  last  menstruation  could  not  be  ascertained  but 
she  had  had  some  nausea  early  in  May  and  had  felt  movements 
early  in  August. 

On  examination  the  fundus  was  found  7  cm.  above  the  um- 
bilicus and  10  cm.  below  the  xiphoid  and  the  fetus  was  floating 
in  vertex  presentation.  Internally  the  os  was  found  to  admit 
a  finger  tip;  the  diagonal  conjugate  could  not  be  reached. 
There  was  the  additional  note  of  the  existence  of  a  tumor  behind 
the  cervix  and  attached  to  it.  The  tumor  was  movable  and  it 
seemed  probable  that  it  would  rise  out  of  the  pelvis.  The 
diagnosis  was  made  of  pediculated  myoma  of  the  cervix  and  the 
woman  was  told  to  return  in  two  weeks  for  routine  observation. 
She  was  not  seen,  however,  till  December  8,  when  she  returned 
to  the  clinic  at  10  a.  m.  in  labor.  The  external  examination  was 
as  follows:  oblique  position;  head  in  the  right  iliac  fossa;  heart, 
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r.  u.  q.  Internally:  os  to  the  left,  i  cm.  dilated;  cervical  canal 
obliterated.  In  the  right  side  of  the  pelvic  cavity  the  tumor 
presented  and  immediately  to  the  right  of  the  parturient  os  and 
leading  into  the  tumor  mass  another  opening  could  be  felt.  The 
tumor  was  considerably  softened  and  gave  the  impression  of  a 
second  uterus.  Attempts  at  reposition  were  unsuccessful  and 
Cesarean  section  seemed  advisable. 

At  1.30  p.  M.  the  position  was  more  nearly  R.  O.  A.  Patient 
was  seen  in  consultation  by  Drs.  Mary  D.  Rushmore  and  Caroline 
S.  Finley.  The  head  was  more  nearly  over  the  brim  of  the  pelvis, 
in  consequence  of  which  it  was  thought  that  the  head  might  pass 
the  tumor  and  it  was  decided  to  wait. 


Fig.  I. — Left  uterus  removed  by  Porro  operation. 


At  7  P.  M.  as  there  was  no  advance  of  the  head,  Cesarean  section 
was  performed  by  Dr.  Finley.  The  child  and  placenta  were 
delivered  through  an  incision  between  the  level  of  the  umbilicus 
and  the  pubis.  After  extraction  of  the  placenta  the  uterus  was 
brought  out  through  the  abdominal  wall  and  was  seen  to  have 
only  a  left  round  and  broad  ligament  tube  and  ovary  (see  photo- 
graph) .  The  other  uterus  had  like  attachments  on  the  right  and 
was  entirely  separate  from  the  pregnant  one.  The  vesicorectal 
ligament  described  by  Halban  was  not  observed.  To  prevent 
dystocia  at  a  future  date  the  Porro  operation  was  completed  and 
a  drain  passed  through  the  stump  into  the  vagina.     The  abdomen 


f 


EDWARD:    DYSTOCIA    IX   A    CASE    OF    UTERUS    DIDELPHYS. 


731 


was  closed  in  layers  and  the  patient  returned  to  room  in  good 
condition. 

December  9. — Packing  in  vagina  was  renewed  and  a  ragged 
mass  of  tissue  3X4  cm.  in  size  came  away.  The  pathological 
diagnosis  of  this  was  "necrotic  decidual  tissue."  This  has  been 
described  by  Schauta. 

January  i,  Discharge  Examination. — ^Wound  entirely  healed; 
vaginally  two  cervices  are  palpable,  that  to  the  right  being  much 
smaller  and  covered  to  some  extent  by  a  slight  fold  of  vaginal 
tissue.     Child  a  normal  male  infant. 

March  1 1 . — Patient  came  to  inquire  as  to  menstruation  which 
had  not  reappeared  though  she  was  not  nursing  baby.  Vaginal 
examination  revealed  the  fundus  to  the  right  and  anterior.  In 
the  vagina  was  seen  a  double  crescentic  fold  of  vaginal  mucosa 
with  an  os  on  either  side.  On  the  left  a  sound  goes  in  2  cm. ;  on 
the  right  8  cm. 

September  5. — Patient  has  menstruated  regularly  since  March 
and  feels  well. 
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ANEURYSM   OF   THE   UTERINE   ARTERY.* 

BY 

HURON  W.  LAWSON,  M.  S.  M.  D., 

Washington,  D.  C. 

Bv  the  term  aneurysm  is  comr^only  understood  a  --ell-defined 
sac  directly  continuous  with  the  lumen  of  an  artery.  From  the 
ttae  of  cllen  a  distinction  has  been  made  between  aneurysms 
earning  to  arise  spontaneously  and  those  resulting  directly  '^n 
traumatism.  The  former  are  the  true  aneurysms  and  the  latter 
rfleaneurysms.    Thechi^an— .d.^^^^^^^^^^ 

:f r:.i  rr r:  i^st'^L  the  wau  of  the  fai. 

aneurysm  is  composed  entirely  of  adventitious  or  Penvascular 
feuIeKCept.  however,  that  proliferated  endothehal  cells  from 
the  intima  invariably  line  such  cavities. 

Among  the  recognized   causes   of   true   aneurysrns   t^o   are 

well  as  others  seem  applicable  in  every  way  to  the  axter  es 
upplying  the  uterus  and  its  appendages.     It  is  well  kno.n.  fo 
instance' that  generalized  arteriosclerosis  1°-  no*  ^Pare  the 
uterine  arteries  and  in  fact  these  arteries  "f""  f";/"™^" 
changes  in  advance  of  arteriosclerosis  elsewhere.  ^^^  t^^*'  e-^ 
during  the  fourth  decade  when  the  age  »"dence  of  a  eurysm 
is  ereatest      Again  the  uterine  vessels  are  subjected  to  great 
'Ld'^oft^- prolonged  dilatations  during  pregnancy^  p^tunUon 
and  in  a  variety   of   pathological  conditions  such  as  ectop^ 
gestarion  and  fibroid  tumors.     It  would  seem  also  that  mjuries 
?o  Serine  blood-vessels  during  labor  and  more  espe-lly-^- the 
great  variety  of  operative  procedures  so  commonly  employed  m 
fh^s  region  would' be  productive   of    -numerable^eur^m. 
It  is  therefore  surprising  to  find  that  --^^"^  "^n^^^X, 
and  uterine  arteries  are  among  the  extremely  rare  abnormahties 
met  with  in  medical  literature.     A  fairly  careful  search  in  the 
.  Read  at  Ae  meeung  of  die  Wasbingto.  Obs.euical  and  G.™.cological  Socety, 
Dec.  12,  iQii. 
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Surgeon  General's  Library'  shows  reports  of  only  one  case  of 
aneurysm  of  the  ovarian  artery  and  six  cases  of  aneurv'sm  of 
the  uterine  artery. 

Whitmarsh ( I ) ,  in  England  in  1867,  observed  at  an  autopsy, 
performed  on  a  woman  who  died  in  about  twenty-four  hours 
after  the  appearance  of  the  first  symptoms  of  abdominal  hemor- 
rhage, a  ruptured  aneurysm  of  the  right  ovarian  artery,  the  cavity 
of  which  was  described  as  large  enough  to  contain  a  small  pigeon's 
egg.  No  other  case  of  ovarian  aneurysm  is  apparently  on 
record. 

Hewitt(2),  in  England  in  1867,  reported  a  case  of  fatal  hemor- 
rhage due  to  a  traumatic  aneurysm  of  the  right  uterine  artery. 
A  woman,  thirty-seven  years  of  age,  who  had  previously  given 
birth  to  seven  children  and  had  had  one  miscarriage,  was  delivered 
by  forceps  after  prolonged  labor.  Four  days  after  delivery^  the 
drunken  husband  got  on  the  bed  and  knelt  on  the  abdomen  of  the 
patient.  She  experienced  a  sharp  pain  at  the  time  and  sixteen 
days  later  had  a  violent  vaginal  hemorrhage.  Several  profuse 
hemorrhages  occurred  at  intervals  during  the  seventeen  days 
following,  at  the  end  of  which  period  or  on  the  thirty-seventh 
day  after  delivery,  she  died.  Autopsy  showed  a  large  abscess 
extending  nearly  to  the  right  kidney  and  opening  into  the  cavity 
of  the  uterus  and  an  aneurysm  1/2  inch  in  diameter  communicat- 
ing directly  with  the  right  uterine  artery  and  projecting  into  the 
uterine  cavity.  The  rupture  of  the  aneurysm  was  clearly  the 
cause  of  the  hemorrhages.  The  walls  of  the  aneurysm  consisted 
of  fibrin  and  exudate  and  showed  no  trace  of  arterial  tissue.  The 
author  notes  that  the  case  appears  to  be  unique. 

Kustner(3),  in  Germany  in  1890,  reported  a  case  terminating 
fatally  which  was  clinically  that  of  atonic  postpartum  hemor- 
rhage but  which  was  found  at  autopsy  to  have  been  caused  by 
hemorrhage  from  an  aneurysmal  dilatation  of  an  artery  about  the 
size  of  the  radial  at  the  placental  site.  The  woman  had  had  five 
children. 

Mars  (4),  in  Poland  in  1891,  published  in  Polish  a  report  of 
which  no  translation  seems  available  of  a  case  of  aneurysm  of  the 
uterine  artery  .  From  what  I  am  able  to  learn  of  this  case  it 
seems  that  a  woman  forty-four  years  of  age  died  from  hemorrhage 
following  childbirth,  the  cause  of  which  hemorrhage  being  due  as 
shown  at  autopsy  to  the  rupture  of  a  small  aneurysm  of  the 
uterine  artery.  The  condition  was  considered  one  previously 
unknown  and  undescribed. 
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Munde(5),  in  New  York  in  1898,  reported  a  case  of  aneurysm  of 
the  left  uterine  artery  which  was  the  first  case  of  the  kind  he  had 
met  with  in  an  experience  of  thirty  years  and  which  he  consid- 
ered after  a  search  of  the  literature  as  of  extremely  rare  occurrence. 
Munde's  patient  was  thirty-two  years  of  age  and  the  mother  of  a 
child  eight  years  of  age.     Two  years  previously  she  was  operated 
upon  by  another  physician  for  an  abscess  which  developed  soon 
after  the  repair  of  a  lacerated  cervix.     The  abscess  projected 
into  the  left  vaginal  vault  and  communicated  with  the  cervical 
canal.     It  was  freely  opened  by  an  incision  which  extended 
through  the  cervix  from  the  sinus  to  the  external  os.     A  severe 
so-called  venous  hemorrhage  caused  by  the  incision  was  controlled 
by  a  tampon.     The  patient  recovered  promptly  and  remained 
well  until  about  three  months  before  coming  under  the  care  of 
Dr.  Munde  when  she  was  made  uncomfortable  by  a  burning 
throbbing  sensation  in  the  left  inguinal  region.     A  diagnosis  of 
aneurysm  of  the  left  uterine  artery  was  made  and  subsequently 
confirmed  by  abdominal  section.     The  condition  was  cured  by 
ligation  of  the  internal  iliac  artery  with  subsequent  electrolysis 
as  an  added  precaution. 

Reymond(6),  in  France  in  1908,  reported  a  case  of  aneurysm  of 
the  right  uterine  artery  with  the  comment  that  the  condition 
was  of  interest  on  account  of  its  rarity.  In  his  case  uterme 
hemorrhage  following  the  menopause  suggested  cancer.  Vaginal 
examination,  however,  revealed  a  pulsating  mass  in  the  right 
culdesac.  On  opening  the  abdomen  a  dilatation  of  the  right 
uterine  artery  commencing  near  its  origin  and  terminating  near 
the  fundus  of  the  uterus  was  found.  The  aneurysm  was  about 
the  size  of  the  thumb  and  had  the  form  of  a  crescent  opening 
above.  It  was  easily  removed  by  dissection.  Uterine  hemor- 
rhages ceased  after  the  operation. 

Vogelsanger(7),  in  Germany  in  1908,  describes  a  false  aneurysm 
of  the  uterine  artery,  hemorrhages  from  which  caused  death 
twenty-seven  days  after  labor.  The  patient  was  thirty-one 
years  of  age  and  the  mother  of  three  children.  Hemorrhages 
at  the  beginning  of  labor  suggested  placenta  previa.  The  pre- 
sentation of  the  umbilical  cord  and  also  of  a  hand  led  the  author 
to  perform  podalic  version.  The  puerperium  progressed  nor- 
mally until  the  eighth  day  when  the  patient  on  attempting  to 
sit  up  had  a  profuse  hemorrhage.  A  second  severe  hemorrhage 
followed  five  days  later  when  the  patient  was  resting  quietly. 
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Three  more  hemorrhages  occurred  during  the  next  fourteen  days 
when  a  vaginal  hysterectomy  was  performed,  death  following 
in  a  few  hours.  An  examination  of  the  specimen  revealed  an 
aneurysm  of  the  cervical  branch  of  the  right  uterine  artery, 
6  to  8  mm.  in  width  and  about  9  mm.  in  length.  The  sac  con- 
sisted of  a  layer  of  fibrin  and  showed  no  internal  elastic  membrane 
and  hence  was  a  false  aneurysm.  The  author  believes  that  the 
aneurysm  was  produced  by  tearing  of  the  artery  in  the  first 
stage  of  labor. 

In  view  of  the  rare  occurrence  of  aneurysms  of  the  uterine 
arteries  I  feel  warranted  in  calling  attention  to  a  case  in  which 
fatal  hemorrhage  six  days  after  normal  labor  was  due  to  the 
rupture  of  an  aneurysm  of  the  left  uterine  artery.  In  reporting 
this  case  I  would  note  that  the  patient  who  was  unable  to  pay  for 
a  room  in  a  hospital  was  twice  placed  in  a  free  ward  at  Columbia 
Hospital  and  while  there  was  under  the  care  of  Dr.  J.  Wesley 
Bovee. 

The  patient,  a  white  woman  thirty-six  years  of  age,  first  came 
under  my  observation  in  November,  1908,  when  she  was  pregnant 
for  the  fourteenth  time  in  fifteen  years.  Examination  showed  a 
lacerated  perineum,  an  enlarged  uterus  and  a  laceration  of  the 
cervix  which  on  the  left  side  extended  well  up  into  the  uterus. 
On  January  ist  1909,  when  about  four  months  pregnant  she 
aborted. 

The  patient  recovered  promptly  from  the  miscarriage  and 
about  ten  weeks  later  was  admitted  to  the  free  ward  at  Columbia 
Hospital  where,  on  March  19,  Doctor  Bovee  performed  a  trachelor- 
raphy.  I  was  present  at  the  operation  and  made  note  that  in 
excising  the  scar  tissue  on  the  left  side  brisk  arterial  hemorrhage 
was  produced  but  which  was  entirely  controlled  by  the  first 
suture  used  in  closing  the  wound.  The  patient  made  an  unevent- 
ful recovery. 

In  June  of  that  year  she  again  became  pregnant.  During 
this  pregnancy  she  enjoyed  good  health,  the  only  complaint  noted 
during  the  entire  time  being  pain  in  the  left  thigh,  which  was 
recorded  for  the  first  time  in  December. 

Labor  began  early  in  the  morning  of  March  6.  Pains  were 
weak  and  rather  infrequent  until  3  p.  m.  when  with  two  severe 
pains  she  gave  birth  to  a  live  child  unattended.  From  appear- 
ances twenty  minutes  later  it  was  evident  that  she  had  had  quite 
a  profuse  hemorrhage  but  not  greater  than  often  occurs  in  cases 
considered  normal.  Her  pulse  rate  was  108.  There  was  no 
evidence  of  external  laceration  and  no  further  examination  was 
made.  The  placenta  was  expelled  spontaneously  ten  minutes 
later.  At  8  o'clock  that  evening  her  pulse  was  88  and  the  flow 
not  excessive.     The  next  three  mornings,  March  7,  8,  and  9,  she 
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was  visited  by  a  nurse  of  the  Instructive  Visiting  Nurse  Society 
who  reported  temperature,  pulse  and  lochia  normal.  When  seen 
about  7  p.  M.,  March  9,  she  complained  of  pain  in  the  pelvis  and 
left  thigh  and  said  she  had  had  a  slight  chill  during  the  afternoon. 
Her  temperature  was  102  and  pulse  104.  The  next  morning, 
March  10,  while  the  nurse  was  in  attendance  the  patient  had  a 
sudden  hemorrhage  estimated  by  the  nurse  as  about  500  c.c. 
Her  temperature  was  103  and  pulse  120.  When  seen  soon  after- 
ward she  was  given  ergot  and  the  nurse  requested  to  remain  in 
constant  attendance.  At  4  p.  m.  she  had  another  severe  hemor- 
rhage. A  vaginal  tampon  was  soon  afterward  inserted  and  the 
patient  transferred  to  Columbia  Hospital. 

The  hospital  records  show  that  about  10:30  p.  m.,  March  10, 
the  patient  expelled  the  vaginal  gauze  in  a  paroxysm  of  coughing 
and  immediately  following  had  a  violent  hemorrhage.  The  resi- 
dent physician.  Dr.  Neill,  promptly  packed  the  uterus  and  vagina 
and  administered  usual  treatment.  The  patient  remained  fairly 
comfortable  throughout  the  day  of  March  1 1 ,  temperature  rang- 
ing from  99  to  100  and  pulse  from  no  to  130.  At  9  o'clock  the 
next  morning  hemorrhage  became  profuse  notwithstanding  the 
tampon.  Repacking  and  stimulation  were  futile.  She  died  a 
few  minutes  later. 

Autopsy  several  hours  later  showed  extreme  exsanguination. 
The  uterus  and  vagina  were  firmly  packed  with  gauze  after  the 
removal  of  which  a  blood  clot  was  seen  to  project  from  the  left 
side  of  the  uterus  about  i  inch  above  the  external  os.  No  other 
pathological  conditions  were  recognized  save  a  small  fibroid  on 
the  anterior  uterine  wall  and  there  was  no  evidence  of  puerperal 
infection.  The  uterus  and  appendages  were  removed  and  a  sub- 
sequent examination  showed  a  sac  about  3  cm.  in  length  and  2 
cm.  in  width  continuous  with  the  left  uterine  artery  and  communi- 
cating with  the  cavity  of  the  uterus  by  an  opening  2  cm.  in 
length  by  i  cm.  in  width.  The  sac  appeared  smooth  and  firm 
and  contained  a  fresh  blood  clot.  Microscopical  examination  of 
portions  of  this  sac  show  detise  fibrous  tissue  but  no  trace  of  an 
arterial  coat.  The  sac  is  evidently  a  false  aneurysm  and  it  seems 
reasonable  to  conclude  that  it  resulted  directly  from  injury  to 
the  uterine  artery  in  the  operation  for  repair  of  the  cervix  one 
year  previously.  The  rather  profuse  hemorrhage  at  the  time  of 
delivery  may  possibly  have  come  from  the  region  of  the  fibroid. 
The  rupture  of  the  sac  probably  occurred  on  the  fourth  day  after 
delivery  but  it  also  seems  possible  that  it  may  have  occurred  at 
the  time  of  delivery,  the  hemorrhage  being  checked  by  the  forma- 
tion of  a  clot  and  the  contraction  of  the  uterus.  If  so,  the  chill  and 
hemorrhage  four  days  later  were  probably  due  to  the  softening 


TUSEL\l:    HEART    DISEASE    IX    PREGNANCY.  737 

of  the  clot.  The  condition  causing  death  was  one  scarcely  to 
be  anticipated  and  apparently  could  have  been  remedied  only 
by  an  early  hysterectomy. 
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HEART  DISEASE  IN  PREGNANCY. 

BY 
ODOX  TUSZKAI.  M,  D., 

Marienbad,  Austria. 

A  STUDY  of  the  literature  on  this  subject  shows  that  pregnancy 
complicated  by  cardiac  disturbances  is  a  serious  matter  and  it 
is  therefore  imperative  to  formulate  a  definite  diagnosis  and  prog- 
nosis as  early  as  possible.  This  can  be  done  by  carefully  observ- 
ing disturbances  in  cardiac  compensation,  and  the  object  of  this 
paper  is  to  discuss  the  matter  from  this  standpoint. 

Although  heart  disease  as  a  complication  of  pregnancy  has 
always  constituted  a  problem,  the  literature  shows  that  compara- 
tively little  is  actually  knoAvn  about  this  complication.  Most 
writers  go  to  the  extreme  in  declaring  that  pregnancy  with  heart 
disease  is  a  very  serious  condition,  in  which  it  is  exceptional  for 
the  labor  and  the  puerperium  to  follow  a  normal  course,  and  in 
which  sudden  death  during  gestation,  labor,  or  the  puerperium 
is  the  rule.  Among  these  writers  may  be  included  Guerard, 
Baranger,  Feiss,  Leyden,  Zweifel,  Ballantyne,  Chadwick,  Rem- 
ington, Perret,  etc. 

On  the  other  hand,  Bondareff,  Haymann,  Backhaus,  Gussarow, 
Riviere,  Jacconi,  Barnes,  Gerhardt,  Cohnstein,  Larcher,  Ducrest, 
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Birol,  Macdonald,  Letulle  and  Lohlein,  do  not  admit  that  heart 
lesions  have  a  prejudicial  effect  on  pregnancy. 

Jacconi  and  Phillips  say  that  a  simple  milk  diet  will  set 
everything  right. 

Miiller  treats  extreme  cases  of  broken  compensation  by  massage 
of  the  cardiac  region,  with  which  treatment  he  has  had  great 
success. 

There  is  a  still  greater  diversity  of  opinion  as  regards  details. 
Baranger  and  Clement  describe  a  specific  heart  disease  of  preg- 
nancy and  Durosier  has  noticed  cardiac  hypertrophy  in  135  cases 
on  percussion.  Riviere,  Graves,  Henning,  Gleweke,  Freund,  Jr., 
and  Durr  proved  that  severe  gestational  endocarditis  does  occur, 
while  Fellner  and  others  do  not  recognize  a  specific  heart  lesion 
of  pregnancy  and  doubt  whether  gestation  has  any  effect  on 
heart  disease,  which  accounts  for  the  favorable  prognosis  they 
give  in  these  complicated  cases. 

The  fact  that  individual  observers  hold  such  different  opinions 
makes  it  desirable  to  clear  up  this  question  as  far  as  possible,  for 
as  a  rule  the  patient's  relatives  demand  a  really  definite  prognosis 
in  such  cases. 

My  own  experience  is  limited  to  the  observation  of  sixteen 
cases,  but  in  only  eight  of  these  are  my  notes  of  a  reliable  char- 
acter. If  we  carefully  investigate  the  particulars  of  cases  as 
given  by  various  observers,  we  find  that  the  reason  they  differ 
so  materially  is  that  the  writers  do  not  differentiate  between  the 
various  heart  lesions.  They  ignore  in  given  cases  the  connection 
between  heart  disease  and  pregnancy,  and  little  reliance  can  be 
placed  on  the  statements  of  one  author  who  reported  three  sudden 
deaths  out  of  five  cases,  while  another  had  five  deaths  out  of 
seven,  and  a  third  confined  successfully  all  of  135  cases. 

Bearing  in  mind  our  own  and  the  numerous  cases  recorded  in 
the  literature  of  the  subject,  it  seems  practicable  to  divide  cases 
of  pregnancy  complicated  by  heart  disease  in  three  main  groups : 

L  Those  cases  in  which  there  has  been  recognized  heart  disease 
for  some  time  before  pregnancy  occurs. 

II.  Those  cases  in  which  a  latent  heart  lesion  is  made  manifest 
through  pregnancy. 

III.  Those  cases  in  which  pregnancy  causes  cardiac  trouble 
of  a  functional  nature  and  permanent  arteria)  disorders  ensue  as 
a  result. 

Diagnosis  and  prognosis  in  the  first  group  of  cases  do  not 
present  any  difficulties.     It  is  not  necessary  to  know  the  patient's 
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previous  histor}\  We  know  in  general  that  during  pregnancy 
the  blood  is  increased  in  quantity,  and  that  regular  serous  con- 
gestion occurs.  Under  these  circumstances  it  is  only  natural  that 
the  work  of  the  heart  should  be  greatly  increased.  This  is  partly 
due  to  the  extension  of  the  circulation  into  the  uteroplacental 
vessels,  so  that  the  area  of  the  work  of  the  heart  is  enlarged  from 
the  gradual  grow^th  of  the  genital  organs  and  their  increased 
demand  for  blood.  It  may  be  asserted,  therefore,  that  even  a 
normally  healthy  heart  may  become  hypertrophied  when  this 
temporary  and  gradually  increasing  demand  is  made  upon  it. 
This  constitutes  the  normal  reaction  of  a  healthy  heart,  but  it 
is  indisputable  that  even  a  diseased  organ  is  capable  of  healthy 
reaction,  though  the  physical  signs  of  the  same  may  hardly  be 
noticeable.  I  have  not  observed  any  superficial  enlargement  of 
the  heart  on  percussion  such  as  that  claimed  by  Darozier.  This 
may  be  due  to  the  lack  of  skill  on  my  part,  although  I  have  always 
believed  myself  fully  acquainted  with  all  the  new^er  methods  and 
technic  of  examination.  There  are  other  know^n  factors,  how^- 
ever,  w^hich  enable  us  to  diagnose  this  natural  dilatation  of  tne 
heart.  It  is  a  well-knowTi  physiological  axiom  that  the  pulse 
rate  and  its  rhythm  vary  very  much  in  different  positions  of  the 
body.  In  a  nonpregnant,  healthy  woman  the  rate  of  the  pulse 
varies  at  various  portions  of  the  day  according  to  mental  con- 
ditions and  emotions  even  in  the  same  posture.  In  one  patient 
I  found  that  this  difference  in  a  day  amounted  to  twenty  beats 
per  minute.  The  difference  in  the  rate  of  the  pulse  in  a  lying 
and  sitting  posture,  with  perfect  mental  repose,  may  vary  from 
eight  to  twenty  beats  a  minute.  But  such  variation  in  the  pulse 
rate  disappears  entirely  in  the  case  of  a  dilated  heart,  a  symptom 
first  noticed  by  Graves  and  Jorissen.  Graves,  in  fact,  regarded 
it  as  the  first  symptom  of  pregnancy.  It  is  needless  to  say  that 
although  at  the  outset  of  pregnancy  hypertrophy  does  occur, 
it  is  so  slight  that  at  most  it  may  be  said  to  lessen  the  variation 
of  the  pulse  rate,  but  not  to  do  aw^a}'-  with  it.  On  the  other 
hand,  pregnancy  or  any  other  condition,  such  as  new"  grow^ths, 
etc.,  which  throw  permanent  overw'ork  on  the  heart,  lead 
to  hypertrophy.  Jorissen's  observations,  therefore,  are  not 
satisfactory. 

In  formulating  a  prognosis  in  the  case  which  follows,  I  was 
guided  only  by  the  presence  or  absence  of  the  symptoms  of 
compensation. 

There  is  a  general  concensus  of  opinion  that  pregnant  women 
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with  heart  disease  do  well  so  long  as  compensation  is  present, 
but  if  there  is  edema,  dropsy,  anasarca,  cyanosis,  dyspnea,  or 
angina  there  is  no  doubt  that  the  prognosis  is  bad  and  we  are 
powerless  to  aid.  However,  there  are  cases  in  which  this  state 
of  deficient  compensation,  artificial  abortion  or  premature  labor 
has  lead  to  transitory  improvement,  but  there  are  none  in  which 
interruption  of  pregnancy  would  have  had  a  favorable  influence 
on  the  compensation  of  the  heart.  Artificial  abortion  is  usually 
accompanied  by  hemorrhage,  and  from  the  obstetrical  point  of 
view,  interference  is  undesirable. 

How  far  lack  of  compensation  may  be  allowed  to  go  in  the 
initial  stage  without  prejudicing  the  prognosis,  it  is  not  possible 
to  say.  The  result  will  be  favorable  alike  to  heart  and  operation, 
if  we  recognize  the  lack  of  compensation  in  an  early  stage,  and 
if  need  be,  interrupt  pregnancy  sufiiciently  early. 

The  first  stage  of  broken  compensation  commences  when  the 
hitherto  hypertrophied  heart  begins  to  dilate.  The  necessity  of 
dilatation  is  undoubtedly  the  first  symptom  of  exhaustion  of  the 
muscular  tissue  of  the  heart,  but  one  which  under  favorable 
circumstances  may  be  overcome. 

I  belive  that  the  most  interesting  point  in  my  observations 
has  been  the  ability  to  confirm  the  first  stage  of  dilatation  of  the 
muscular  tissue  of  the  heart  by  the  simple  method  of  examining 
the  pulse.  Under  systematic  examination  I  found  that  pregnant 
women  in  whom  variation  of  the  pulse  has  ceased  on  account  of 
hypertrophy  of  the  heart  repeatedly  show  a  soft  pulse  whenever 
the  heart  begins  to  dilate.  This  frequent  variation  of  the 
pulse  is  in  direct  proportion  to  the  extent  of  dilatation  of  the 
myocardium. 

In  this  article  I  wish  to  deal  with  the  practical  side  of  this 
question,  and  as  the  variations  in  the  pulse  are  subject,  even  in 
healthy  individuals,  to  many  outside  influences,  I  examined  the 
pulse  rate  in  several  patients  many  times  a  day,  and  for  a  space 
of  five  or  six  minutes. 

This  table  clearly  shows  that  persons  of  different  ages  and  in 
different  stages  of  pregnancy  show  an  average  difference  in  the 
rate  of  the  pulse  of  ten  to  fifteen  beats.  This  difference  is  partly 
due  to  the  state  of  the  nutrition  and  partly  to  the  postures  in 
which  the  patients  were  examined. 

I  was  only  able  to  ascertain  that  the  heart  was  hj^ertrophied 
in  two  of  the  four  persons  (Table  II)  before  the  reappearance  of 
the  variation  of  the  pulse. 
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A  comparison  between  the  figures  in  the  fourth  and  seventh 
columns  of  Table  I  shows  that  the  pulse  rate  was  higher  when 
hypertrophy  of  the  heart  was  present  than  it  was  before.  This 
table  shows  a  difiference  of  from  eight  to  ten  beats  in  the  beginning 
in  different  positions  of  the  body,  and  of  eighteen  beats  later  on. 
I  venture  to  state  that  hypertrophy  either  does  not  exist  or  has 
disappeared  when  the  difference  is  from  six  to  eight  beats,  for 
with  greater  hypertrophy  the  difference  goes  dowTi  below  ten 
beats,  and  there  is  a  point  at  which  it  totally  disappears.  If 
during  the  course  of  a  pregnancy  a  higher  pulse  rate  is  continu- 
ally observed  than  before  pregnancy,  or  in  different  postures,  we 
must  assume  that  dilatation  is  present,  which  is  subsequent  to 
the  normal  hypertrophy.  In  my  cases  this  reappearance  of  the 
variation  in  the  pulse  beat  was  soon  followed  by  other  symptoms 
of  broken  compensation. 

For  example  in  two  cases  the  preliminary  symptoms  were 
observed  and  were  followed  later  on  by  anasarca,  dropsy,  and 
congestion  of  the  liver,  difficult  breathing,  and  angina.  At  this 
stage  the  variation  in  the  pulse  rate  greatly  increased  so  that  the 
initial  difference  of  eight  to  ten  beats  became  twenty-two  to 
thirty  in  the  horizontal  and  erect  posture. 

The  difference  in  these  figures  is  so  marked  that  we  may  safely 
conclude  that  the  increase  in  variation  is  in  proper  proportion 
to  the  improvement  of  the  broken  compensation,  while  it  is  in 
reverse  ratio  with  the  possibility  of  a  favorable  prognosis.  In 
this  advanced  stage,  dilatation  of  the  heart  is  not  ceable  on  per- 
cussion, and  I  repeat  that  even  the  earliest  stages  of  dilatation 
may  be  confirmed  in  this  way. 

I  have  only  had  occasion  to  advocate  the  interruption  of  preg- 
nancy on  account  of  dilatation  in  a  single  case,  for  I  have  only 
recently  become  acquainted  with  the  method  of  observation  out- 
lined above,  but  judging  by  past  experience  I  venture  to  state 
that  hereafter  as  soon  as  I  notice  the  first  signs  of  broken 
compensation  in  a  pregnant  woman  suffering  heart  disease,  I  will 
adopt  a  severely  observant  attitude,  and  if  the  symptoms  increase, 
recommend  the  interruption  of  pregnancy.  I  do  not  intend  to 
wait  until  other  signs  of  broken  compensation  develop  and 
render  the  prognosis  unfavorable. 

The  cases  belonging  to  the  first  group  are  necessarily  those  in 
which  compensatory  hypertrophy  of  the  heart  merely  lasts  for  a 
very  short  period,  and  in  which  the  prognosis  is  comparatively 
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bad,  although  as  the  literature  of  the  subject  and  my  own 
observations  show,  even  in  cases  in  which  heart  disease  was 
present  before  pregnancy,  we  should  be  patient  and  persistent 
in  our  observations,  for  it  is  possible  that  normal  labor  will 
follow  in  any  of  these  cases.  The  following  reports  of  cases 
appear  on  this  point. 

Case  I. — A  iii-para,  set.  thirty- two,  the  wife  of  a  lawyer,  had 
two  normal  labors  in  spite  of  mitral  insufficiency.  The  only 
distressing  symptom  was  profuse  hemorrhage  during  gestation 
and  the  puerperium  in  consequence  of  the  heart  trouble.  I  did 
not  see  the  patient  until  the  fifth  month  of  her  third  pregnancy. 
The  patient  was  cyanosed,  the  breathing  was  short,  the  pulse 
rate  high  and  there  was  edema  of  the  lower  limbs.  The  mucous 
membrane  of  the  genital  organs  was  unusually  moist  and  of  a 
livid  dark  blue  color.  On  careful  internal  examination  the 
trickling  of  blood  increased.  The  external  os  was  the  width  of 
two  fingers,  the  internal  completely  occluded.  The  fetal  move- 
ments were  very  active  and  distinctly  felt.  At  consultation  a 
diagnosis  of  mitral  insufficiency  with  symptoms  of  advanced 
broken  compensation  was  made. 

On  this  account  I  recommended  the  induction  of  premature 
labor  but  the  family  and  the  practitioner  in  charge  of  the  case 
declined  operation  because  her  two  previous  pregnancies  had 
ended  in  normal  labors.  I  was  in  disgrace  with  the  family  for 
months  but  the  patient  died  immediately  after  parturition. 
The  child  was  very  much  cyanosed  and  could  not  be  resuscitated. 

Case  IL — The  second  case  was  in  a  well-nourished  ii-para,  get. 
twenty-six,  who  had  suffered  from  mitral  stenosis  for  six  years. 
She  consulted  me  for  frequent  hemorrhages  in  the  third  month 
of  pregnancy,  in  June,  1895.  In  her  first  pregnancy  a  year  and 
a  half  previously  she  gave  birth  prematurely  to  a  macerated 
fetus.  The  patient  said  that  during  labor  she  became  so  blue 
and  suffocated  that  her  life  was  endangered.  The  heart  lesion 
in  this  young  and  healthy  looking  woman  had  been  compensated 
until  this  time.  Loud  endocardial  bruit,  great  dilatation  of  the 
left  ventricle,  enlargement  of  the  liver,  increasing  anasarca, 
albuminuria  and  blood  trickling  from  the  uterus  pointed  to  the 
disease  becoming  worse  and  in  this  case  likewise  I  advised  the 
induction  of  labor.  The  patient  consented  and  operation  was 
arranged  for  the  following  morning  when  the  patient's  family 
doctor  and  my  assistant  would  be  present.  The  patient  lived 
in  the  environs  of  Budapest,  a  journey  of  half  an  hour.  She 
went  home  after  the  consultation  to  prepare  herself  for  the  opera- 
tion. At  8  o'clock  the  next  morning,  as  we  were  starting  for  the 
operation,  I  received  a  telegram  from  the  jjatient's  husband 
informing  me  of  the  sudden  death  of  his  wife.  A  postmortem 
was  made  which  proved  the  correctness  of  the  diagnosis.  The 
cause  of  death  was  heart  disease  with  extreme  want  of  compensa- 
tion and  cardiac  paralysis.     In  this  case  there  was  also  present 
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an  extensive  fatty  degeneration  of  the  intima  of  the  aorta,  and 
of  the  myocardium. 

Case  III. — A  vi-para,  aet.  forty,  the  wife  of  a  farmer.  I  was 
called  in  because  the  second  stage  of  labor  was  very-  prolonged. 
The  patient,  who  was  extremely  restless,  cyanosed  and  edema- 
tous, had  suffered  from  severe  heart  disease  for  many  years. 
Hemorrhage  had  been  going  on  for  about  four  days,  and  though 
the  pains  were  strong,  the  labor  was  not  progressing  and  the 
membranes  unruptured.  On  examination  I  found  the  cer^-ix 
thick  and  succulent  and  the  amniotic  membrane  still  intact 
but  as  the  latter  was  ruptured,  delivery  speedily  followed  and 
a  well-developed  girl  baby  was  born.  The  third  stage  of  labor 
passed  oflf  normally  and  the  uterus  subsequently  contracted  well. 
The  puerperium  gave  no  trouble  until  the  tenth  day,  though  all 
through  the  patient  was  very  restless  and  often  sat  up  in  bed. 
She  complained  of  burning  pains  at  the  heart.  On  the  eleventh 
day  her  breathing  was  so  bad  that  she  got  out  of  bed  herself 
early  in  the  morning  to  open  a  window  which  she  was  in  the 
habit  of  having  open.  In  doing  this  she  collapsed  with  a  sharp 
cr)'  and  died.     No  postmortem  was  allowed. 

Case  IV. — A  case  of  compensated  mitral  insufficiency  in  a 
v-para,  set.  thirty-eight.  In  this  case  expectant  treatment  was 
adopted  in  the  seventh  month  of  pregnancy;  rest,  milk  diet  and 
heart  tonics  were  prescribed.  Labor  took  place  spontaneously 
at  the  end  of  the  seventh  month  and  was  normal  in  its  coiu-se. 
There  was  profuse  hemorrhage  during  the  puerperium  on  ihe 
seventh  and  eleventh  days,  followed  by  uninterrupted  recovery. 
The  heart  disease  had,  however,  become  worse  so  rapidly  that  a 
further  pregnane}^  had  to  be  forbidden  and  at  that  time,  four 
years  after  the  last  labor,  the  patient  had  at  intervals  severe 
attacks  of  broken  compensation  and  was  quite  incapable  of 
doing  any  work. 

Case  V. — A  primipara,  set.  thirty-six,  who  accompanied  her 
husband,  a  traveller,  from  Dresden  to  Budapest  when  she  was 
in  the  eighth  month  of  pregnancy.  She  had  had  heart  disease 
for  many  years,  but  said  that  she  had  always  felt  quite  well. 
Slight  hemorrhage  came  on  during  the  journey  and  she  constdted 
me  in  consequence. 

My  diagnosis  was  marked  mitral  insufficiency,  enlargement  of 
the  liver,  no  apparent  edema.  The  veins  in  the  legs  and  in  the 
genital  regions  were  extremely  varicose.  Pulse  eighty  to  ninety 
and  rather  hard.  According  to  her  own  account  she  is  in  the 
habit  of  smoking  strong  cigars  and  drinking  a  good  deal  of  beer. 
After  a  fortnight's  rest  in  bed  the  hemorrhage  ceased,  the  veins 
became  smaller  and  the  patient  was  able  to  get  up.  Within  half 
an  hour,  however,  after  rising,  labor  pains  suddenly  came  on, 
the  liquor  amnii  escaped  and  a  child  was  born,  accompanied  by 
very  profuse  hemorrhage.  I  found  her  lying  on  her  right  side 
in  a  room  full  of  cigar  smoke  groaning  and  crs'ing  and  the  baby 
crying  too,  and  still  attached  to  its  mother  bv  the  umbilical  cord. 
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The  cord  did  not  pulsate.  I  tied  it  off  and  when  the  patient 
changed  her  position  on  to  her  back  it  was  evident  that  the  uterus 
had  sunk  down  on  the  right  side  and  the  fundus  was  situated 
three  fingers'  breadth  above  the  umbilicus.  I  had  hardly  begun 
a  gentle  Crede  when  a  great  quantity  of  blood  escaped  from  the 
vagina  in  a  thick  stream  bringing  with  it  the  placenta  and  mem- 
branes and  followed  by  the  collapse  of  the  patient.  By  the  help 
of  the  midwife  who  had  arrived  by  this  time  we  removed  the 
great  quantity  of  blood;  after  about  two  hours,  in  which  auto- 
transfusion,  injections  per  rectum  of  normal  saline  solution, 
heart  stimulants  subcutaneously,  artificial  respiration  and 
fomentations,  etc.,  were  resorted  to,  the  patient  came  to,  the 
pulse  improved  and  the  uterus  contracted  well.  This  condition 
lasted  until  noon  of  the  following  day,  when  she  was  suddenly 
seized  with  extreme  dyspnea,  palpitations,  fits  of  coughing  and 
persistent  blood  spitting,  acute  dilatation  of  the  left  ventricle 
with  a  more  rapid  and  weaker  pulse.  The  stimulants  given  for 
strengthening  the  heart  could  not  compensate  the  hyperemia  of 
the  lungs  and  the  symptoms  of  pulmonary  hemorrhage  grew 
worse  and  worse  until  she  died  at  lo  p.  m.  The  child  survived 
but  is  cyanotic  and  has  symptoms  of  congenital  heart  disease. 
In  spite  of  her  friends'  protests  the  patient  had  insisted  on 
smoking  ten  cigarettes  in  the  interval  between  delivery  and  her 
death. 

I  desire  to  add  a  sixth  case  which  is  worthy  of  mention  because 
the  induction  of  abortion  in  the  early  stage  of  loss  of  compensa- 
tion was  followed  by  rapid  and  complete  return  of  this  symptom. 

Case  VI. — The  patient  was  a  primipara,  set.  twenty-five,  who 
lived  in  the  country  and  came  to  me  complaining  of  frequent  and 
profuse  hemorrhage.  She  had  been  married  for  five  months  and 
was  suffering  from  constant  palpitation,  frequent  fainting  and 
was  out  of  sorts  generally.  The  last  period  was  four  and  one- 
half  months  ago.  On  examination  she  was  found  to  be  four 
months  pregnant.  The  external  os  was  entirely  occluded. 
During  the  examination  a  good  deal  of  blood  trickled  from  the 
mouth  of  the  uterus  which  was  very  succulent ;  the  genital  organs 
were  excessively  cyanosed  and  the  labia  majora  were  full  of 
varicose  veins.  The  apex  beat  was  found  in  the  sixth  intercostal 
space  external  to  the  nipple  line  and  cardiac  dullness  extended 
outward  beyond  the  right  border  of  the  sternum.  The  liver  was 
felt  to  be  about  four  fingers'  breadth  below  the  costal  arch. 
There  was  edema  of  the  lower  limbs.  The  pulse  was  90  in  the 
horizontal  position,  erect  112,  and  on  slight  movement  130. 
There  was  no  doubt  that  the  heart  was  dilated  and  I  called 
Prof.  Tauszk  in  consultation  and  had  the  patient  under  treatment 
for  sixteen  days  in  a  sanatorium.  During  this  period  hemor- 
rhage practically  never  ceased,  though  it  was  less  at  times  and 
the  endocardial  murmur  became  louder,  while  dyspnea  and 
frequent  fainting  fits  came  on  in  bed  and  the  patient's  lips  were 
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cyanosed.  As  the  woman  at  best  was  ill-nourished  and  anemic, 
I  suggested  artificial  abortion  for  the  following  reasons,  i.  The 
increasing  lack  of  compensation  of  the  heart.  2.  The  uterine 
hemorrhage,  not  only  as  a  sign  of  congestion  but  also  of  abnormal 
location  of  the  placenta.  3.  The  four  and  one-half  months' 
duration  of  the  hemorrhage  seemed  to  point  to  inevitable 
abortion. 

Abortion  was  therefore  induced  with  a  dilator  of  my  own 
device.  On  the  sixth  day  after  operation  all  symptoms  of  want 
of  compensation  had  disappeared,  though  the  heart  affection 
was  still  present.  When  I  saw  the  patient  ten  months  later 
the  symptoms  of  want  of  compensation  had  greatly  increased. 
Prof.  Tauszk  examined  her  and  at  that  time  she  was  in  the  third 
month  of  pregnancy.  I  dilated  the  cervix  and  rapid  improve- 
ment took  place. 

To  the  second  group  belong  heart  lesions  which  were  present 
before  pregnancy  i"n  a  latent  form,  and  which  became  active  in 
consequence  of  the  greater  amount  of  work  on  the  heart.  By 
latent  heart  lesions  Basch  specifically  refers  to  conditions  pre- 
ceded by  arteriosclerosis  of  long  standing.  In  this  category 
must  also  be  included  other  general  disorders  predisposing  to 
heart  disease,  such  as  syphilis,  polyarthritis,  rheumatism, 
diabetes,  and  acute  infectious  diseases,  including  typhoid,  mal- 
aria, pneumonia,  influenza,  pyemia,  and  gonorrhea.  Excessive 
hemorrhage  may  also  be  included  in  this  group. 

While  arteriosclerosis  causes  heart  lesions  by  mechanical  inter- 
ference, certain  infectious  diseases  bring  about  an  involvement 
of  the  endocardium,  while  the  general  disorders  referred  to  above 
induce  it  by  an  involvement  of  the  nerves  and  muscles  of  the 
heart  in  the  process.  A  chance  incentive,  such  as  pregnancy,  is 
sufficient  to  bring  about  an  exacerbation  of  a  previous  condition. 
In  making  a  diagnosis  it  is  important  to  realize  that  these  heart 
affections  during  pregnancy  may  be  present  without  giving  rise 
to  any  evident  cardiac  symptoms  sometimes  for  months.  In  one 
case  the  variation  in  pulse  had  persisted  almost  as  if  it  were 
normal,  so  that  I  stated  that  hypertrophy  had  not  occurred,  but 
when  the  strain  on  the  heart  became  excessive,  and  the  patient 
was  suddenly  taken  ill,  the  serious  condition  of  the  heart  forced 
itself  on  the  attention.  In  such  cases  it  is  not  difficult  to  verify 
the  extraordinary  increase  in  variation  of  the  pulse,  and  we  can 
also  observe  the  advanced  symptoms  of  lack  of  compensation. 

Though  bound  to  admit  that  prognosis  is  unfavorable  we  should 
state  that  predisposition  to  a  disease  does  not  necessarily  mean 
that  a  patient  will  infallibly    have  that  disease,  so  that  it  is 
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possible  for  a  patient  with  a  predisposition  to  heart  disease  to 
go  through  pergnancy  with  heart  intact  and  then  prognosis 
becomes  favorable.  A  feature  of  the  cases  coming  under  the 
second  group  is  that  they  are  either  very  grave  or  very  mild. 

One  of  my  cases  in  this  group  ended  fatally  but  in  this  instance 
I  only  noticed  angina  pectoris  during  pregnancy  and  did  not 
examine  the  pulse  in  the  different  postures,  and  I  was  not  told 
of  the  sudden  death  until  after  parturition  had  taken  place. 

The  other  case  was  that  of  an  actress,  set.  twenty-nine,  whose 
father,  a  surgeon  in  the  army,  had  died  of  angina  pectoris.  The 
daughter  had  suffered  from  evident  arteriosclerosis  since  she  was 
twenty.  When  she  was  twenty-eight  she  married  and  during  the 
first  pregnancy  the  gravest  symptoms  of  angina  pectoris  appeared ; 
later  on  lack  of  compensation  and  severe  heart  disease  nearly 
cost  her  her  life,  but  in  spite  of  this  she  would  not  consent  to 
abortion.  Examination  of  the  pulse  showed  a  difference  of 
thirty  beats  in  the  horizontal  and  erect  positions.  It  ended  in 
a  forceps  operation  with  ruputre  of  the  perineum.  The  child 
was  normal,  though  later  on  he  developed  symptoms  of  congenital 
heart  disease.  The  mother  is  still  suffering  from  attacks  of  angina 
pectoris  and  she  har  had  to  give  up  the  stage  long  ago. 

The  third  group  includes,  as  we  have  already  stated,  cases  of 
specific  heart  disease  of  pregnancy  (cardiopathie  de  la  grossesse) . 

As  we  gather  from  the  literature  of  the  subject,  there  is  no  very 
definite  concensus  of  opinion  as  to  whether  gestational  heart  dis- 
ease, as  such,  exist  or  not.  Experience  has  merely  shown  us 
that  previously  healthy  subjects  may  suffer  during  the  second 
half  of  pregnancy  from  endocardial  disease.  In  these  cases 
hypertrophy  of  the  organ  may  be  noticed  on  percussion.  Anas- 
arca and  edema  usually  accompany  enlargement  of  the  heart. 
The  endocardial  bruit  is  so  loud  and  constant  that  it  is  really 
surprising  how  these  murmurs  subside  in  two,  six,  or  ten  days 
after  labor.  This  circumstance  makes  it  certain  that  these 
symptoms  which  are  functional  have  nothing  to  do  with  the 
symptoms  simulating  failure  of  compensation. 

The  character  of  the  heart  affection  before  labor  is  much  more 
difficult  to  substantiate.  Observation  of  the  pulse  is  no  help, 
for  it  is  as  variable  as  in  the  healthy  subject. 

As  we  cannot  say  with  any  degree  of  certainty  whether  in  an 
individual  case  wer  are  dealing  u'ith  a  functional  disorder  or  a 
genuine  endocarditis,  the  prognosis  should  be  guarded.  Of 
course  it  is  quite  another  matter  if  we  have  examined  the  heart 
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and  pulse  beforehand,  or  perhaps  before  pregnancy.  If  we  have 
ascertained  that  there  was  no  previous  heart  lesion,  and  that  a 
latent  cardiac  disorder  could  be  excluded,  then  it  is  probable  that 
we  are  dealing  with  a  transitory^  heart  disturbance.  If,  having 
examined  the  pulse  before  pregnancy  and  found  it  soft,  and  the 
variation  in  the  same  keeps  on  increasing,  then  we  cannot  know 
whether  tliis  increasing  variability  was  not  preceded  by  hyper- 
trophy of  the  heart.  Therefore  we  should  be  most  cautious 
in  giving  a  prognosis.  If,  on  the  other  hand,  a  pulse  which  was 
soft  at  the  outset  of  pregnancy  loses  this  character  as  the  preg- 
nancy proceeds,  it  is  indicative  only  of  gestational  cardiac  hyper- 
trophy if  the  heart  sounds  are  clear.  But  if  a  murmur  is  present 
when  the  variation  in  the  pulse  ceases,  we  are  dealing  with  a 
functional  disturbance  and  can  only  form  an  unfavorable  prog- 
nosis when  the  variation  of  the  pulse  recurs  again  and  increases, 
and  also,  when  endocardial  murmurs  in  addition  are  present.  In 
such  cases  we  either  assume  that  a  latent  heart  affection  has 
manifested  itself  and  given  rise  to  symptoms,  or  that  there  are 
organic  heart  troubles  directly  provoked  by  the  pregnancy. 

Although  we  have  already  stated  that  in  our  opinion  pregnancy 
can  only  cause  heart  trouble  of  a  temporary  nature,  we  cannot 
deny  that  changes  in  the  blood  take  place  during  pregnancy  both 
in  quality  and  quantity.  From  Virchow's  writings  we  know  that 
the  white  blood  corpuscles  diminish.  Decrease  in  hemoglobin  is 
not  always  present.     I  was  only  able  to  observe  it  in  a  single  case. 

Case. — These  observations  can  be  very  easily  made  with 
Gower's  hemo-globinometer  which  is  very  reliable.  My  own 
observations  are  given  in  the  accompanying  table. 

The  changes  which  cause  the  comparative  increase  in  specific 
gravity  of  the  red  blood  corpuscles  in  the  diluted  blood  are 
accounted  for  by  the  blood  having  to  contribute  plastic  elements 
to  the  development  of  the  pregnant  generative  organs  and  the 
growing  fetus,  and  it  endeavors  to  make  up  this  loss  by  the 
absorption  of  serum  (plethora  serosa).  The  circulation  of  this 
blood,  which  is  deficient  in  plastic  elements,  throws  more  work 
both  on  the  heart  and  the  blood-vessels,  the  outward  sign  of 
which  is  the  elevation  in  the  pulse  rate  in  the  second  half  of 
pregnancy.  From  examinations  of  the  pulse  made  before  and 
during  pregnancy  I  can  state  that  on  an  average  the  increase  is 
from  six  to  twenty-two  beats  per  minute.  My  observations  are 
given  in  Table  IV. 
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TABLE  IV.     THE  STATE  OF  THE  PULSE  IN  NORMAL  PREGNANCY. 


Number 

of       '    Age 
labors 


Month  of  Pregnancy 


Labour 


II      III     IV 


VI    VII:  VIII  ;  XI  ;  X 


I 

I 

III 

II 

II 

II 

V 

II 

II 

III 

III 

III 

IV 

V 

IV 

IV 

IV 

V 

V 

III 

XII 
IV 


28 
26 
26 


23 
23 

24 
24 
24 

25 

29 

38 

30 
31 

34 

28 
26 
32 


86 


86 


78  .... 
76  I  76 
76   '    78 


78 


78 


78 


86 


84 
orti 
84 
90 
96 


86 


86 


86 


86 


90 
88 
38 


88 


90 

I   90 

86     I   86      86 
86        86      86 


Forceps.  Male. 

Male. 

Male. 

Female. 

Male. 


92 
95 


90 
95 


92 
95 


96         96    I   96 

i I    89 

90      I    90 
j   86 

86 

82 

84 

86 


86 


86 


86 


92 


Male. 

Male. 

Male. 

Female. 

Female. 

Male. 

Female. 

Female. 

Female. 

Male. 

Male. 

Female. 

Male. 


Under  the  overwhelming  strain  of  work  thrown  on  the  heart  it 
is  not  surprising  that  parts  of  it  suffer  mechanical  injur^^  But 
there  is  another  scientific  fact  which  confirms  the  assumption  of 
a  heart  disorder  not  especially  due  to  pregnancy. 

This  fact  does  not  rest  solely  on  a  mechanical  basis.  Since 
Virchow's  researches  were  published  we  know  that  during  preg- 
nancy the  deposit  of  fat  over  the  whole  body  is  increased,  but 
he  also  frequently  noticed  small  fatty  patches  the  size  of  a  lentil 
on  the  internal  coat  of  the  arteries.  These  small  granules  of  fat 
having  invaded  the  intima  become  detached  from  it  and  then 
get  into  the  bloodstream.  If  we  add  to  this  Diirr's  experience 
obtained  from  material  at  the  Berlin  Charite  Hospital,  that  in  40 
per  cent,  of  cases  occurring  in  pregnant  women  endocarditis  is 
free  from  bacteria,  we  have  another  explanation  of  the  condition. 

Endocarditis  of  choreic,  syphilitic  and  tuberculous  origin  can 
certainly  be  excluded,  less  certainly  endocarditis  of  gonorrheic  or 
rheumatic  origin.  In  the  latter  it  is  hardly  possible  to  detect 
the  microorganism,  which  is  supposed  to  be  short-lived.  It  is, 
however,  certain  that  vegetations  have  been  found  postmortem 
which  had  not  given  rise  to  symptoms  during  life.     We  are  aware 


752  TUSZKAi:  heart  disease  in  pregnancy. 

that  endocarditis  may  be  present  for  months  without  giving  rise 
to  any  apparent  symptoms.  But  such  valvular  insufficiency 
may  become  worse  and  lead  both  to  insufficient  closure  and  to 
stenosis  of  the  valvular  orifice;  if  it  gets  very  bad  the  vegetations 
fall  off  and  an  ulcer  remains,  in  exactly  the  same  way  as  in  other 
endocardial  lesions. 

Notwithstanding  Heiberg's  bacteriological  investigations  from 
which  he  concludes  that  every  condition  of  endocarditis  is  due 
to  a  microorganism,  we  cannot  in  view  of  Diirr's  and  Virchow's 
investigations,  exclude  a  mechanical  origin,  more  particularly  as 
the  warty  growths  usually  have  small  fatty  granules  in  the 
center. 

summary. 

1.  The  pulse  in  pregnant  women  differs  from  that  of  a  normal 
individual  in  that  it  loses  its  normal  variability,  not  only  in  the 
second  half  of  pregnancy  but  sometimes  at  the  outset. 

2.  The  cessation  of  variabilit}'"  is  most  probably  the  sign  of 
normal  hypertrophy  of  heart  of  a  gestational  character. 

3.  The  prognosis  in  cases  of  pregnancy  complicated  by  heart 
disease,  based  on  the  literature  of  the  subject  and  my  own 
experience,  may  be  considered  as  follows: 

(a)  In  cases  in  which  heart  trouble  was  present  before  preg- 
nancy, the  diagnosis  is  simple  for  we  meet  with  marked  heart 
lesions  in  the  early  stages  of  pregnancy.  The  prognosis  in  these 
cases  is  usually  unfavorable. 

Variability  of  the  pulse  merely  disappears  for  a  very  short  time 
to  reappear  again  in  an  increased  degree  combined  with  symptoms 
of  dilatation  of  heart  and  want  of  compensation. 

(b)  To  the  second  group  belong  cases  in  which  the  heart- 
aft'ection  hitherto  latent  as  a  chance  factor,  is  brought  in  promi- 
nence by  the  pregnancy.  Into  this  category  fall  also  cases  of 
anginosclerosis  or  those  with  hereditary  tendency  and  also  those 
cases  aggravated  before  labor  by  some  serious  disorder  of  an 
infectious  nature,  like  influenza,  typhus,  gonorrhea,  or  by  some 
general  ailment,  such  as  tuberculosis,  syphilis,  rheumatism. 
Diagnosis  will  present  no  difficulty  if  we  carefully  investigate 
the  causes  referred  to,  and  we  shall  find  that  the  heart  trouble 
develops  gradually  and  attains  proportions  consistent  with  the 
degree  of  the  general  disease  and  the  occasional  factor  present. 
Prognosis  may,  therefore,  be  quite  favorable  in  some  instances 
in  this  group. 
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ADDITIONAL  CASES  OF  NEPHROURETERECTOMY. 
REMOVAL  OF  LARGE  SUPPURATING  KIDNEYS. 

BY 

GEORGE  H.  NOBLE,  M.  D., 

Atlannta,  Ga. 

These  two  cases  represent  the  fifth  and  sixth  in  which  I  have 
removed  the  kidney  and  ureter  in  one  piece.  In  quite  a  number 
of  others  the  ureters  have  been  removed  in  part  or  in  pieces. 

There  are  several  points  of  interest  in  the  history  of  the  fifth 
case.  She  was  a  very  delicate  woman  upon  whom  I  operated 
five  and  a  half  years  ago  for  ruptured  papillomatous  cyst  of  the 
left  ovary.  The  papillomatous  mass  was  larger  than  a  grape 
fruit,  and  secondary  growth  was  scattered  over  the  anterior 
abdominal  wall  and  intestines  After  removal  of  the  mass 
secondary  growths  were  thoroughly  scraped  away  and  cauterized 
with  a  thermo  electric  cautery.  She  made  a  good  recovery  but 
returned  seventeen  months  afterward  for  removal  of  a  post- 
peritoneal  cyst  behind  the  cecum.  It  was  made  up  of  enor- 
mously dilated  lymph  spaces  and  measured  6  by  8  inches  in 
dimension.  She  came  back  two  years  and  a  half  later  and 
stated  that  for  the  last  twelve  months  she  had  had  chills,  irregular 
temperature,  pain,  tenderness  and  swelling  in  the  left  lumbar 
region.  At  the  time  of  the  examination  the  swelling  extended 
forward  and  inward  from  the  left  hypochondriac  and  lumbar 
regions  to  the  median  line  and  downward  to  the  level  of  the 
anterior  superior  spine  of  the  ileum.  The  temperature  curve 
was  characteristic  of  septic  infection,  urine  loaded  with  pus,  and 
patient's  general  condition  extremely  bad.  In  digital  exam- 
ination a  stone  was  felt  up  under  the  bladder,  occupying  position 
of  the  lower  end  of  the  left  ureter.  It  was  clearly  a  case  of  pus 
kidney  (from  ureteral  calculus)  engrafted  upon  hydronephrosis. 
On  account  of  the  extensive  dilatation  of  the  kidney  and  the 
patient's  physical  condition,  and  believing  she  could  not  stand 
drainage  of  prolonged  suppuration  incident  to  removal  of  stone, 
nephrectomy  was  decided  upon.  The  loin  incision,  5  inches  in 
length,  extended  obliquely  downward  and  forward.  The 
kidney  was  evacuated,  and  after  some  difficulty  was  delivered 
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through  the  wound  and  cut  free  from  its  vessels.  The  ureter 
was  then  cleaned  by  digital  dissection  and  cut  off  close  to  the 
bladder  with  a  long  pair  of  scissors  passed  through  the  loin 
incision.     The  ureteral  stump  was  not  ligated. 

Case  VI  gave  a  history  of  hydronephrosis  from  childhood, 
repeated  swelling,  pain  and  tenderness  in  left  side  and  later 
copious  discharge  of  pus  in  lu-ine.  Urine  was  rarely  free  from  it. 
After  growing  up  to  adult  life  trouble  became  worse  and  the 
distention  more  frequent  with  chills  and  irregular  temperature. 
For  the  past  twelve  months  the  left  lumbar  and  hypochondriac 
regions  have  been  distended  by  a  mass  extending  nearly  to  the 
median  line  in  front  and  as  low  as  the  anterior  superior  spine  of 
the  ileum.  Occasionally  the  rounded  outline  would  disappear, 
but  on  deep  palpation  a  semifluctuating  mass  could  occasionally 
be  felt.  A  ureteral  catheter  entered  the  ureter  for  about  an 
inch  and  there  met  with  obstruction.  On  account  of  the  chron- 
icity  of  the  case  and  enormous  dilatation  of  the  kidney,  neph- 
rectomy was  done.  Considerable  difficulty  was  experienced 
in  dissecting  the  kidney  free  on  account  of  perinephritis,  and 
for  the  same  reason  a  second  incision  in  the  left  iliac  region  was 
necessary  to  separate  the  ureter  from  the  iliac  vessels.  Close 
to  the  bladder  a  fibrous  band  was  encountered  passing  over  the 
ureter  and  drawing  it  sharply  downward  causing  a  "Z  "-shaped 
kink.  The  ureter  was  dilated  to  this  point  but  here  suddenly 
reduced  to  its  normal  size.  The  band  was  broken  and  a  slight 
portion  of  the  normal  ureter  separated  and  pulled  out  of  the 
bladder  walls  and  cut  off  with  scissors. 

Both  patients  made  good  recoveries. 

For  convenience  of  description,  I  would  divide  the  subject  of 
pyonephrosis  into  two  classes.  First,  cases  due  to  primary 
infection  of  the  pelvis  of  the  kidne3^  Second,  pyonephrosis 
engrafted  upon  hydronephrosis. 

Not  infrequently  kidneys  of  the  class  first  mentioned  are 
unnecessarily  sacrificed  for  the  lack  of  careful  investigation.  I 
refer  particularly  to  examination  of  urine  for  solids  in  preference 
to  testing  permability  with  drugs. 

When  the  disease  follows  hydronephrosis  it  is  not  so  important 
from  the  fact  that  tissue  atrophy  occurs  and  destroys  the 
usefulness  of  the  kidney,  especially  in  chronic  cases.  Besides 
this,  the  history',  the  large  size  of  the  pus  sac,  and  other  symp- 
toms elicited  by  palpation  would  prevent  one  from  confusing 
this  condition  with  suppuration  originating  in  primary  infection 
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except  in  rare  instances.  Exceptions  are  encountered  in  cases 
of  spontaneous  removal  of  the  obstruction  to  the  outflow  of 
urine,  when  large  flaccid  kidney  sacs  may  collapse  so  completely 
that  they  not  only  lose  their  outline,  but  it  may  not  be  possible 
to  detect  them  by  careful  palpation  even  in  thin  relaxed  subjects. 

Then  it  will  become  expedient  to  resort  to  the  well-known 
method  of  measuring  the  capacity  of  the  kidney  by  ureteral 
cathetrization  for  examination  for  solid  constituents  of  the 
urine.  Enormous  capacity  and  the  absence  of  urinary  solids 
indicate  renal  atrophy. 

In  pyonephrosis  of  primary  pelvic  infection,  the  mass  or  sac 
does  not  grow  so  large  but  preserve  more  or  less  of  the  renal 
contour,  palpation,  therefore,  may  lead  us  to  suspect  the  nature 
of  the  case  at  once.  However,  smaller  capacity  of  the  kidney 
and  the  presence  of  a  fair  percentage  of  urinary  solids  warrants 
an  attempt  to  save  the  kidney.  In  chronic  cases  the  walls  of 
the  pelvis  may  be  so  thickened  from  previous  attacks  that  it 
does  not  dilate  materially  but  the  mass  increases  at  the  expense 
of  the  calices.  This  gives  the  kidney  a  lobulated  appearance, 
indicating  atrophy  of  renal  tissue  and  prompts  further  investiga- 
tion. When  it  is  impractical  to  collect  urine  from  the  kidneys 
separately,  preoperative  investigation  is  unsatisfactory.  This 
may  occur  with  kinked  or  impacted  ureters.  Dependence 
then  must  be  placed  upon  the  gross  appearance  of  the  kidney. 
It  should  be  opened  extensively  (if  necessary  from  pole  to  pole), 
and  the  pyramids  inspected.  If  atrophy  has  not  occurred  the 
kidney  may  be  saved  provided  the  obstruction  can  be  relieved. 
Upon  the  other  hand  if  the  pyramids  have  atrophied  or  if  the 
pelvis  is  filled  with  cheesy  or  inspissated  pus  and  tissue  debris 
masses  it  is  an  evidence  of  complete  blocking,  chronicity  and 
tissue  atrophy. 

In  doubtful  cases  temporary  drainage  through  the  loin  incision 
may  be  resorted  to  and  urine  collected  for  analysis.  If  the  uri- 
nary solids  are  not  present  or  do  not  progressively  increase  as  the 
discharge  of  pus  subsides,  tissue  atrophy  has  occurred  and  the 
uselessness  of  the  kidney  proven.  A  free  flow  of  watery  urine 
with  the  absence  of  solidsindicates  functional  activity  of  the  cor- 
tex and  destruction  of  the  pyramids.  In  such  circumstances  the 
cortical  portion  of  the  kidney  is  not  only  of  no  service  but  is 
positively  harmful  as  a  contributing  factor  to  the  supurative 
process.  Upon  the  other  hand  if  the  functional  activity  of  the 
pyramidal  portion  of  the  kidney  has  not  been  lost  and  if  there  is 
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shown  a  tendency  to  increase  the  output  of  urinary  solids,  the 
kidney  may  be  saved  provided  the  pelvis  is  neither  excessively 
dilated  nor  anchored  mesal  to  the  peritoneum  and  deeper  tissues 
by  perinephritis.  The  tendency  in  such  circumstances  is  to  the 
formation  of  pockets  and  accumulation  of  residual  urine  that  may 
undergo  decomposition  and  become  a  fertile  culture  media. 

In  connection  with  the  above  brief  outline  the  general  health 
of  the  patient  and  other  circumstance  must  be  considered.  If 
the  patient  cannot  withstand  prolonged  suppuration  and  dis- 
comfort or  drainage,  a  kidney  that  otherwise  might  be  saved, 
must  be  sacrificed.  Again  perinephritis  involving  the  pedicle, 
making  it  rigid  and  interfering  -with  proper  anchorage  of  the 
kidney  to  the  loin  incision,  increases  liability  to  urinary  extra- 
vasation in  the  extraperitoneal  fatty  tissue  and  becomes  a  com- 
plication that  may  warrant  the  sacrifice  of  a  kidney  that  might 
in  other  circumstances  be  saved. 

If  the  colon  be  involved  and  its  walls  softened  by  intense  infec- 
tion, it  is  better  to  extirpate  the  kidney  as  urinary  extravasa- 
tion is  liable  to  result  in  fecal  fistula  and  death. 

1 86  South  Psyor  Street. 
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The  so-called  vasomotor  and  trophoneuroses  play  an  impor- 
tant part  in  the  practice  of  medicine  and  from  the  frequency  of 
their  occurrence  in  the  female  should  be  particularly  important 
to  those  interested  in  the  specialties  of  diseases  of  women  and 
children.  A  painstaking  research  of  the  literature  has  shown 
that  a  concise  modern  resume  of  the  vasomotor  and  tropho- 
neuroses exists  nowhere  in  the  English,  and  therefore  a  paper 
upon  the  nature  and  treatment  of  such  disorders  should  be 
welcomed. 

The  acroneuroses  form  a  small  part  of  the  so-called  functional 
neuroses,  yet  an  intimate  acquaintance  of  their  essential  nature 
is  important  for  understanding  the  mechanism  of  vascular  spasm 
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and  paresis.  The  various  vaso-motor  disorders  exist  both  as 
symptoms  in  other  organic  disease  and  as  distinct  functional 
disease  entities.  The  importance  of  more  extended  research 
upon  the  anatomy  and  physiology  of  the  vasomotor  nerves  and 
their  disorders  is  obvious.  The  difficulty  of  such  study  is  like- 
wise apparent  and  accounts  in  no  small  part  for  the  indefinite 
data  regarding  the  pathogeny  of  the  acroneuroses. 

In  view  of  the  foregoing,  the  author  has  prepared  for  the 
Journal's  readers  a  resume  of  the  entire  subject,  excluding 
all  data  not  authentic  or  fully  proven.  It  is  hoped  that  the 
paper  will  stimulate  to  renewed  inquiry  in  this  special  field. 

ANATOMY    AND    PHYSIOLOGY    OF    THE    VASOMOTOR    NERVES. 

(Angiospasm  and  Angio paresis.) 

In  the  conviction  that  a  vasomotor  center  must  exist  some- 
where in  the  central  nervous  system,  the  earliest  efforts  of  experi- 
menters were  in  this  direction.     The  first  clue  was  given  to  a 
center  or  path  in  the  floor  of  the  fourth  ventricle  which  stood 
m  relation  at  least  to  the  vasomotor  apparatus  of  the  liver  and 
kidneys  (Bernard).     Ludwig  isolated  a  center  in  this  locality, 
stimulation  of  which  caused  narrowing  of  all  the  arterioles  in  the 
body;  while  destruction  of  the  same  caused  paresis  of  these  ves- 
sels.    It  was  next  learned  that  the  vasomotor  paths  did  not  lie 
either  in  the  anterior,  posterior  or  posterolateral  columns  of  the 
cord.     They,  therefore,  must  be  found  if  at  all  only  in  the   an- 
terior portion  of  the  lateral  columns,  and  are  more  likely  to 
be  found  in  the  gray  matter  rather  than  in  the  white.     In  the 
course  of  time  it  was  accepted  that  the  vasomotor  apparatus 
m  the  cord  consisted  of  ganglionic  cells  in  the  anterior  horns 
of  gray  matter  (its  median-dorsal  zone)   which  are  small  and 
connected  ^yith  one  another  by  thin  fibers,  some  of  these  passing 
out  of  the  cord  in  the  anterior  spinal  roots,  later  anastomosing 
with  the  independent  sympathetic  system.     Anatomical  demon- 
strations of  this  continuity  have  been  all  but  impossible,  but  it 
has  been  shown  repeatedly  by  anatomophysiological  experiment. 
Division  of  the  sympathetic  trunks  at  any  level  may  be  followed 
by  degeneration  of  certain  of  the  ganglion  cells  of  the  cord,  not 
only  those  mentioned  above,  but  others  here  and  there  through- 
out the  gray  matter  elsewhere  in  the  cord.     To  sum  up  our  know- 
ledge of  the  vasomotor  nerves  of  the  extremities,  the  head  is 
supplied  chiefly  from  the  cervical  sympathetic,  although  a  few 
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fibers  proceed  directly  from  the  vasomotor  center  in  the  medulla 
through  the  cranial  nerves  which  originate  in  that  locality. 
The  upper  extremities  receive  their  vasomotor  fibers  through 
the  anterior  roots  of  fourth  to  the  tenth  dorsal  nerves,  from 
which  they  pass  through  the  rami  commimicantes  to  the  transi- 
tion cord,  thence  to  the  stellate  ganglion  and  brachial  plexus. 
Similarly  the  lower  extremity  is  supplied  through  the  anterior 
roots  of  the  last  dorsal  and  first  three  lumbar  nerves,  the  fibers 
passing  thence  to  the  sympathetic  ganglion  (sixth  and  seventh 
lumbar  and  first  and  second  sacral). 

It  was  long  believed  that  the  vasomotor  nerves  passed  only 
to  the  arteries,  but  later  it  was  recognized  that  the  veins  also 
possessed  contracting  nerve  fibers  (venomotors) ,  the  course  and 
distribution  of  which  agreed  throughout  with  that  of  the  arterio- 
motors. 

The  exact  peripheral  distribution  of  the  sympathetic  supply 
of  the  arteries  and  veins  is  given  with  sufiicient  thoroughness  and 
precision  in  the  standard  works  on  general  anatomy,  gross  and 
microscopic.  Neurology  does  not  concern  itself  much  with  this 
phase  of  the  subject-matter. 

Let  us  now  consider  the  physiological  relations  of  the  vaso- 
motor center  of  the  medulla.  There  is  consensus  in  the  belief 
that  this  center  exerts  a  toning  fimction,  an  uninterrupted 
impulse  which  maintains  a  status  of  medium  vascular  contrac- 
tion. This  function  is  known  to  be  modifiable  through  the  blood 
composition,  air  hunger  causing  excess-contraction.  The  same 
phenomenon  occurs  simply  from  shutting  off  the  arterial  blood 
supply,  from  certain  acute  poisonings  (nux  vomica,  tobacco) 
and  from  electric  stimulation  of  the  center.  The  latter  may  be 
reflexly  excited  or  depressed,  and  it  is  believed  that  excitory  and 
depressing  fibers  exist  independently  of  each  other  in  all  sensory 
nerves.  Stimulation  of  excitory  fibers  causes  rise  of  blood  pres- 
sure, and  the  kind  of  peripheral  stimulation  varies  within  wide 
lim.its.  Electrical  stimulation  of  the  skin,  cold  or  heat  to  the 
surface,  tickling,  unpleasant  odors,  tastes,  and  irritation  of  the 
optic  and  acoustic  nerves  may  all  cause  reflex  angiospasm  with 
reduction  in  size  and  lowering  of  siu-face  temperature  in  the 
extremities.  The  same  reflex  can  be  obtained  in  the  mucosae. 
The  opposite  reflex  due  to  vasodilatation  results  from  certain 
painful  sensations,  also  from  agreeable  odors  and  tastes. 

It  does  not  appear  that  vasodilatation  in  such  cases  is  pre- 
ceded as  a  rule  by  vasoconstriction  or  that  primary  angiospasm 
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is  followed  by  vasodilatation,  although  such  sequences  are  some- 
times m  evidence.  Reflexes  like  those  just  narrated  have  been 
studied  m  detail  in  hysterical  subjects  and  others  in  whom 
reflex  excitability  is  increased.  Sleeping  subjects  have  been 
tested.  Vasoconstriction  may  be  elicited  far  more  frequently 
than  vasodilatation.  The  reflex  is  universal  in  its  radiation 
but  the  irritated  part  is  the  first  to  show  it.  When  vasodilatation 
IS  obtained  the  subject  is  often  in  a  state  of  general  fatigue. 

The  highest  type  of  depressing  or  vasodilator  action  is  seen 
after  section  of  the  sympathetic,  where,  as  best  typified  in  the 
ear,  redness,  heat  and  swelling  result.     But  when  stimulation 
is  sufficiently  pushed,  vasodilatation  also  sets  in  as  a  patho- 
logical phase  with  similar  manifestations.     In  peripheral  palsies 
the  vasomotor  symptoms  naturally  resemble  those  seen  after 
section  and  exhaustion,  but  there  are  some  paradoxal  factors 
concerned    here    because   section    of   peripheral    nerves   is   not 
necessarily  followed  by  rise  of  temperature  in  the  extremities 
and  Weir  Mitchell  never  saw  this  sequence  develop.     Evidently 
section  of  an  entire  mixed  nerve  produces  some  compensatory 
changes  which  are  not  in  evidence  after  simple  division  of  the 
sympathetic.     If  the  entire  spinal  cord  is  divided,  the  tempera- 
ture rise  m  the  extremities  is  sudden  and  marked. 

Stimulation  in  any  way  of  the  vasomotor  center  naturally 
increases  the  work  of  the  heart,  and  vice  versa,  and  a  ^ort  of 
VICIOUS  circle  is  set  up,  so  that  the  most  peripheral  localities 
like  the  nose,  ears  and  digits  have  their  circulation  greatly 
modified  as  compared  with  localities  more  centrally  seated 
An  anatomical  element  is  a  factor  here,  to  wit,  the  very  different 
degree  of  development  of  the  muscular  coat  of  the  arteries  in 
different  localities.  This  is  why  certain  structures  are  hardly  if 
at  all  affected  by  vasomotor  disturbances— the  bones  and  the 
great  vascular  trunks  for  example— for  their  blood-vessels  have 
a  poorly  developed  muscularis. 

The  groups  of  ganglion  cells  throughout  the  cord  which  make 
up  such  an  integral  part  of  the  vasomotor  tracts  all  constitute 
so  many  secondary  vasomotor  centers;  and  when  these  are 
divided,  or  stimulated  directly  or  reflexly  at  different  levels 
phenomena  result  in  the  peripheral  circulation  which  are  of  the 
same  character  as  those  already  narrated. 

Even  after  the  entire  central  nervous  system  has  been  extir- 
pated, some  vascular  tonus  is  seen  to  remain.  Local  peripheral 
centers  must  therefore  exist,  and  such  are  seated  in  the  coats  of 
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peripheral  blood-vessels.  These  have  not  only  been  seen  in  the 
'alventitia  and  muscularis.  as  plexuses  and  i-lated  -i^^^^^^^^^^ 
they  can  be  stimulated  by  adrenalin  injected  into  the  general 
circulation  in  animals  deprived  of  all  ---'^-'^^'"''T^^^Z^^ 
These  structures  can  also  be  made  to  respond  to  reflex  irri  ation 
Uke  the  central  centers,  and  several  mechanical  and  the-aUoc  1 
reflexes  can  be  explained  in  no  other  way.  Here  belong  der 
tuographism  and  Gubler's  vein  phenomenon  (percussion  of  a 
dorsal  vein  of  the  hand  causes  diminished  caliber  up  to  afface- 
ment  in  specially  irritable  individuals) . 

We  nercome  to  the  question  of  the  existence  or  nonexistence 
of  special  central  or  peripheral  centers  for  vasocontract.on  or 
vas^ilatation.     While  there  is  evidence  that  snch  stmctnr  s 
exist  they  have  not  yet  been  isolated.     They  are  assumed  to 
ex       in  the  medulla  and  cord,  whence  it  naturally  must  follow 
that  special  dilator  and  constrictor  fibers  ex.st.     Many  phe^ 
nomena   can   only  be   explained   on  these   f"PP°»:  """f;    ^e 
existence  of  a  special  dilator  center  >s  bound  up  w>th  the  phe 
nomenon  of  "heat  puncture."     It  has  long  been  1-°™  tha^ 
irritation  of  various  portions  of  the  encephalon  causes  nse  ra 
tlperature  which  is  incidental  to  vasodilatation,   "l^"--  -^ 
of  certain  areas  of  the  cortex  in  the  dog  causes  nse  of  temperature 
in  the  opposite  halt  of  the  body,  which  sets  m  immediately  and 
varies  from  .=  to  ,3°  C.     This  cortical  *ermogemc  area  co,^^ 
snonds  to  a  large  extent  with  the  motor  area  of  the  fore-  and 
iXarter,     The  rise  may  persist  for  days.     A  correspondmg 
center  for  the  head  has  not  been  found.     It  should  be  sa,d  that 
the  existence  of  this  thermogenic  area  in  the  ~;"^  \'=;'' 
disputed.     Some  would  locate  such  a  center  m  the  subcortex, 
e^edally  in  the  corpus  striatum,  and  the  most  -cen    stnd- 
place  it  in  the  free  border  of  the  caudate  nucleus.     Phenomena 
in  man  analogous  to  those  obtained  by  experiment  m  the  do 
are  not  known  to  exist,  which  robs  this  matter  of  much  of  its 

'"The'*exact  area  of  the  vasomotor  center  in  the  medulla  has 
been  the  subject  of  much  debate,  and  clinical  and  Pathological 
studies  in  the  human  subject  have  contributed  many  data 
which  are  in  fair  accord  with  the  results  of  animal  e^cpenment^ 
It  may  suffice  to  give  the  following  ™°'^lf  ""^  u  ,i,L  !"e 
nection  without  pausing  to  relate  the  steps  by  -hi*  they  are 
attained:  Animal  experiment  shows  that  the  seat  of  the  center 
in  the  medulla  corresponds  to  a  large  portion  of  the  fourth 
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ventricle   while  pathological  studies  in  man  serve  to  make  this 

ca^n^t  h         T  Tl"  '"''''''  ""'  ^  "2-°-  demonstrat  on 
of  Z      rt  ""'  ""''^  ''"^  *'^°  '^^'^  <^^™t^<l  to  the  site 

of  he  paths  between  the  center  in  the  medulla  and  the  gangiion 
cell  m  the  cord,  and  also  as  to  the  existence  of  paths  above  he 
center  leadmg  to  vasomotor  areas  in  the  gray  matter  of  ortex 
and  subcortex.  It  seems  safe  to  assume  that  the  system  Is  a 
whole  has  many  different  levels.  It  is  probable  but  not  proven 
hat  a  superior  high  level  exists  in  the  cortex  through  the 

hilhTsf  Zr     '°  *''\r=".-b-'ti-'  ganglia,  where  the  nex 
highest  level  occurs  either  in  the  thalamus  or  caudate  nucleus 
The  conducting  paths  then  lead  through  the  pons  to  the  great 
c  nter  m  the  medulla^     Other  fibers  pass  into  t'he  lateral  asp  ct 
of  the  cord  where  the  central  gray  matter  constitutes  a  con- 

nuous  series  of  spinal  centers.  The  rest  of  the  system  has 
already  been  considered,  the  lowest  level  of  centers  betogTn  the 
coats  of  the  peripheral  vessels  themselves 

Two  other  conclusions  must  here   be  inserted.      ,.  Special 

Zctill:  ='n"°'"'cally,    and    2.  while    the    vasomotor 

let  i  far  rn""-'"  M  constriction  and  dilatation,  the  former 
far  more  TT  '"""•  ""^  ""''^^  ^^"^^  stimulation  we  are 
r«hr;^arn:LpTrer"'"'°°  "'^"  ^ilatation-angiospasm 
The  physiology  of  glandular  activity  and  those  of  trophic 
disturbance  may  be  left  out  of  consideration,  th,  first  becau  e 

elude  them  "      '  """""^  °'  '"''  ^'l^  ^oes  not  in: 


Acropa,asmena  is  essentially  a  sensory  neurosis  of  the  periph- 
oblt  "''■  "'"'"f^  °'  *''^  extremities,  characterized  by 
Ob  ectve  sensation  of  burning,  pricking,  pins-and-needles,  numb- 
ness crawling,  itching  or  breaking  sensations 

The  disorder  was  first  recognized  by  Nothnagel  in  1867      Its 
hnical  manifestations  as  a  neurosis  were,  however    first  out 

caTes  'Z"'T^  °'  ^°T  '"  '''°-  ™  ^  -P-'  of'thhty  one 
characterized  b  "^T  ""'""°''  '°  "''"  '^P*^  "^  ""=  disorder 
aUvat  jr.  "''T  °'''  '"  the  extremities,  recurring  periodic- 
it  obeeti  '°  r  '  ""'^  '"^'^  ""^"°2-  D»-  "-t  »a'y-d 
ases's'T"  '"'*""''  "  '^'5  in  a  report  of  twenty-eight 

Lacauer tZ    ''  "7  -T'"'^  "P°"  "'^  =^"^J^^'  »  ^he  same  year. 
Lacquer  further  contributed  to  our  knowledge  of  acroparasthesia 
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in  a  paper  published  at  Frankfort  in  1893.  It  remained  for 
Schultze  of  Bonn,  however,  in  1893,  to  coin  the  word  by  which  the 
affection  is  commonly  known. 

The  disease  is  of  much  more  frequent  occurrence  than  is  ordina- 
rily supposed.  It  forms  about  3  per  cent,  of  all  cases  frequenting 
nervous  clinics.  It  is  therefore  seen  about  one-tenth  as  fre- 
quently as  neurasthenia.  Several  hundred  cases  have  been 
placed  on  record  and  carefully  analyzed. 

Etiology. — The  great  maj  ority  of  patients  are  females.  Frankl- 
Hochwart  found  only  twelve  males  in  162  cases.  The  greatest 
age  incidence  is  from  thirty  to  sixty  (106  in  129).  Extremes  of 
age  are  twelve  years  and  seventy  and  upward. 

Occupation. — The  laboring  classes  furnish  most  of  the  cases, 
such  as  laundresses  and  others  who  work  with  hands  in  water. 
Cabmen  who  wash  their  vehicles  in  all  kinds  of  weather  fre- 
quently suffer,  showing  the  joint  action  of  wet  and  cold.  Over- 
use of  the  hands  in  sewing,  milking,  etc.,  will  produce  the  con- 
dition. The  menopause  is  apparently  a  predisposing  factor,  and 
a  further  dependence  on  the  sexual  life  in  women  is  seen  in  cases 
which  occur  in  pregnancy,  the  puerperium  and  in  one  case  after 
extirpation  of  a  uterine  myoma  and  ovariotomy  (Cassirer, 
Sinkler) . 

Attempts  to  implicate  the  circulation  such  as  in  the  anemias 
and  arterioscleroses,  rheumatism,  etc.,  are  less  successful.  These 
factors  can  act  only  in  the  most  general  way,  by  impairing  the 
general  bodily  vigor.  Few  cases  are  referable  to  alcohol  and 
other  intoxicants  and  traumatism.  No  hereditary  influence, 
syphilis,  race,  or  neuropathic  constitution  can  be  traced  in  its 
etiology.  The  disorder  stands  in  some  causal  relation  to  mal- 
nutrition, especially  to  derangement  of  the  gastrointestinal 
functions.  In  a  half  of  the  cases  indicanuria  exists.  A  third  of 
the  cases  suffer  from  constipation.  A  fifth  of  the  cases  are 
grossly  obese  and  of  sallow  complexion,  and  suffer  from  some 
form  of  dyspepsia  (Lesem).  It  would  therefore  seem  that  auto- 
intoxication plays  the  greatest  single  role  in  its  causation  aside 
from  occupational  exposures.  An  excessive  alkalinity  of  blood 
was  found  in  a  third  of  Collins'  cases  (2.4  per  cent.;  2  per  cent, 
is  normal). 

Symptomatology . — The  patients  complain  most  frequently  of 
unpleasant  sensations  in  the  hands  and  less  commonly  in  the  feet. 
These  parasthesias  comprise  formication,  itching,  numbness, 
hyperasthesia  and  others  more  complicated  and  systematized. 
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They  are  usually  intermittent,  not  continuous,  most  marked  at 
night  and  in  the  early  morning  hours.  Some  motor  inefficiency 
may  be  present  also  on  awakening,  as  shown  by  awkwardness  in 
dressing.  This,  however,  soon  wears  off  and  its  disappearance  is 
also  hastened  by  friction.  Parasthesias  are  in  some  cases  limited 
to  these  waking  moments.  Both  hands  are  usually  involved, 
one  more  than  the  other,  but  the  disturbance  may  be  limited  to  a 
part  of  one  hand,  or  even  one  finger.  The  feet  sometimes  partici- 
pate in  this  symptom-complex  and  very  rarely  the  tongue  and 
lips.  The  parasthesia  does  not  conform  to  any  particular  nerve 
distribution  although  the  ulnar  side  of  the  hand  is  most  commonly 
affected.* 

The  objective  findings  are  very  meager.  Tactile  sensibility 
is  little  altered.  Only  in  exceptional  cases  can  objective  disorders 
of  sensations  or  motility  be  demonstrated.  There  is  no  tender- 
ness along  the  nerve  trunks  nor  are  the  parts  painful  to  pressure. 
Pallor  is  sometimes  evident  and  these  patients  complain  espe- 
cially of  algid  sensations.  The  so-called  vasomotor  complex  of 
pallor,  objective  coldness  and  cyanosis  with  subsequent  heat  and 
blushing  is  seen  in  a  small  percentage  of  cases.  This  type  may 
perhaps  be  best  regarded  as  an  abortive  form  of  Raynaud's 
disease,  the  Nothnagel  type  to  distinguish  it  from  the  ordinary 
Schultze  type.  But  local  asphyxia  does  not  as  a  general  rule 
cause  acroparasthesia. 

Diagnosis. — This  is  not  usually  difficult,  but  many  conditions 
of  the  nervous  system  are  accompanied  by  paresthesise.  Thus 
in  mild  sensory  neuritis  where  disturbances  of  motility  and  nutri- 
tion are  absent  we  may  have  paresthesia  in  the  distribution  of  the 
nerve.  In  this  condition  there  is  usually  increased  sensitiveness 
to  pressure,  and  absence  of  the  tendon  phenomenon.  Buzzard 
has  reported  cases  of  peripheral  neuritis  in  which  the  subjective 
symptoms  were  those  of  acroparesthesia,  including  the  vasomotor 
disturbances.  In  his  cases  the  paresthesia  was  also  worse  in  the 
morning.  If  paralysis  and  lowering  of  electric  excitability  are 
present,  neuritis  is  of  course  in  evidence,  and  hence  Buzzard's 

*  Attempts,  however,  are  not  wanting  to  show  that  acroparasthesia  is  a  posterior 
spinal  root  disease  (Sinkler,  Dejerine  and  Egger,  and  Pick).  The  authors  assume 
that  an  irritation  of  the  posterior  roots  in  the  intramedullary  portion  causes  a  vaso- 
constriction of  the  arterioles  of  the  fingers,  whereupon  the  disturbance  of  subjective 
sensibility  results.  The  objective  disturbance  represents  a  simple  sensory  irritation 
without  vasomotor  implication.  We  are  quite  ignorant  of  the  nature  of  the  central 
irritation.  It  hardly  seems  likely  that  this  disorder  can  be  made  to  parallel  posterior 
poliomyelitis  as  here  attempted.  The  great  majority  of  cases  of  acroparasthesia 
cannot  be  made  to  assume  the  radicular  type  as  shown  in  Egger's  text  figures. 
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cases  have  unanimously  been  looked  upon  as  neuritis  rather  than 
acroparesthesia. 

In  Schmidt's  twenty-one  cases  of  acroparesthesia  there  were 
neuralgiform  pains  and  bilateral  tenderness  over  the  brachial 
plexus.  This  type  of  cases  according  to  Schmidt  is  more  common 
in  men.  Of  the  greatest  significance,  however,  is  the  fact  that 
these  patients  were  tuberculous  and  had  lesions  of  the  apices,  and 
there  was  apparently  a  definite  relationship  between  both  the 
incidence  and  the  severity  of  the  two  affections. 

Acroparesthesia  may  therefore  accompany  certain  cases  of 
peripheral  neuritis  and  neuralgia.  There  is  a  similar  association 
with  certain  professional  neuroses,  but  acroparesthesia  essentialis 
cannot  be  regarded  as  in  any  sense  a  neurosis  of  excessive  action ; 
on  the  contrary  it  often  improves  under  similar  occupations. 

It  is  very  difficult  to  distinguish  at  times  between  essential 
acroparesthesia  and  hysteria,  for  paresthesia  is  a  hysterical 
stigma.  We  have  to  exclude  hysteria  through  the  absence  of 
other  hysterical  phenomena,  natural  and  induced.  Whatever 
may  be  said  of  hysteria  in  this  connection  also  holds  good  for 
neurasthenia. 

Berger  has  seen  paresthesiae  which  markedly  resemble  and  yet 
differ  decidedly  from  acroparesthesia.  They  occur  chiefly  in  the 
young  and  are  described  chiefly  in  the  lower  extremities.  The 
paresthesiae  come  on  after  prolonged  standing,  and  extend  from 
center  to  periphery.  They  may  be  unilateral  or  bilateral.  They 
comprise  formication,  tingling,  burning,  etc.  They  occur  in 
paroxysms  of  perhaps  a  few  minutes'  duration  and  are  accom- 
panied by  a  feeling  of  great  weakness.  The  attacks  may  succeed 
each  other  rapidly  and  terminate  in  a  state  of  hypochondria. 
Vasomotor  phenomena  are  absent.  This  condition  is  a  very 
distressing  one  and  does  not  yield  to  any  known  treatment. 
Cassirer  has  seen  one  cas6  only. 

Tetany  may  be  accompanied  by  paresthesiae  but  there  should 
be  no  trouble  in  excluding  it.  The  same  may  be  said  of  acromeg- 
aly. In  the  latter  condition  we  may  see  not  onl}'  acroparesthesia 
but  acroasphyxia.  The  vasomotor  type  of  acroparesthesia  may 
be    encountered    in    erythromelalgia    and    Ra}Tiaud's    disease. 

Of  organic  affections  of  the  central  nervous  system  tabes 
dorsalis  and  spinal  syphilis  are  known  to  be  accompanied  with 
acroparesthesia.  There  seems  no  doubt  that  unilateral  acro- 
paresthesia may  be  of  intracranial  origin.  It  may  precede  or 
accompany  apoplexy  and  in  certain  cases  may  in  itself  represent 
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a  minimal  apoplexy  in  connection  with  arteriosclerosis  of  the 
cerebral  vessels. 

Toxic  acroparesthesia  has  been  seen  in  ergotism,  alcoholism, 
diabetis  and  Bright's. 

Prognosis: — This  is  not  good  as  far  as  chance  of  recovery  goes. 
The  condition  may  persist  for  years  without  growing  worse  or 
developing  complications. 

Treatment. — When  the  cause  is  sufficiently  obvious  the  occupa- 
tion must  be  changed,  but  owing  to  the  poverty  of  the  \'ictims 
this  is  not  readily  accomplished. 

Faradism  is  apparently  the  most  successful  remedy.  The 
brush  or  hand  bath  may  be  used.  It  is  not  always  efficacious. 
Other  measures  which  have  been  recommended  are  galvanism  of 
the  cervical  spine,  and  Franklinisation.  Hydriatic  measures  of 
various  kinds  have  seemed  to  be  beneficial — alternation  of  hot 
and  cold  douches,  general  bathing,  use  of  salt-water  frictions. 
Alcohol  frictions  are  also  recommended. 

Drugs  are  used  on  indication  only,  as  those  applicable  to 
underlying  states  such  as  anemia,  digestive  disturbances,  ner- 
vousness, etc.  Thus  Saundby  claimed  brilliant  results  from 
rhubarb  and  calomel,  his  cases  evidently  depending  on  conditions 
of  the  stomach  and  bowels. 

Akinesia  Alger  a. — Mobius  first  described  this  condition  in  1891 
as  one  in  which  motion  was  so  painful  that  the  patient  was  prac- 
tically motionless.  General  neurasthenia  coexists.  The  condi- 
tion seems  to  set  in  after  overexertion.  Patients  are  to  be  con- 
ceived as  "hypos,  with  pain  illusions,"  the  pain  being  hysterical 
in  type.  There  are  analogies  between  this  affection  and  total 
anesthesia.  The  condition  partakes  of  the  nature  of  the  severest 
neurasthenia,  hysteria,  and  hypochondria  and  Mobius  regards  the 
victims  as  essentially  paranoiacs.  Recent  observers  have  seen 
the  condition  with  recurrent  mania.  The  amount  and  character 
of  the  suffering  being  about  persecutory  delusions,  hallucinations 
and  suicidal  impulses.  Concerted  action  is  impossible.  The 
eyes  suffer  from  photophobia,  attempts  to  think  produce  head- 
ache. As  pains  of  such  nature  and  amount  could  not  be  accounted 
for  objectively,  some  writers  believe  the  condition  to  be  one  of 
insanity  from  the  very  outset. 

Oppenheim  sought  to  show  that  this  condition  is  but  a  symptom 
which  may  accompany  any  psychoneurosis  or  psychosis.  A  mild 
case  produces  the  impression  of  a  traumatic  neurosis. 

Bechterew  saw  the  condition  in  1879,  or  many  years  before 
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Mobius  first  described  it.  He  has  seen  in  all  three  cases  and 
regards  the  condition  as  a  psychosis. 

Stompfe  in  1898  reported  cases  in  a  brother  and  sister. 

The  source  of  the  pain  is  the  vital  point.  It  is  really  psycho- 
genic. Bechterew  saw  evidence  of  actual  pain  (disturbances  in 
pupils,  pulse  and  respiration).  In  some  cases  objective  sources 
of  pain  can  be  demonstrated.  Bechterew  also  found  painful 
zones  in  hypnotized  patients. 

M.  Schaikewicz  relates  a  case  in  which  he  thinks  pain  might 
possibly  be  referred  to  flat-foot.  In  another  case  profound 
hypochondria  was  the  only  objective  condition.  Of  all  the 
material  thus  far  reported,  the  author's  flat-foot  case  was  the 
only  one  without  the  psychoneurotic  substratum.  He  was  no 
paranoiac  and  presented  no  evidences  of  hysteria  or  hypo- 
chondria. The  pains  were  not  referred  to  the  feet,  and  con- 
genital flat-foot  is  said  to  be  essentially  painless. 

The  patient  was  a  soldier  twenty-seven  years  old.  He  could 
not  walk  or  even  move  his  legs  in  bed  for  the  pain.  The  con- 
dition had  lasted  six  years,  having  begun  without  apparent  cause. 
Passive  motion  caused  pain  equally  with  active  motion.  Pressure 
and  percussion  were  painful.  Psychically  j>atient  was  depressed 
and  apathetic.  Sensorium  normal  in  all  respects.  Special 
senses  all  normal.  Patient  could  not  be  hypnotized.  Suggestion 
was  tried  under  chloroform  but  to  no  purpose. 

ACUTE    CIRCUMSCRIBED   EDEMA. 

Acute  circumscribed  edema  is  an  affection  characterized  by  the 
occurrence  of  local  edematous  swellings,  more  or  less  limited  in 
extent,  and  of  transient  duration.  It  has  been  called  Quincke's 
disease. 

Etiology. — Sex  appears  to  exert  no  influence.  The  affection 
occurs  at  almost  any  age,  and  the  decade  of  greatest  incidence  is 
the  third  with  the  fourth  next  in  order,  and  the  first  decade  of  life 
third.  The  disease  has  been  seen  in  very  young  niu-slings,  and 
no  doubt  very  full  statistics  would  show  a  steady  incidence  up  to 
the  age  of  forty,  after  which  there  is  a  steady  and  rapid  decline, 
so  that  very  few  cases  have  been  noted  in  the  aged. 

Occupation  exerts  but  little  influence.  In  some  cases  there 
has  been  exposure  to  cold  air  or  water. 

The  disease  belongs  in  part  to  the  familial  maladies,  and  has 
occxured  in  several   successive  generations.     In  these  familial 
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cases  the  inheritance  appears  to  follow  certain  unknown  laws. 
"Equivalents"  in  family  cases  comprise  migraine,  epilepsy, 
chorea  and  general  neuropathy.     Heredity  may  fail  entirely. 

Of  states  which  predispose  to  the  disease,  a  few  seem  to  play  a 
more  direct  role  than  the  usual  ill  health,  anemia,  etc.  A 
rheumatic  factor  seems  in  evidence  sometimes,  although  when  the 
two  conditions  coexist  they  appear  to  pursue  their  course  inde- 
pendently of  each  other.  Intoxication  in  the  widest  sense  of  the 
term  plays  a  part  in  many  individual  cases.  Among  exogenous 
poisons  alcohol  should  first  be  mentioned,  but  not  many  cases  are 
on  record.  Food  poisoning  of  the  sort  which  produces  acute 
urticaria  may  be  a  more  common  cause,  but  it  is  not  easy  to  state 
whether  the  poison  enters  the  body  from  without  or  results  from 
an  autointoxication.  The  lesions  of  urticaria,  as  will  be  seen 
later,  shade  into  those  of  acute  circumscribed  edema.  Some 
authors  believe  that  the  supposed  cases  of  ptomaine  origin  are 
really  urticaria,  and  regard  pure  Quincke's  disease  of  this  origin 
as  rare.  A  definite  connection  with  malaria  has  been  noted 
several  times. 

The  asociation  with  various  forms  of  organic  nerve  disease — 
central  and  peripheral —  is  hardly  common  enough  to  indicate 
more  than  coincidence  or  at  best  a  neuropathic  substratum.  Of 
the  frequency  of  the  latter  as  a  predisponent  there  can  be  no 
doubt.  In  very  many  cases  the  patients  are  frank  hysterics  or 
netu-asthenics.  The  affection  probably  shades  into  the  transient 
edemas  seen  in  hysteria.  Association  in  individual  cases  with 
migraine,  neiuralgias,  Basedow's  disease  and  various  psychoses 
probably  is  more  frequent  than  chance  would  explain. 

Exciting  Causes. — In  the  predisposed,  slight  wounds  of  the 
extremities  are  sufficient  to  cause  edema.  Herein,  as  in  other 
respects  (familial  incidence),  the  affection  resembles  epider- 
molysis bullosa  hereditaria.  Several  times  the  two  affections 
have  occtured  side  by  side  in  the  same  subject.  Psychic  trauma 
has  also  been  accused,  as  have  emotional  crises,  intense  overwork 
(physical  and  mental).  Influence  of  cold  on  the  exposed  parts 
of  the  body  play  a  definite  r61e,  as  in  other  acro-diseases.  Par- 
ticular kinds  of  exposure  have  determined  particular  localiza- 
tions (as  in  Starr's  case  of  edema  of  nates  from  exposure  in  a 
privy  seat.  That  refrigeration  of  the  surface  is  an  actual 
efficient  cause  seems  shown  by  the  occasional  coincidence  of 
hemoglobintuia. 

Menstruation  and  pregnancy  as  well  as  the  climacteric  play  a 


768      CLARK:  TREATMENT  OF  VASOMOTOR  AND  TROPHONEUROSES. 

part  in  some  cases  which  may  be  regarded  as  predisposing  or 
exciting,  according  to  circumstances.  In  one  case,  however,  the 
disease  ceased  after  impregnation  to  return  after  confinement. 
The  influence  of  the  genitals  is  looked  upon  as  reflex  in  character. 
Other  reflexes  have  been  recorded,  as  in  the  case  where  chronic 
acid  cauterization  of  the  membrana  tympani  caused  edema  of  the 
tongue,  ankles,  etc. 

Symptomatblogy. — The  edemas  which  characterize  the  disease 
may  be  divided  into  subcutaneous,  submucous  and  articular* 
(including  tendon  sheaths) .  There  is  also  a  group  of  renal  symp- 
toms, and  perhaps  a  category  of  central  and  general  symptoms. 

In  typical  cases  we  see  notable  transitions  to  urticaria,  on  the 
one  hand,  these  transition  cases  being  common;  and  also  transi- 
tions between  edema  and  other  aero  diseases. 

The  course  of  the  malady  is  acute.  Prodromes  may  or  may 
not  be  present,  and  when  such  occiu*  they  do  not  differ  from  gen- 
eral symptoms  noted  during  the  actual  presence  of  the  disease. 
They  comprise  discomfort,  lassitude,  chilliness,  anorexia,  etc. 

The  edema  is  sharply  circumscribed,  of  very  varying  extent, 
elastic  (no  pitting,  or  at  best  very  slight  and  transitory),  and 
with  little  discoloration  (there  may  be  a  slight  abnormal  tint  of 
yellowish  or  pinkish,  or  a  pale  or  waxy  hue) .  The  swellings  super- 
vene rapidly — from  minutes  to  hours — remain  in  status  for 
several  days  (limits  one  to  three  or  four),  and  disappear  with 
relative  rapidity.  There  are  practically  no  sensory  phenomena 
beyond  a  feeling  of  tension  and  at  times  slight  itching. 

To  return  to  the  dimensions  of  the  swellings,  these  may  vary 
from  pea  size  to  palm  of  hand,  but  exceptionally  a  whole  member 
may  swell,  as  the  leg  or  forearm,  and  in  certain  localities,  as  the 
scrotum,  the  whole  area  will  be  involved.  In  some  cases  large 
lesions  result  from  the  coalescence  of  smaller  ones.  When  this 
occurs,  marked  redness  is  said  to  accompany.     The  prominence 

*  Quincke's  Disease  of  the  Periosteum. — Heinrich  Stem  (Med.  Record,  Oct.  24 
IQ08)  describes  angioneurotic  edema  of  the  periosteum  of  the  ribs,  sternum,  etc. 
Herz  and  later  Lublinski  have  described  such  a  condition,  which  naturally  simu- 
lates periostitis.  The  lesions  come  and  go  quickly,  less  so  naturally  than  in  the 
skin,  and  recur  at  intervals.  In  a  few  cases  it  has  been  seen  in  members  of  families. 
There  is  usually  but  a  smgle  lesion  (Stem  has  seen  one  case  with  multiple  lesions). 
Size  from  pigeon's  egg  to  half  a  good  sized  apple.  The  swelling  is  more  apt  to  occur 
on  the  intrathoracic  aspect,  where  it  causes  symptoms  of  pulmonary  or  cardiac 
irritation.  Sam'l  West  has  described  a  somewhat  similar  condition  in  rachitic  chil- 
dren. The  author  chiefly  knows  the  affection  as  occurring  in  women  of  mature 
age  (thirty  to  forty),  and  bearing  some  relation  to  the  menses.  The  adult  patients 
often  show  signs  of  early  rickets.  It  may  be  associated  with  ordinary  angioneurotic 
edema  of  the  surf  ace,  or  may  occur  by  itself .  The  author  makes  no  definite  mention 
of  vasomotor  crisis  in  other  organs. 
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of  individual  lesions  varies  greatly.  Usually  not  marked  it  may 
be  excessive  and  to  be  computed  in  inches.  Exceptionally  the 
sharp  line  of  demarcation  with  normal  skin  may  not  be  in 
evidence. 

The  general  shape  of  the  lesions  is  roundish.  Exceptionally 
they  are  more  or  less  elongated  and  may  even  present  a  sausage 
shape. 

Although  spoken  of  as  subcutaneous,  they  may  be  seated 
directly  in  the  skin,  and  the  smaller  the  lesion  the  mo/e  nearly 
is  it  confined  to  the  latter;  although  according  to  some  reporters 
very  small  nodules  may  refuse  to  move  with  the  skin.  The  exact 
seat  of  the  swelling  no  doubt  constitutes  a  factor  in  the  color 
and  consistency  of  the  legions.  Thus  those  in  the  skin  itself 
should  be  more  tense,  more  discolored,  itching,  etc. ,  in  comparison 
to  those  in  the  subcutaneous  tissue.  But  exact  statements  as  to 
these  do  not  exist  (Cassirer) . 

The  limits  of  circumscription  may  go  to  such  extent  that  foci 
of  subcutaneous  edema  have  imposed  themselves  as  fatty  tumors. 
Consistency  may  vary  extremely  from  a  brawny  feel  like  a 
tense  biceps  to  relatively  soft,  petting  for  a  few  seconds.  The 
color  limits  as  already  stated  may  approach  deep  red,  or  may 
include  absolute  ischemia,  and  these  extremes  may  alternate. 
Sometimes  warm,  some  swellings  may  be  cold  to  touch  and 
thermometer.  Redness  usually  means  warm,  pallor  cold.  It 
is  probable  that  as  a  rule  the  surface  temperature  is  lowered, 
perhaps  after  an  initial  rise.  Temperature  studies  are  much 
needed.  In  cases  which  are  provoked  by  exposing  the  hands  to 
cold,  comparative  studies  in  swelling,  discoloration  and  tem- 
perature have  been  made.  In  one  such  case  the  temperature 
rose  in  proportion  with  the  swelling,  going  from  70°  F.  after 
exposure  to  cold  water  to  93°  F.  But  the  color  in  this  case  was 
pale  and  wax-like  during  the  rise  of  temperature.  The  hand 
and  fingers  swelled  throughout,  the  fingers  becoming  stiff. 

The  most  striking  feature  of  the  disease  is  the  rapid  and  dis- 
figuring swelling  which  is  specially  in  evidence  when  the  eyelid 
or  upper  lip  is  the  seat. 

In  cases  where  the  lesions  have  a  special  tendency  to  redness, 
heat  and  itching  we  shoula  suspect  the  urticarial  factor,  but 
the  two  affections  may  exist  side  by  side.  A  further  differential 
point  is  the  more  volatile  character  of  urticarial  lesions. 

The  severe  pains  present  in  other  acro-diseases  already  de- 
scribed are  seldom  or  never  present  here,  and  this  may  also  be 
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said  of  essential  paresthesiae,  for  the  various  uncomfortable 
feelings  are  due  to  tension  and  pressure. 

When  the  lesions  subside  no  residual  changes  are  observed, 
not  even  after  repeated  attacks  in  many  cases.  In  special  locali- 
ties, however,  as  the  eyelids,  some  permanent  swelling  may 
result  in  time. 

Urticarial  lesions  are  often  complicated  by  purpuric  extravasa- 
tions, vesicle-building,  etc.,  and  one  would  expect  the  possible 
development  of  such  complications  in  acute  circumscribed  edema. 
This  seems  to  have  occurred  in  a  very  few  instances. 

Localization. — The  lesions  have  been  noted  in  every  locaUty 
of  the  body — perhaps  least  of  all  in  frequency  is  the  scalp.  The 
predisposed  localities  are  those  of  local  edema  in  general,  lips, 
eyelids,  cheeks.  Here  the  lax  cellular  tissue  is  to  be  considered. 
Naturally  the  localization  in  the  genitals — not  a  common  one 
— must  be  due  largely  to  this  factor.  With  this  anatomical 
factor  left  out  the  localization  is  that  of  an  acronosis,  affecting 
the  upper  more  than  the  lower  extremities.  The  predominance 
of  face  and  hands  over  feet  in  this  regard  illustrates  the  influence 
of  exposure  to  air,  and  to  external  insults  of  all  kinds.  Sym- 
metry is  much  less  in  evidence  than  in  other  acronoses.  French 
neurologists  have  apparently  noted  a  connection  between  locality 
and  the  spinal  segments.  The  affection  may  be  unilateral.  A 
special  localization  for  this  affection  is  the  region  of  joints.  In 
some  cases  these  periarticular  swellings  simulate  other  condi- 
tions closely;  thus  swelling  over  the  temporomaxillary  joints 
may  resemble  mumps,  etc. 

The  submucous  localizations — save  when  certain  structures 
like  the  tongue  are  involved — are  unlike  anything  seen  in  other 
acroneuroses.  The  upper  air  and  food  passages  are  very  fre- 
quently involved.  Of  individual  structures  participating  may 
be  mentioned  the  tongue,  gums,  tonsils,  cheeks,  palate  and  uvula, 
pharynx,  nasal  mucosa  and  most  important  of  all  the  glotts. 

Naturally  many  other  diseases  in  these  localities  may  be 
counterfeited.  The  relations  of  acute  circumscribed  edema  of 
the  glottis  to  acute  edema  of  the  glottis  as  an  old  clinical  entity 
are  naturally  of  the  greatest  speculative  and  practical  significance. 
The  prognosis  and  treatment  in  a  condition  almost  certain  to 
subside  quickly  in  itself,  despite  the  alarming  quality  of  the 
symptoms,  would  naturally  dififer  much  from  the  same  bearings 
in  another  sort  of  edema.  Some  authorities  are  inclined  to 
locate  acute  circumscribed  edema,  when  it  is  so  seated  as  to 
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threaten  suffocation,  in  the  structures  above  the  glottis.  Not 
many  typical  cases  come  to  the  laryngologist  and  hence  this 
point  of  localization  has  never  been  settled.  Swelling  almost 
anywhere  in  the  faucial  region  would,  if  extensive  enough,  shut 
off  the  air  from  the  lar>'nx;  and  in  certain  such  cases  the  edema 
seems  to  have  been  confined  to  the  tongue.  There  seems  no 
doubt  that  a  few  subjects  have  suffocated  from  such  swellings 
while  others  have  been  saved  by  tracheotomy.  It  is  believed 
that  edema  in  these  localities  is  of  unusually  brief  duration, 
perhaps  not  over  half  an  hour,  and  in  no  known  case  over  one 
night's  length.  The  same  obscurity  as  to  localization  which 
obtains  for  the  glottis  holds  good  for  the  tissues  lower  down. 
Some  have  seen  in  certain  asthmatic  paroxysms  a  possible 
bronchial  localization;  others  in  paradoxal  cases  of  edema  of 
the  lungs  a  similar  localization  still  deeper  in  the  chest. 

The  eye  localizations  show  considerable  variety.  Aside  from 
the  implication  of  the  lids  we  may  have  marked  swelling  of  the 
conjunctiva  bulbi  with  echemosis.  Another  possible  phase  is 
exophthalmus  from  retrobulbar  swelling.  Certain  affections  of 
the  eye  and  nose  alone  of  conjoined — lachrymation,  sneezingj 
swelling  of  eyelids,  stopped  nose,  profuse  rhinorrhea- — closely 
simulates  hay  fever.  Only  the  coincident  presence  of  swelling 
of  the  hands,  etc.,  has  suggested  the  possible  nature  of  the  case. 

The  various  gastrointestinal  derangements  which  accompany 
urticaria  and  have  been  styled  "urticaria  interna"  may  some- 
times be  seen  in  Quincke's  disease  and  comprise  gastric  and 
intestinal  crises  of  pain  and  vomiting  or  diarrhea  or  constipation 
of  nervous  stamp. 

Typical  of  the  disease  when  they  occur  are  the  fugitive 
swellings  of  tendon  sheaths,  perhaps  entirely  unaccompanied, 
with  superficial  swellings.  They  seem  to  bear  a  definite  relation- 
ship in  some  cases  to  menstruation  and  conception,  being  aggra- 
vated during  the  former  and  subsiding  after  the  latter.  They  are 
seated  in  the  tendon  sheaths  of  the  hands  and  may  be  accom- 
panied by  painful  contracttures  of  the  fingers.  Similar  swellings 
seem  to  have  been  noted  in  regions  where  tendon  sheaths  and 
btirsae  do  not  occur — as  in  muscular  aponeuroses  (occipito- 
frontalis  and  temporal).  The  localization  in  joint  cavities  is 
distinct  from  the  preceding  and  is  in  fact  a  manifestation  sui, 
generis.  Known  to  surgeons  as  intermittent  joint  dropsy,.  It 
must  be  distinguished  from  the  periarticular  swellings  already 
named,  and  is  almost  peculiar  to  the  knees,  one  or  both.     It  is 
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placed  tinder  Quincke's  disease  because  of  its  occasional  associa- 
tion with  subcutaneous  edema  and  with  neuroses  and  other 
manifestations  of  presumably  vasomotor  origin.  It  is  said  to  be 
at  times  a  familial  affection. 

The  renal  symptoms  of  the  disease  include  paroxysmal  hemo- 
globinuria, polyuria,  albuminuria,  and  in  short  conditions  which 
might  be  brought  about  by  a  vasomotor  crisis  in  the  kidneys. 
In  some  cases  the  renal  symptoms  might,  however,  be  explained 
by  paroxysmal  tachycardia,  hysteria,  etc. 

Of  central  symptoms  are  those  which  might  be  due  to  vaso- 
motor influence — headache,  drowsiness,  vertigo,  a  meningeal 
syndrome,  etc. — due  at  times,  perhaps,  to  lesions  in  other  organs. 
Thus  cerebral  symptoms  might  follow  the  gastrointestinal  crisis. 

To  regard  the  affection  as  a  clinical  whole,  the  majority  of 
cases  exhibit  external  localization  only  (skin  and  subcutaneous 
tissue)  associated  in  some  degree  with  gastroenteric  symptoms 
which  may  serve  as  a  prodromal  stage.  One  attack  of  swellings 
may  last,  as  already  stated,  from  one  to  several  days,  and  in 
the  majority  of  cases  the  lesions  are  single  rather  than  multiple 
for  a  time,  so  that  when  multiple  one  usually  follows  another 
elsewhere  with  some  overlapping.  The  most  opposite  localities 
may  be  involved  in  the  succession  of  lesions. 

A  very  common  experience  is  a  complete  attack  of  several 
weeks*  duration,  made  up  of  the  successive  evolution  of  individual 
lesions  in  a  number  of  localities.  Intervals  free  from  attacks 
occur  in  extreme  variations.  Some  individuals  have  gone  many 
years  without  a  second  attack.  At  the  other  extreme  a  diurnal 
periodicity  has  been  shown  for  very  fugacious  lesions.  In  others 
there  is  a  periodicity  of  one,  two  or  three  weeks,  while  some 
patients  appear  to  exhibit  annual  attacks. 

Prognosis.— This  is  a  good  as  regards  life,  the  only  danger 
being  from  edema  of  the  glottis.  For  recovery  the  prognosis  is 
not  good,  for  while  individual  attacks  yield  of  themselves  or  to 
surgery,  relapses  cannot  be  prevented,  and  may  last  a  lifetime 
without  any  way  abridging  life's  duration. 

The  risk,  however,  has  not  been  so  minimized  by  some  writers. 
Thus  Whiting  shows  by  statistics  that  the  disorder  is  not  only  a 
familial  disease  to  a  large  extent  but  that  a  third  of  the  cases  are 
killed  by  the  disease  itself  caused  by  obstruction  of  the  larynx. 
In  one  family  of  nine  members  in  three  generations  eight  were 
afflicted  and  five  died  of  edema  of  the  glottis.  This  tragic  out- 
come of  the  disease  in  Whiting's  analysis  is  not  without  substan- 
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tiation  in  other  observers'  experience.  Subjects  who  are  attacked 
in  the  lips  must  be  prepared  for  attacks  lower  do^\^l  in  the 
mouth  and  throat.  As  in  lar>'ngeal  crises  in  tabes,  those  liable 
to  involvement  of  Quincke's  disease  in  or  about  the  larynx  or 
while  the  disease  is  in  or  about  these  parts,  should  either  wear  a 
tracheotomy  tube  or  have  one  near  at  hand  for  instant  use  by 
the  niu'se  or  attendant  in  case  of  necessity. 

Complications. — -Urticaria,  being  an  affection  which  in  extreme 
and  atypical  forms  may  hardly  be  differentiated  from  Quincke's 
disease,  may  be  regarded  from  one  point  of  view  as  an  allied 
phenomenon,  from  another  as  an  expression  of  a  common  con- 
dition, which  may  coexist  with  its  fellow  affection.  Typical 
urticaria  presents  no  resemblance  to  Quincke's  disease,  but  the 
giant  wheals,  and  the  edematous  lesions  are  closely  allied  at  the 
least.  Urticaria  considered  as  an  entity  in  its  familiar  forms  has 
about  the  same  causal  factors  as  Quincke's  disease;  and  lesions 
typical  of  both  diseases  have  undoubtedly  not  only  existed  but 
coexisted  in  the  same  patient.  Typical  urticaria  lesions  are  hot, 
red  and  itchy,  while  typical  circumscribed  edema  is  pale,  cool  and 
devoid  of  abnormal  sensations;  but  these  qualities  are  some- 
times interchanged.  In  some  cases  of  acute  circumscribed  edema 
it  is  possible  to  set  up  urticaria  factitia.  The  literature  of  the 
association  disease  is  considerable. 

Cassirer  saw  a  case  of  associated  urticaria  and  Quincke's  disease 
\\'ith  acroparesthesia  superadded,  and  gives  no  other  instances. 
Several  observers  have  seen  typical  Raynaud's  disease  with 
Quincke's  disease,  but  in  others  the  former  is  only  suggested  by 
coldness  of  the  extremities  or  acroerythema  upon  exposure.  In 
a  very  few  cases  patients  presented  a  sort  of  hybrid  of  the  two 
affections,  making  diagnosis  difficult.  As  already  stated, 
Quincke's  disease  has  sometimes  exhibited  paroxysmal  hemoglo- 
binuria with  other  vasomotor  phenomena  also  seen  in  Raynaud's 
disease.  Mixed  and  transition  forms  of  Quincke's  disease  with 
purptua  have  been  noted. 

Pathogenesis. — Much  speculation  as  to  the  nature  of  this 
affection  has  been  published.  Is  it  a  disease  entity  or  only  a 
syndrome?  This  question  cannot  be  answered  categorically. 
It  probably  may  be  both,  but  is  much  more  frequently  a  syn- 
drome. Two  groups  may  be  isolated :  i .  Of  toxic  or  autotoxic 
or  infectious  origin,  behaving  throughout  like  an  infection  or 
intoxication  and  with  no  tendency  to  recurrence.  This  form 
has  much  in  common  with  urticaria  and  piuptua.     2.  The  other 
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form  is  a  familial  or  inherited  eminently  recurring  affection, 
bearing  the  insignia  of  a  nemrosis,  the  attacks  being  independent 
of  external  causation. 

Diagnosis. — In  most  cases  this  is  not  difficult.  The  sudden 
onset,  the  sharp  contour,  the  absence  of  discoloration  and  itching 
and  of  pitting  or  pressure,  the  multiplicity  of  lesions,  the  recur- 
rence, the  nervous  substratum,  the  sudden  disappearance  and 
the  internal  symptoms  all  serve  to  identify  it. 

The  differentiation  from  urticaria  on  the  one  hand,  and  other 
acroneuroses  on  the  other,  has  been  sufficiently  dwelt  upon. 

It  is  important  to  determine  if  the  affection  is  merely  an 
appanage  of  some  more  serious  condition,  either  a  disease  of 
the  central  or  peripheral  nervous  system,  or  of  malaria  or  other 
systemic  affection.  By  far  the  most  important  association  is  with 
hysteria,  for  we  know  the  latter  affection  presents  at  least  two 
common  forms  of  edema,  the  "white"  and  the  "blue,"  while  a 
"red"  edema  is  mentioned  by  some.  These  hysterical  edemas 
are  doubtless  variations  of  one  condition,  the  color  being  due  to 
adventitious  circumstances;  the  blue  being  cyanotic  and  the 
red  form  due  to  warmth.  These  swellings  are  mostly  unilateral 
and  seated  in  a  limb.  There  is  no  marked  circumscription,  and 
the  edema  is  usually  associated  with  hysterical  contractures  in 
the  same  limb,  and  does  not  tend  to  rapid  disappearance.  Hys- 
terical edema  seldom  affects  the  face,  and  probably  does  not 
occur  on  the  mucous  surface.  It  may  be  generalized  over  the 
surface.  Despite  these  marked  differences,  some  authors  despair 
of  any  certain  criterion  of  differentiation.  The  source  of  con- 
fusion lies  chiefly  in  the  neuropathic  substratum  of  both  condi- 
tions, and  the  consequent  possibility  of  mixed  and  transition 
forms.  There  seems  no  doubt  that  in  hysteria  a  form  of  angio- 
neurotic edema  may  occur  as  a  result  of  suggestion  and  that  it 
may  disappear  through  the  same  agency.  Quincke's  disease  in 
its  more  typical  behavior  may  also  occur  along  with  frankly 
hysterical  phenomena  in  exquisitely  hysterical  subjects.  The 
edemas  in  the  limbs  which  present  areas  suggesting  the  implica- 
tion of  spinal  cord  segments  are  difficult  to  classify,  but  seem 
eminently  chronic  and  hence  unlike  any  of  the  preceding  types. 
Of  late  years  cases  of  congenital  and  inherited,  permanent 
edema   have   been   described    (Milroy's   disease*).     This   is  an 

*  Milroy  of  Omaha  has  described  cases  of  hereditary  edema,  twenty-two  individ- 
uals in  six  generations,  in  which  there  existed  from  birth  a  solid  edema  of  one  or 
both  legs,  without  any  special  inconvenience  or  any  progressive  increase  of  the 
disease. 
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exquisitely  familial  affection,  and  incurable.  It  affects  the 
lower  extremities  below  the  knees  and  pits  on  pressure.  Osier 
regards  this,  however,  as  angioneurotic  edema.  Margi  describes 
a  similar  condition,  a  familial  affection  which,  however,  is  not 
congenital.  He  would  term  it  "chronic  hereditary  trophoedema." 
Other  authors  have  isolated  special  forms  of  edema  which  have 
been  seen  in  paralyzed  parts  and  after  erysipelas,  and  in  syphili- 
tics.  Of  all  this  group,  however,  the  one  deserving  most  mention 
and  probably  the  only  one  worthy  of  detailed  description  is 
the  transitory  swelling  seen  in  various  conditions  which  are  held 
to  be  rheumatic  in  nature.  Erythema  nodosum,  occurring  as  it 
often  does  in  large,  firm,  circumscribed  swellings  on  the  limbs, 
should  in  theory,  be  somewhat  like  Quincke's  disease.  As  a 
matter  of  fact,  however,  it  is  readily  distinguished,  because  it 
does  not  present  a  great  variety  of  type  and  even  in  doubtful 
cases  the  color-play  seen  during  the  subsidence  of  a  lesion,  which 
resembles  that  in  a  bruise,  and  is  due  to  some  extravasation  of 
blood  is  like  nothing  seen  in  Quincke's  disease.  Another  so-called 
rheumatic  affection  is  the  subcutaneous  rheumatic  nodosities  of 
French  authors.  These  are  not  transitory  (although  sometimes 
they  may  be  made  to  disappear  for  a  time  by  manipulation). 

Treatment. — Little  is  to  be  said  under  this  head.  General 
management  should  resemble  that  recommended  for  urticaria 
subjects,  viz. :  attention  to  the  diet  and  state  of  the  stomach  and 
bowels.  Some  authorities  treat  patients  as  if  their  disease  was 
a  manifestation  of  lithemia  with  alleged  good  results.  Others, 
basing  their  opinion  on  the  presence  of  indicanuria,  prescribe 
in  addition  to  intestinal  hygiene,  intestinal  antisepsis.  Collins 
warmly  recommends  strychnia  as  a  tonic,  while  of  other  drugs 
praised  by  various  men  are  atropin,  arsenic,  quinin,  iron,  bromides, 
iodides,  ergotin,  sodium  salicylate  and  antipyrin.  Only  in 
cases  of  edema  in  the  f  aucial  or  glottis  region  is  scarification  or 
tracheotomy  sometimes  required. 

Y  As  for  physical  remedies — massage,  hydrotherapy  and  electric- 
ity— they  have  been  freely  used  in  perhaps  all  possible  forms 
with  questionable  results.  Faradism  is  evidently  much  pre- 
ferred to  any  other  current,  and  warm  dry  or  moist  baths,  etc., 
to  cold  applications. 

RAYNAUD'S    DISEASE. 

Raynaud's  disease  may  be  considered  as  a  chronic  vasomotor 
neurosis  attended  by  vascular  changes  without  organic  disease 
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of  the  vessels.  It  is  chiefly  seen  in  the  extremities  but  it  may 
occur  in  the  abdominal  viscera.  The  disorder  should  be  diagnos- 
ticated as  a  disease  only  in  those  cases  in  which  the  presence  of 
necrosis  due  to  obliterating  artiritis,  post  febrile  or  multiple 
neurotic  gangrene  may  be  excluded.  It  exists  as  an  accompany- 
ing syndrome  in  many  chronic  nervous  and  vascular  disorders. 

Etiology. — Women  are  more  predisposed  to  it  in  an  average 
proportion  of  about  2  to  i.  All  statistics  bear  out  this  state- 
ment. The  reasons  are  obscure.  Cassirer  does  not  bear  out 
Monro  in  explaining  the  preponderance  by  hysteria. 

The  age  incidence  seems  fairly  constant  for  each  decade,  but 
as  cases  multiply  the  greatest  incidence  appears  at  the  third 
decennium,  while  the  first,  second,  fourth  and  fifth  give  about 
the  same  incidence;  the  percentage  decreases  steadily  there- 
after, but  this  may  be  due  to  the  decline  of  life  in  general. 

In  Cassirer's  collection  of  168  cases  a  relatively  large  incidence 
in  the  first  five  years  of  life  is  shown.  If  we  proceed  by  quin- 
quennial periods,  this  first  one  will  be  found  to  present  more 
ca^es  than  any  other  (no  less  than  twenty-two  in  a  total  of  168). 

The  relative  frequency  of  the  disease  is  a  matter  of  some  ob- 
scurity because  some  statistics  comprise  doubtful  or  imperfectly 
reported  cases.  Thus  as  early  as  1895  two  Italian  authors 
had  alleged  records  of  300  cases.  Monro  about  the  same  time 
could  find  but  180  cases  which  passed  muster.  Cassirer  in  1901 
could  collect  but  168  well-reported  and  typical  cases,  and 
thought  there  might  be  200  genuine  cases  at  the  most.  Severe 
cases  are  clearly  very  rare,  while  mild  cases  will  probably  be 
found  to  be  much  more  frequent. 

The  same  local  causes  appear  as  in  acroparesthesia  and 
erythromelalgia,  such  as  prolonged  or  constant  exposure  to  cold 
and  wet.  A  neuropathic  substratum  is  particularly  in  evidence, 
ascendants  and  collaterals  over  and  over  again  exhibiting 
psychoneuroses  and  psychoses,  severe  neuralgias,  alcoholism, 
etc.  Raynaud's  disease  itself  may  be  ranked  with  the  hereditary 
and  familial  diseases  as  it  has  been  noted  on  numerous  occasions 
in  more  than  one  member  of  a  family.  In  some  of  these,  typical 
Raynaud's  disease  was  apparently  replaced  by  scleroderma, 
progressive  amyotrophy,  nail  dyatrophies,  dead  fingers,  etc. 
This  neuropathic  and  hereditary  element,  however,  will  probably 
not  be  found  in  more  than  15  or  20  per  cent,  of  all  cases. 

Anemia  and  chlorisis  seem  to  stand  in  a  causal  relationship 
in  a  small  proportion  of  cases. 
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As  in  acroparesthesia,  the  sexual  life  of  woman  plays  a  causal 
r61e  but  it  is  evidentlya  mild  one  consisting  principally  of  sup- 
pressed menses  observed  in  a  small  number  of  cases. 

Psychic  overexertion  and  excitation  appear  to  have  precipi- 
tated some  attacks. 

To  return  to  local  influences,  the  supposed  connection  between 
chilblains,  frostbites,  etc.,  on  the  one  hand,  and  Ra^Tiaud's 
disease  on  the  other  has  largely  been  exploded.  But  possibly 
12  per  cent,  of  all  cases  have  begim  after  some  exposure  to  cold. 
Some  authors  have  gone  to  the  extreme  of  disbelieving  in  all 
thermal  influence  in  etiology.  In  a  few  instances  exposure  to 
heat  has  been  accused. 

The  most  important  etiological  factor  is  the  nervous  predis- 
position; for  while  severe  neuropathic  disease  or  inheritance  is 
the  exception,  most  patients  would  be  classed  as  nervous,  as 
shown  also  by  the  predominance  of  woman  patients,  the  nu- 
merous cases  in  young  children,  etc.,  etc. 

Symptomatology. — There  are  two,  perhaps  three,  stages  to 
the  malady.  First  vasomotor  including  sensory  symptoms  and 
second  trophic  distiu-bances — necrosis  of  a  peculiar  character. 
A  third  stage  is  represented  by  exfoliation  and  healing  of  the 
necrotic  area. 

The  first  or  vasomotor  stage  exhibits  two  types,  viz.:  local 
syncope  and  local  asphyxia.  The  first  consists  of  a  sudden 
blanching  and  coldness  of  the  fingers,  toes,  tips  of  ears  and  nose. 
The  appearance  varies  considerably,  and  numerous  distinct 
shades  have  been  noted  including  waxy  hue,  greenish,  bluish  or 
reddish  tints,  etc.  Cadaveric  white  appears  to  represent  the 
type.  Sometimes  the  white  may  be  described  as  chalky  or 
"alabaster."  The  lowering  of  temperature  may  amount  to 
20°  C.  by  the  surface  thermometer.  The  combined  pallor  and 
coldness  give  realism  to  the  designation  "  dead  fingers"  which,  as 
will  be  seen,  may  also  feel  numb  to  the  patient. 

The  sensory  troubles  include  both  paresthesias  and  pain  and 
vary  with  the  case.  The  sensations  may  precede  the  vasomotor 
disturbances  and  are  usually  aggravated  when  the  latter  appear. 
There  are  no  true  motor  disturbances,  only  a  sort  of  clumsiness 
and  a  slight  tendency  to  flex  the  fingers  because  the  pain  is  less 
in  this  position. 

The  paresthesia  include  numbness  and  formication,  tingling, 
and  others  difficult  to  describe.     Cases  have  occurred  in  which 
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all  sensory  symptoms  were  absent.  Slight  secretory  disturbances 
may  be  present  in  the  form  of  cold  sweats. 

These  vasomotor  and  sensory  phenomena  occur  as  crises,  or 
paroxysms.  They  may  be  very  transitory,  but  usually  last  for 
minutes  and  at  times  for  hours.  There  may  be  no  reactive 
phenomena,  but  a  distinct  reaction  characterized  by  heat, 
redness  and  btuning  or  pricking  is  common. 

But  aside  from  constituting  the  first  stage  of  Raynaud's 
disease,  local  syncope  may  occur  independently  of  the  latter. 
It  has  been  seen  in  the  neuropathic,  and  in  the  course  of  various 
intoxications.  It  may  also  occur  with  emotional  states  in  the 
healthy.  It  may  be  called  forth  merely  by  cold  morning  ablu- 
tions, and  overuse  of  the  fingers  in  sewing.  This  is  also  true  of 
other  extremities.  Pallor  of  the  tip  of  the  nose  may  occur  from 
anger  or  excitement. 

The  other  type  of  the  first  stage,  viz.:  local  asphyxia  or 
cyanosis  naturally  shades  into  the  first,  but  when  well  de- 
veloped is  characterized  by  dark  discolorations  of  various  hues 
from  light  blue  and  gray  to  black.  The  color  may  be  con- 
tinuous or  marbled  in  appearance.  In  some  cases  the  color  is 
translucent,  in  others  opaque.  The  border  may  be  sharply 
defined  or  the  reverse.  Hence  the  appearance  of  the  extremities 
varies  extremely  with  each  case.  Upon  pressure  the  dark  areas 
become  white  and  remain  so  for  a  considerable  period. 

Local  asphyxia  is  associated  with  swelling  and  lowering  of 
temperature.  The  increase  in  size  from  swelling  has  been 
accurately  measured,  and  amoimts  to  some  8  millimeters  for  a 
finger  or  thumb.  This  swelling  is  not  due  to  ordinary  edema  but 
is  a  vasomotor  phenomena  akin  to  angioneurotic  edema.  The 
local  asphyxia  like  local  syncope  occtu-s  in  paroxysms,  so  that 
the  swelling  usually  accompanies  one  of  the  latter;  but  it  may 
also  precede  or  follow  it  or  even  be  present  without  it  as  an 
equivalent. 

The  lowering  of  temperatture  in  local  asphyxia  varies  much, 
and  on  the  whole  appears  to  be  less  evident  than  in  local  syncope. 
The  average  of  many  measurements  shows  a  fall  of  some  13°  C. 

A  drop  of  blood  obtained  from  a  finger  during  a  paroxysm 
resembles  venous  blood .  The  blood  state  in  general  in  Raynaud's 
disease  will  be  discussed  later. 

Atypical  phenomena  occur  which  cannot  be  brought  within 
any  general  description.  Instead  of  local  syncope  or  asphyxia, 
active   hyperemia   has   been  noted   and   such   cases   naturally 
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suggest  erythromelalgia.  Active  hyperemia  may  also  represent 
a  reaction  phenomenon  after  a  paroxysm  of  local  syncope. 
Again,  the  two  opposite  phenomena  have  in  rare  instances 
coexisted  in  a  single  extremity  as  "dead  fingers"  with  heat  and 
redness  of  the  palm.  Transitions  between  the  first  stage  of 
Raynaud's  disease  and  the  other  acronoses  like  scleroderma, 
acromegaly,  angioneurotic  edema,  erythromelalgia  and  acro- 
paresthesia have  all  been  noted. 

The  paroxysms  of  asphyxia  or  syncope  recur  for  a  variable 
period,  but  ultimately  there  is  a  tendency  to  localized  persist- 
ence. In  the  more  typical  cases  a  small  area  of  gangrene  ap- 
pears, with  or  without  the  previous  formation  of  a  bleb.  Only 
exceptionally  is  a  large  area  involved  at  the  start,  in  which 
case  the  entire  terminal  phalanx  may  slough.  The  gangrene  is 
essentially  an  extremely  symmetrical  process  affecting  the 
corresponding  structures  on  the  two  sides  but  exceptionally 
the  process  shows  asymmetry.  The  symmetry  is  probably 
never  absolute,  i.e.,  the  gangrenous  spot  shows  a  variation  on 
the  two  sides  even  if  the  syncopal  areas  correspond  closely. 

The  total  area  involved  varies  greatly.  It  may  be  limited 
to  the  tip  of  the  nose,  to  the  ears,  to  individual  fingers  and  toes, 
and  at  the  other  extreme  we  may  see  involved  all  the  digits 
with'  addition  of  ears  and  nose.  Between  these  extremes  we 
find  all  variations.  Monro's  analysis  shows  that  in  43  per  cent, 
one  or  both  hands  were  involved,  in  28  per  cent,  one  or  both 
feet,  and  in  22  per  cent,  both  upper  and  lower  extremities. 
Cases  involving  the  entire  extremities  inclusive  of  nose  and 
ears  are  very  rare. 

In  a  small  atypical  series  of  cases  the  gangrene  has  been 
extensive,  attacking  entire  segments  of  the  extremities,  and 
demanding  amputations  in  continuity.  Naturally  it  is  not 
easy  to  bring  such  cases  into  conception  of  Raynaud's  disease 
but  good  diagnosticians  have  described  such  cases.  Instances 
where  a  hand  or  foot  has  been  compromised  are  somewhat  more 
common  and  more  readily  recognized,  but  even  here  careful 
differentiation  from  other  forms  of  gangrene  is  required. 

Rare  implication  of  other  organs  not  usually  recognized  as 
extremities  has  been  noted.  Thus  even  an  organ  like  the  tongue, 
with  an  active  circulation  and  protected  from  the  cold,  has 
exhibited  phenomena  of  syncope,  asphyxia  and  even  gangrene 
with  paresthesise  which,  by  exclusion  was  diagnosticated  as 
Raynaud's  disease.     The  lips,  chin,  eyelids,  nipples,  buttocks, 
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sacral  region,  vulva,  etc.,  have  been  similarly  involved.  Natu- 
rally the  diagnosis  in  such  cases  could  not  have  been  established 
save  by  the  coincidence  of  Raynaud's  disease  in  the  customary 
localizations.  No  doubt,  however,  some  of  the  cases  of  this 
sort  reported  and  which  have  swelled  the  material  of  some  case 
collectors  were  never  Raynaud's  disease  but  multiple  neurotic 
gangrene,  diabetic  gangrene,  etc. 

There  are  other  trophic  disturbances  of  the  extremities  besides 
gangrene,  most  of  which  are  of  the  nature  of  scleroderma  (sclero- 
dactyl).  The  number  of  cases  of  typical  Raynaud's  disease 
with  sclerodactyl  is  constantly  increasing.  Aside  from  sclero- 
dactyl  there  is  sometimes  seen  a  sort  of  hypertrophy  of  the 
subcutaneous  tissue  of  the  digits.  This  has  been  termed  pseu- 
dcedema.  The  synovial  sheaths  in  the  digits  have  been  known 
to  participate  giving  rise  to  erudation  and  eventually  contrac- 
ture. In  some  cases  the  enlargement  affects  all  the  tissues, 
involving  the  entire  hands  and  feet,  thereby  illustrating  the 
transition  between  Raynaud's  disease  and  acromegaly.  Nail 
dystrophies  have  often  been  noted  and  have  shown  much 
variety,  including  both  hypertrophic  and  atrophic  changes. 
Of  late  atrophy  of  bone  has  been  shown  in  some  cases  by 
radiographs. 

Of  interest  is  the  relationship  between  Raynaud's  disease 
and  panaritium,  the  latter  apparently  representing  a  chance 
infection  of  a  very  vulnerable  soil.  In  some  few  cases  the 
felons  have  been  multiple.  The  most  striking  peculiarity  of 
these  felons  is  their  occasional  painlessness,  which  at  once 
suggests  the  painless  felons  seen  in  syringomyelia  or  Moran's 
disease. 

Concerning  the  objective  sensory  disturbances :  To  recapitulate 
the  subjective  aspect,  it  is  recalled  that  pain  of  a  more  or  less 
severe  character  is  associated  with  tactile  anesthesia.  The  pain 
may  be  as  severe  as  in  erythromelalgia,  and  there  is  subjective 
numbness,  lancination,  burning,  etc.,  followed  by  formication, 
tingling  and  other  paresthesise. 

Since  the  manifestations  of  the  disease  represent  paroxysms 
or  crises,  the  sensory  phenomena  are  also  paroxysmal,  being 
more  severe  and  frankly  painful  as  the  basic  condition  increases 
and  changing  their  type  during  the  reactive  period.  The  sen- 
sory disturbances  increase  as  the  paroxysms  become  worse  and 
finally  as  the  gangrene  stage  is  reached  become  intolerable. 
Sensitiveness  to  pressure  accompanies  the  pain. 
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But  the  crises  of  the  pain  do  not  always  conform  to  the  vaseular 
crises.  Not  only  may  they  vary  exceedingly  but  in  some  cases 
painful  phenomena  are  slight  and  even  absent. 

The  painful  phenomena  are  quite  distinct  from  definite  areas 
of  innervation. 

Objectively  anesthesia  or  hypoesthesia  is  usually  present. 
Anesthesia  is  revealed  in  some  foot  cases  by  an  atactic  gait. 
Anesthesia  seems  to  be  more  marked  in  s^Ticope  than  in  asphyxia 
but  exceptions  occur.  Anomalies  of  temperature-sense  vary. 
Thus  in  one  case  both  hot  and  cold  objects  seemed  warm. 
Every  case  seems  to  be  more  or  less  a  law  to  itself. 

There  is  some  conformity  between  the  sensory  disturbances 
of  Raynaud's  disease  and  those  of  syringomyelia,  both  showing 
a  marked  tendency  to  dissociation  of  the  various  sensibilities. 

Objective  sense  disturbances  may  be  wholly  absent  in  Ray- 
naud's disease. 

Secretory  disturbances  when  present  are  confined  to  local 
hyperidorsis.  Motility  disturbances,  very  rarely  present,  are 
connected  with  amyotrophy  of  the  interossei  and  palm  muscles 
of  the  thumb  and  little  finger. 

Other  alleged  symptoms  may  be  discussed  as  complications 
and  under  diagnosis. 

Course  and  Complications. — The  characteristic  feature  is 
recurrent  paroxysms.  The  latter  begin  with  local  asphyxia  or 
local  syncope,  often  conjoined  in  the  same  extremity.  The 
paroxysms  themselves  occur  in  a  cycle  so  to  speak.  During  a 
cycle  a  certain  number  of  paroxysms  occur,  and  a  cycle  may 
last  from  a  few  days  to  a  month.  The  duration  of  a  paroxysm 
also  diff"ers  widely,  from  a  quarter  hour  to  as  long  as  thirteen 
hours.  Syncopal  attacks  may  be  more  fugacious  than  asphyxia 
attacks. 

The  cycle  is  succeeded  by  a  period  known  as  the  status,  which 
lasts  a  number  of  days  (Raynaud  made  it  about  ten  days)  after 
which  gangrene  sets  in.  The  period  required  for  the  develop- 
ment of  gangrene  and  healing  after  it,  added  to  the  onset  cycle 
and  period  of  status,  occupy  from  three  to  four  months.  The 
period  of  status  is  characterized  by  the  severe  pains  of  the  affec- 
tion. According  to  some  analyses,  about  three-foiuths  of  all 
cases  consist  of  but  a  single  attack  during  the  cycle  of  invasion, 
this  being  continuous  and  passing  into  gangrene. 

Not  all  cases  undergo  the  progressive  evolution  outlined 
above,  for  some  on  record  show  that  attacks  of  asphyxia  or 
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syncope  simply  recur  for  months  or  years  with  no  disposition 
to  lead  to  an  etat  de  mal  or  gangrene.  Such  cases  consist  of 
recm-ring  cycles  of  paroxysms  only.  Thus  in  one  case  there 
were  periods  of  quiescence  of  two  years.  At  the  other  extremes 
gangrene  has  supervened  a  few  days  after  the  earliest  symptoms 
and  such  fondroyante  cases  have  led  to  death. 

Intense  syncope  has  been  known  to  persist  for  twenty-foiu* 
hours  without  producing  gangrene. 

It  is  a  question  whether  or  not  certain  cases  of  chronic  cyanosis 
of  digits  represent  a  form  of  Raynaud's  disease. 

Local  s)mcope  has  been  known  to  produce  gangrene  without 
any  asphyxia  preceding.  Symmetrical  gangrene  of  digits  has 
developed  without  any  previous  asphyxia  or  s3mcope.  Attacks 
of  syncope  or  asphyxia  have  been  known  to  persist  for  years  and 
ultimately  lead  to  sclerodactyl  without  gangrene. 

If  we  regard  all  of  these  variations  in  course  as  within  typical 
boimds,  it  must  be  admitted  that  cases  are  multiplying  in 
literature  which  depart  still  more  widely  from  even  such  a  broadly 
conceived  type-range.  One  clinical  type  is  that  which  has  often 
occurred  after  acute  infectious  diseases,  and  nearly  all  of  the 
latter  have  been  represented  here.  Sometimes  the  disease  devel- 
ops in  the  convalescent  period  when  one  naturally  thinks  the 
postinfectious  anemia  is  responsible  but  in  other  cases  weeks 
and  months  have  elapsed,  and  coincidence  must  be  invoked. 
Some  severe  cases  of  postinfection  have  been  due  to  thrombosis 
of  peripheral  veins.  Many  clinical  variations  have  occurred, 
such  as  gangrene  of  tip  of  nose  following  diphtheria.  There 
were  also  lesions  on  some  of  the  digits  and  tip  of  tongue. 

There  seems  an  undoubted  association  between  malaria  and 
Raynaud's  disease,  not  only  as  shown  by  personal  histories,  but 
perhaps  in  the  marked  periodicity  of  some  cases.  In  some 
cases  local  asphyxia  corresponds  to  the  algid  stage,  while  fever 
and  the  stage  of  local  reaction  conform  to  each  other,  but  this 
is  by  no  means  typical..  In  malarial  countries  where  the  disease 
is  epidemic  however,  gangrene  is  but  seldom  noted.  Occult 
malaria  is  sometimes  associated  with  Raynaud's  disease  (en- 
larged spleen,  leukocytosis,  etc.). 

Raynaud's  disease  has  often  developed  in  people  who  are  vic- 
tims of  some  chronic  disease — tuberculosis,  syphilis — the  latter  of 
special  interest  because  it  is  known  to  cause  vascular  disease. 
It  is  also  seen  with  diabetis,  Bright's  disease,  hemoglobinuria, 
etc.     The  paroxysmal   character  of  the  latter  often   conforms 
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to  the  course  of  Raynaud's  disease  and  the  association  of  the 
two  in  the  same  patient  has  often  been  noted.  The  two  affec- 
tions do  not  occur  with  equal  severity,  but  rather  the  contrary — 
if  one  is  severe,  the  other  may  be  mild.  The  literature  of  the 
relationship  between  the  two  affections  is  extensive.  If  we 
begin  by  studying  the  two  independently  we  will  find  that  a  line 
of  demarcation  is  hard  to  draw.  Each  study  leads  to  the  other. 
Some  authors  conclude  that  the  two  are  manifestations  of  one 
basic  disease.  Others  invoke  the  vicious  circle — one  process  can 
set  up  the  other,  etc.  Not  less  remarkable  is  the  frequent  asso- 
ciation of  Raynaud's  disease  with  albuminuria,  the  latter  either 
functional  or  due  to  nephritis.  Intermittent  albuminuria  is 
not  usually  the  most  interesting  type  in  this  connection.  The 
simple  cases  of  "dead  fingers"  often  noted  in  nephritis  also 
suggest  themselves  in  this  connection.  Raynaud's  disease 
should  naturally  be  favored  by  the  cardiovascular  disease  asso- 
ciated with  fibroid  kidney  but  it  also  accompanies  or  follows 
ordinary  nephritis. 

Another  interesting  association  is  with  glycosuria  and  diabetis, 
the  latter  a  condition  so  predisposing  to  gangrene. 

In  perhaps  12  per  cent,  of  all  cases  of  Ra^maud  cardiovascular 
disease  of  some  kind  has  been  noted — vahnilar  lesion,  arterio- 
sclerosis, etc.,  etc.  Here  we  again  come  to  the  relationship  of 
the  disease  to  lues  and  nephritis.  It  has  been  noted  in  tertiary 
and  late  hereditary  syphilis.  A  necessary  causal  relation 
between  cardiovascular  disease  and  Raynaud  may  be  assumed 
for  a  certain  per  cent,  of  cases. 

An  equally  significant  relationship  has  also  been  established 
with  organic  disease  of  the  central  nervous  system — hemiplegia, 
hydrocephalus,  tumor,  sclerotic  change,  etc.  The  analogy  of 
syringomyelia  has  already  been  noted,  and  the  shading  into  one 
another  of  the  various  acro-diseases  has  also  been  alluded  to  from 
time  to  time. 

Finally  coincidences  of  Raynaud's  disease  with  supposedly 
vasomotor  paroxysmal  affections  elsewhere  in  the  body  have 
often  been  noted.  Here  belong  epilepsy,  chorea,  luticaria, 
Basedow's  disease,  etc.,  etc.  Raynaud's  disease,  however,  may 
be  associated  with  almost  any  neurosis  or  organic  nerve  lesion, 
thereby  showing  only  neuropathic  substratum.  # 

Pathology. — This  literature  is  very  extensive  and  contro- 
versial and  we  can  do  no  better  than  cite  the  conclusions  arrived 
at  by  Cassirer: 
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Vasomosor  and  trophic  paths  and  centers  are  rendered  more 
irritable  than  normal  by  conditions  both  predisposing  and 
exciting,  general  and  local.  In  the  absence  of  a  causal  nevus, 
certain  toxic  agents  are  able  to  produce  the  same  syndrome  in 
the  healthy  or  in  the  absence  oi  other  factors. 

The  same  causal  elements  at  work  here  can  also  produce  the 
other  vasomotor  affections  of  the  extremities  and  the  closest 
connection  exists  between  Raynaud's  disease  and  acroparesthe- 
sia, erythromelalgia,  sclerodermia,  acute  circumscribed  edema 
and  multiple  neurotic  gangrene  of  the  skin. 

Diagnosis. — Atypical  and  abortive  forms  present  marked 
difficulties  in  diagnosis.  So  numerous  and  varied  are  the  transi- 
tions between  Raynaud's  disease  and  the  other  affections  of  the 
same  group  that  confusion  here  very  readily  occurs.  Acro- 
paresthesia, for  example,  has  a  syncopal  variety,  while  Raynaud's 
disease  may  stop  short  of  gangrene,  and  also  may  sometimes  be 
unaccompanied  by  much  pain. 

In  localization,  sudden  onset  and  extreme  pain,  Raynaud's 
disease  confirms  with  erythromelalgia,  and  sometimes  exhibits 
redness  instead  of  duskiness.  Aside  from  these  analogies, 
however,  there  should  be  numerous  points  of  difference.  In 
erythromelalgia  the  local  temperature  is  raised  and  the  con- 
gested parts  feel  warm;  further,  when  the  limb  is  elevated  the 
redness  disappears.  In  Raynaud's  disease  the  local  temperature 
is  lowered  and  the  part  feels  cold  and  does  not  pale  out  when 
elevated.  Erythromelalgia  has  no  analgesic  and  anesthetic 
symptoms  for  sensibility  is  retained  or  increased ;  whereas  in  the 
paroxysms  of  Raynaud's  disease  anesthesia  and  analgesia  are 
present. 

Nevertheless  cases  have  occurred  in  which  differentiation  was 
impossible.     This  is  also  true  of  sclerodactyl. 

Next  to  erythromelalgia  Morvan's  disease  requires  the  most 
careful  differentiation.  Here  transition  forms  occur,  although 
in  the  main  syringomeylia  begins  insidiously  and  lasts  for  many 
years,  having  no  paroxysms.  While  it  may  eventually  attack 
a  number  of  extremities,  it  tends  to  affect  a  single  one  at  first. 
In  syringomyelia  we  do  not  see  gangrene  but  painless  felons, 
multiple  and  tending  to  recur  but  as  already. stated  not  as  part 
of  a  crisis.  In  s>Tingomyelia  there  is  dissociation  of  the  sensory 
phenomena  and  amyotrophy  is  common;  but  exceptionally  we 
see  these  in  Raynaud's  disease.  Syringomyelia  may  end  in 
perforating  ulcers,   exfoliation  of  phalanges,   etc.     In  syringo- 
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myelia  the  fingers  may  be  cyanotic  and  cold  but  the  deeper 
shades  of  color  are  not  seen  and  the  coldness  is  continuous. 

The  changes  in  the  extremities  associated  with  peripheral 
neuritis  may  simulate  Raynaud's  disease.  This  is  seen  especially 
in  diseases  like  beri-beri  and  anesthetic  leprosy  where  poly- 
neuritis is  part  of  the  symptom  complex  but  confusion  with  such 
affections  becomes  the  more  unlikely.  With  simple  peripheral 
neuritis  confusion  may  sometimes  result,  both  diseases  seeming 
to  coexist.  A  few  cases  of  Raynaud's  disease  seem  to  depend 
on  neuritis.  Hysteria  approaches  the  picture  of  Ra}Tiaud's 
disease  in  more  than  one  symptom-complex.  Thus  the  blue 
edema  seen  at  times  in  the  hysterical  may  require  differentiation 
from  the  asphyctic  stage  of  Raynaud's  disease,  just  as  hysterical 
gangrene  may  simulate  the  gangrenous  stage.  Both  blue  edema 
and  gangrene  have  occurred  together  in  the  same  hysteric. 

Records  show  that  congenital  lesions  of  the  heart  may  be 
confused  with  RajTiaud's  disease  when  symptoms  of  both  affec- 
tions coexist.  In  the  heart  lesion  we  see  cyanosis  of  the  fingers 
and  trophic  disturbances. 

All  forms  of  gangrene  of  vascular  origin  may  simulate  Ray- 
naud's disease.  This  is  true  of  senile  gangrene,  for  Ra\Tiaud's 
disease  may  begin  at  an  advanced  age  and  senile  gangrene  may  be 
presenile.  While  senile  gangrene  naturally  progresses,  often 
demanding  amputation,  it  may  evolve  slowly,  attacking  the 
digits  in  succession,  and  the  eschars  may  be  small  and  undergo 
spontaneous  cure.  Hutchinson  was  puzzled  to  make  a  diagnosis 
in  one  case,  but  finally  decided  in  favor  of  senile  gangrene,  al- 
though the  fingers  were  affected  worse  than  the  toes.  In 
typical  senile  gangrene  the  fingers  are  not  affected  at  all. 

In  endarteritis  obliterans,  with  demonstrable  lesions  of  large 
vessels  there  are  painful  and  paresthetic  sensations,  coldness 
and  pallor  or  lividity  and  if  thrombosis  occurs  gangrene  super- 
venes. Authorities  state  that  the  gangrene  here  is  seldom  or 
never  symmetrical,  and  is  further  progessive  and  of  fatal  tendency. 
When  the  endarteritis  is  evidently  due  to  a  toxic  principle 
(syphilis)  confusion  is  still  less  likely.  Numerous  cases  in  litera- 
ture reported  as  Raynaud's  disease  seem  from  the  character  of 
the  gangrene  to  have  been  of  purely  vascular  origin. 

When  endarteritis  is  of  such  degree  or  type  as  not  to  present 
gangrenous  tendencies,  it  may  manifest  itself  as  intermittent 
limp,  a  condition  already  differentiated  from  acroparesthesia. 
But  vascular  symptoms  may  be  marked  with  intermittent  limp, 
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and  the  paroxysmal  character  of  the  latter  suggests  the  presence 
of  a  vasomotor  factor;  while  as  already  stated  elsewhere  a 
certain  proportion  of  cases  of  intermittent  limp  are  probably 
wholly  functional  in  character  and  due  to  crisis  of  angiospasm, 
which,  however,  are  usually  precipitated  by  voluntary  motion 
(walking,  etc.).  It  is  not  surprising  therefore  that  anomalous 
Raynaud's  disease  when  limited  to  the  lower  extremities  may 
sometimes  be  indistinguishable  from  intermittent  limp. 

Gangrene  of  the  extremities  from  embolism  or  thrombosis  of 
large  vessels  can  hardly  be  confounded  with  Raynaud's  disease, 
but  both  conditions  occur  under  the  same  circumstances,  as 
during  convalescence  from  fevers,  etc.  No  doubt  some  cases  of 
alleged  Raynaud's  disease  have  been  due  to  the  other  malady. 

The  phenomena  most  characteristic  of  Raynaud's  disease 
have  been  simulated  by  ergotism.  To  such  an  extent  is  this 
true  that  Ehlers  seriously  advanced  the  view  that  Raynaud's 
disease  must  be  due  solely  to  ergot  poisoning  of  some  sort.  We 
do  not  know  enough  of  the  pathology  of  ergotism  to  contrast 
the  two  affections  entirely,  and  can  only  state  the  drug  can  pro- 
duce angiospasm  and  gangrene. 

To  what  extent  pure  cold  can  cause  Raynaud's  disease  has 
been  a  mooted  question.  Cold  can  cause  gangrene  of  extremities, 
and  as  a  milder  lesion  the  well-known  chilblains.  The  latter 
have  frequently  preceded  the  evolution  of  Raynaud's  disease. 
Unna  places  lesions  due  to  cold  among  angioneuroses  from  the 
mechanism  of  their  production. 

Treatment. — Much  may  be  accomplished  by  prophylactic  and 
general  measures  in  cases  with  recurrent  crisis.  All  measures  are 
indicated  which  tend  to  increase  the  general  well-being,  especially 
measures  against  anemia,  neuropathy,  etc.  Local  insults  from 
cold,  overexertion  of  extremities,  etc.,  must  also  be  guarded 
against.     Southern  residence  is  sometimes  necessary. 

In  regard  to  actual  treatment  electricity  holds  out  the  most 
hope.  It  should  be  applied  to  the  spine  as  a  corrective  to  the 
irritable  weakness  of  the  affected  nerve-paths.  However,  the 
supposed  afficacy  of  this  resource  for  preventing  gangrene  is  ofiF- 
set  by  the  fact  that  not  all  cases  end  naturally  in  gangrene.  Either 
the  galvanic  or  f  aradic  current  is  used,  with  the  affected  extremity 
in  water.  The  constant  current  may  also  be  passed  through  the 
afifected  limb  alone.  Some  clinicians  combine  all  possible 
methods  of  electric  treatment  upon  the  same  patient. 

Amyl  nitrite  and  the  nitrites  in  general  have  been  used  exten- 
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sively  as  vasodilators,  including  nitroglycerin.  Atropin  and 
pilocarpin  have  also  been  used  to  this  end.  Many,  however, 
regard  these  remedies  as  both  useless  and  dangerous. 

Hydriatic  procedures  have  been  used  very  extensively,  and 
of  various  kinds  and  degrees,  but  there  is  no  consensus  of  opinion 
as  to  which  is  preferable.  Ice  to  the  elbow  sometimes  over- 
comes the  vascular  spasm  of  the  fingers.  Dry  warm  and  warm 
moist  heat  as  well  as  dry  hot  air  are  all  recommended,  but  some 
patients  do  better  for  cold  applications.  Gentle  massage  and 
embrocations  of  oil,  etc.,  seem  to  give  relief,  especially  when 
clumsiness  of  the  fingers  is  present. 

Derivation,  such  as  is  obtainable  from  a  mustard  bath,  is 
said  to  benefit  the  asphiTcia,  but  Raynaud  records  a  case  in 
which  the  latter  was  much  aggravated.  It  would  seem  in 
theory  that  the  affected  extremity  ought  to  remain  outside  the 
bath. 

Anodynes  are  naturally  required  to  the  same  extent  as  in 
erythromelalgia.  Relief  sometimes  follows  coal-tar  derivatives 
as  antipyrin,  eutipyrine  and  phenacetin.  Others  require  opiates, 
chiefly  morphine,  although  belladonna,  cannabis  indica,  etc., 
should  be  used  first,  or  alternately. 

Of  internal  remedies  used  are  quinin,  ergotin,  iodothrinall 
in  the  hope  of  meeting  some  definite  causal  indication,  with 
iodide  of  potassium  in  arteriosclerosis  and  syphilis.  Gangrene 
must  be  managed  chiefly  on  the  let-alone  plan. 

ERYTHROMELALGIA. 

Erythromelalgia  may  be  defined  as  a  chronic  vasomotor 
disorder  characterized  by  pain,  flushing  and  heat  usually  in  one 
or  more  extremities,  or  other  parts  of  the  body,  in  which  the 
symptoms  are  made  much  worse  by  depending  the  parts  in- 
volved. The  disease  was  first  fully  analyzed,  described  and 
named  by  Weir  Mitchell.  The  name  signifies  a  painful  redness 
of  a  limb.  The  disorder  needs  to  be  sharply  limited  to  that 
type  of  vasomotor  neirrosis  with  the  features  above  given,  a 
small  but  perfectly  definite  group  of  cases. 

Etiology. — It  is  a  rare  disease  (not  more  than  a  hundred  cases 
are  on  record)  of  early  adult  life  and  is  most  frequently  caused 
by  exposures  to  wet  or  cold  or  both  and  overexertion.  The 
influence  of  sexual  life  in  women,  as  notable  in  acroparesthesia, 
is  absent  in  erythromelalgia.     The  frequency  with  which  the 
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extremities  are  involved  is  inverted  in  the  two  affections,  for 
while  essential  acroparesthesia  is  practically  a  disorder  of  the 
upper  extremities  alone  or  with  some  participation  at  times  of 
the  lower  extremities,  erythromelalgia  was  believed  for  some 
years  to  be  peculiar  to  the  feet  and  legs.  The  constitutional 
and  toxic  factors  believed  to  play  some  part  in  the  causation  of 
acroparesthesia  are  even  less  in  evidence  in  erythromelalgia. 
Neuropathy  seems  to  play  no  role  and  of  the  other  possible 
factors  such  as  rheumatism  and  syphilis  (Ludgarten),  malaria, 
alcohol,  etc.,  it  is  doubtful  if  the  incidence  of  these  is  any  greater 
than  in  a  series  of  individuals  taken  at  random  (Sachs) . 

Symptomatology. — The  tenderness,  pain  and  redness  of  the 
limbs  which  the  name  of  the  disease  implies,  are  naturally  the 
cardinal  symptoms.  As  the  paresthetic  sensations  in  acro- 
paresthesia sometimes  merge  into  actual  pain,  so  the  pain  in 
erythromelalgia  is  sometimes  preceded  by,  associated  with,  or 
replaced  by  sensations  of  formication,  tingling,  numbness,  etc. 
The  pain  is  quite  characteristic,  tending  to  increase  progressively 
imtil  it  becomes  almost  imendiu-able.  Some  authors  reckon  it 
to  be  the  most  extreme  form  of  pain  known.  It  has  an  exacer- 
bating character  with  or  without  complete  remission  and  is  espe- 
cially aggravated  by  gravity,  warmth  and  active  exertion. 
Hence  posture  and  cold  are  instinctive  remedies.  The  cold  of 
winter,  however,  does  not  bring  relief,  for  usually  the  affection 
is  aggravated  at  that  season. 

The  redness  does  not  occur  synchronously  with  the  pain, 
nor  does  it  contribute  in  any  way  to  the  latter,  for  the  pain  as 
a  rule  precedes  the  congestion,  sometimes  even  for  days  and 
weeks,  during  the  evolution  and  exacerbation  of  the  disease.  In 
very  rare  cases  the  redness  has  antedated  the  pain.  But  in 
certain  fugacious  types  of  the  disease  there  has  been  a  brief 
coincident  appearance  of  pain,  redness  and  swelling.  It  seems 
reasonable  that  the  redness  may  cause  or  aggravate  sensations 
of  heat  and  burning  only.  The  congestion  at  the  outset  bears 
all  the  marks  of  active  hyperalgesia  and  only  gradually  and 
after  some  time  is  this  transformed  to  passive  congestion  witli 
the  bluish,  cyanotic  hue.  The  hyperemic  areas  are  only  excep- 
tionally characterized  by  a  well-defined  margin.  It  pales  out 
under  pressure. 

The  third  symptom  in  order  of  importance  is  swelling,  which, 
however,  is  not  constantly  present.  It  is  associated  with  active 
hyperemia  and  is  a  transitory  phenomenon  constituting  a  sort  of 
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crisis.  As  part  of  the  latter  may  be  reckoned  the  objective  rise 
in  surface  temperature  of  the  extremity  which  has  often  been 
measured  and  has  even  been  known  to  reach  over  4°  C.  as  com- 
pared with  an  unaffected  Hmb.  In  the  cyanotic  stage  there  is 
conversely  a  lowered  surface  temperature. 

Erythromelalgia  is  distinctly  a  paroxysmal  affection,  although 
individual  paroxysms  may  last  for  a  long  time,  and  some  cases 
may  show  no  complete  intermission.  The  paroxysmal  char- 
acter is  also  masked  somewhat  at  times  by  the  effects  of  the 
secondary  featuers  and  by  remedial  measures. 

The  painful  sensations  which  really  constitute  the  disease 
are  most  frequently  felt  in  the  feet  and  in  the  toes  first.  The 
hands  are  attacked  about  half  as  frequently,  and  in  a  fair  pro- 
portion of  cases  all  four  extremities  are  involved,  while  on  rare 
occasions  we  see  hemiplegic  and  alternating  types.  In  a  solitary 
case  the  ears  were  involved.  The  pain  may  begin  in  a  single 
digit  or  all  the  fingers  of  one  hand,  or  in  the  ball  of  the  hand  or 
foot,  palm  or  sole,  but  in  any  case  there  is  a  disposition  to  gener- 
alization, with  lower  extremity  as  high  as  the  knee  and  in  the 
upper  extremity  along  the  forearm.  The  area  of  redness  seldom 
coincides  with  that  of  pain,  but  is  usually  less.  When  the  dis- 
ease occupies  two  or  more  extremities,  one  is  usually  attacked 
first  in  a  paroxysm,  and  there  is  a  definite  precedence  in  the 
same  individual.  From  all  that  has  been  written  upon  the 
subject  it  is  evident  that  the  vasomotor  participation  in  erythro- 
melalgia, unlike  that  in  acroparesthesia,  is  constant  and  not 
exceptional,  but  even  in  this  constancy  there  is  an  element  of 
dissociation,  so  that  pain  may  occur  for  a  considerable  time 
without  redness,  and  vice  versa.  There  is  further  want  also  in 
extent  and  severity.  There  is,  however,  no  ischemic  stage  or 
condition  in  erythromelalgia,  this  being  replaced  by  cyanosis. 

The  objective  signs  still  need  to  be  considered.  There  is  an 
augmentation  of  general  and  tactile  sensibility  so  that  during 
paroxysms  the  weight  of  the  bed  clothing,  etc.,  is  burdensome 
and  patients  cannot  tolerate  their  shoes  and  stockings. 

Coincident  local  hyperidrosis  has  been  noted  in  a  minority  of 
cases  and  sometimes  appears  only  when  patients  exert  them- 
selves, while  at  others  the  outbreak  of  sweat  seems  associated 
with  the  crises  of  pain,  redness  and  swelling.  In  a  few  cases  the 
sweating  is  not  paroxysmal  but  continuous.  The  area  of  sweat- 
ing conforms  to  that  of  the  redness  and  swelling.  Trophic 
changes  have  been  noted  in  about  a  third  of  all  cases.  Thicken- 
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ing  of  the  skin,  especially  that  of  the  finger-tips,  including  nail 
dystrophies,  has  been  remarked  occasionally,  and  in  several 
patients  the  condition  resembles  the  drumstick  fingers  of  the 
tuberculous  and  other  chest  disorders.  More  frequent  is  atrophy 
of  the  glossy  skin  type  such  as  follows  injury  of  the  peripheral 
nerves.  The  transition  from  hypertrophy  to  atrophy  may 
sometimes  be  observed  but  atrophy  is  usually  primary.  As 
already  implied  in  the  allusion  to  drumstick  fingers,  trophic 
changes  are  sometimes  seen  in  the  bones. 

Certain  cases  have  been  reported  which  appeared  to  represent 
a  transition  between  erythromelalgia  and  Raynaud's  disease. 
Thus  Sachs  states  that  the  association-disease  is  not  infrequently 
seen  and  the  influence  of  malnutrition,  premature  arteriosclero- 
sis and  peculiar  occupations  is  apparent.  Erythromelalgia 
has  been  accompanied  by  other  affections  of  supposed  vaso- 
motor origin,  and  has  been  found  associated  more  frequently 
than  chance  would  account  for  with  tabes,  disseminated  sclerosis 
and  central  tumor.  But  all  attempts  to  make  of  it  a  disease  of 
central  origin  have  failed.  The  same  may  be  said  of  attempts 
to  connect  it  with  nerve  roots  of  peripheral  nerve  distribution. 
In  numerous  cases  there  has  been  an  evident  correspondence 
between  the  erythromelalgia  area  and  some  peripheral  nerves, 
but  even  in  such  the  nerves  have  been  intact. 

Pathology.— Only  of  recent  years  have  pathological  specimens 
been  available  and  these  have  given  conflicting  testimony  regard- 
ing the  pathogeny  of  the  disorder.  Numerous  theories  have 
been  advanced  to  account  for  the  affection.  Oppenheim  and 
his  school  regard  the  local  symptoms  as  evidence  of  irritation  of 
Certain  sensory,  vasomotor  and  secretory  tracts  and  centers, 
but  the  exact  site  of  the  irritation  and  the  nature  of  the  irritant 
remain  unknown.  The  opinion  is  steadily  gaining  ground  that 
Erythromelalgia  is  a  syndrome  rather  than  a  disease  per  se. 
This  view,  in  many  cases  at  least,  would  explain  its  occurrence 
with  central  nervous  affections  such  as  tabes,  disseminated 
sclerosis  and  tumors  and  also  its  not  infrequent  association  in 
certain  other  cases  with  peripheral  nerve  distribution,  radicular 
distribution  or  spinal  metomeres.  Sachs  has  shown  that  Ray- 
naud's disease  and  erythromelalgia  may  not  only  coexist  but 
that  in  some  cases  the  initial  pathogeny  of  the  two  affections 
is  not  dissimilar.  If  there  be  a  distinct  diseased  state  it  is 
seen  in  those  diffused  cases  which  affect  all  or  most  of  the  extremi- 
ties.    We  may  therefore  speak  provisionally  of  a  symptomatic 
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and  essential  erythromelalgia,  the  first  dependent  on  irritation 
of  peripheral  vasomotor  apparatus,  especially  vasodilator  and 
secretory  nerves.  The  sensory  fibers  always  participate.  The 
essential  variety,  on  the  other  hand,  must  originate  in  central 
irritation,  which  is  probably  spinal  or  bulbar.  The  same  nervous 
paths  are  irritated  and  trophic  disorders  frequently  coexist  as 
above  stated. 

Diagnosis. — We  have  to  contrast  other  affections  from  a  con- 
dition which  combines  active  hyperemia,  redness,  swelling, 
severe  pain  and  opportunely  secretory  and  trophic  disturbances 
and  which  occur  in  paroxysms  in  a  definite  localization — usually 
the  extremities  of  the  limbs.  Other  affections  may  show  the 
vascular  phenomena  alone,  or  the  pain  alone,  while  the  extremi- 
ties are  subject  to  a  variety  of  trophic  disorders.  Not  a  few 
conditions  may  simulate  erythromelalgia  as  a  whole. 

A  condition  much  like  erythromelalgia  has  been  described  as 
acrodynia  and  epidemic  erythenia.  The  redness  of  the  extremi- 
ties, the  pains  and  paresthesiae  might  readily  simulate  erythro- 
melalgia, but  the  epidemic  affection  has  been  recorded  but  a  few 
times  and  in  scattered  portions  of  the  world  and  is  always  accom- 
panied by  constitutional  symptoms  and  gastrointestinal  irrita- 
tion. The  eruption  is  generalized  from  the  extremities  to  the 
trunk,  and  the  painful  phenomena  consist  rather  of  severe 
paresthesiae  than  actual  pain  (hyperesthesia,  causalgia)  and  give 
way  later  to  anesthesia.  The  disease  runs  its  course  in  a  few 
weeks.  It  doubtless  belongs  to  the  same  group  as  pellagra  and 
ergotism. 

Erythromelalgia,  confined  to  one  finger,  has  been  diagnosticated 
as  a  felon  and  has  been  incised. 

Actual  structural  disease  (arteriosclerosis)  of  the  blood-vessels 
of  the  extremities  has  simulated  erythromelalgia  closely.  This 
has  probably  happened  only  as  far  as  the  lower  extremities  ate 
concerned.  The  feet  and  ankles  have  been  discolored  dark  red 
or  bluish  and  crises  of  pain  have  coexisted.  Such  conditions  pass 
rapidly  to  gangrene,  so  that  the  danger  of  a  blunder  is  not  great. 

Erythromelalgia  may  shade  into  Raynaud's  disease  clinically. 
The  comparison  between  the  two  affections  will  be  made  imder 
the  head  of  Raynaud's  disease. 

Intermittent  limp  may  be  associated  with  cyanotic  color  of 
the  lower  extremities  and  various  painful  sensations,  chiefly  upon 
exertion.  In  other  instances  unnatural  pallor  or  coldness  may 
be  present.     Once  believed  to  be  pathognomonic  of  arteritis, 
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the  intermittent  limp  is  now  thought  to  be  due  in  a  small  number 
of  cases  to  a  functional  vascular  spasm.  If  actual  disease  of  the 
posterior  tibial  artery  can  be  made  out  by  palpation  (induration, 
absence  of  pulse)  differentiation  should  be  facilitated.  In  cer- 
tain cases  it  may  be  impossible  to  distinguish  the  two  affections 
— in  fact,  typical  erythromelalgia  may  coexist  with  the  arterial 
affection. 

Affections  of  the  extremities  characterized  by  congestion 
alone  without  pain  or  paresthesiae  are  comprised  imder  the  gen- 
eral term  acroerythema  or  erythroderma.  Scleroderma  may 
begin  with  a  stage  of  redness.  A  symmetrical  active  congestion 
of  the  extremities  without  other  symptoms  has  been  described 
by  dermatologists,  and  attributed  to  vasomotor  irritation.  The 
congested  dorsa  of  the  hands  and  feet  in  pellegra  are  well  known, 
and  may  also  be  seen  in  various  rash  dermatoses.  Erythro- 
melalgia may  exhibit  redness  without  sensory  phenomena  for 
a  short  time,  but  study  of  a  case  should  make  it  easy  to  exclude 
purely  vascular  affections. 

There  are  numerous  painful  affections  of  the  extremities  not 
associated  necessarily  with  vascular  disturbances.  Under  acro- 
paresthesia attention  was  called  to  the  occasionally  painful 
character  of  the  paresthesiae  and  it  must  not  be  forgotten  that 
in  certain  cases  of  that  malady  vasomotor  disturbances  occur. 
True  neuralgia  and  neuritis  may  sometimes  be  associated 
with  erythromelalgic  redness.  Numerous  affections  which  might 
simulate  the  painful  sensations  alone  of  the  disease  in  question 
are  Morton's  disease  (metatarsalgia) ,  Berger's  paresthesia  (see 
under  acroparesthesia),  akinesia  algera,  and  various  painful 
affections  of  the  feet  (gout,  rheumatism  (gonorrheal),  periostitis, 
bursitis,  and  conditions  which  can  only  be  styled  by  the  general 
term  pododynia). 

Of  trophic  affections  of  the  extremities  which  might  at  some 
stage  simulate  the  trophic  alterations  which  develop  at  times 
in  erythromelalgia  We  may  mention  acromegaly  at  its  debut, 
scleroderma  in  its  early  stages,  myxedema,  possibly  the  osteo- 
arthropathy of  the  digits  seen  in  tuberculosis  and  other  chronic 
intrathoracic  affections  and  certain  forms  of  arthritis  deformans. 
It  should  be  sufficient  in  differential  diagnosis  merely  to  bear 
these  possibilities  in  mind,  since  confusion  could  hardly  arise  in 
excluding  such  affections.  It  must  be  remembered  that  the 
phalanges  and  nails  seem  predisposed  naturally  to  trophic 
disturbances. 
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Finally  it  must  be  borne  in  mind  that  typical  erythromel- 
algia  has  coexisted  not  a  few  times  with  some  profound  central 
affection.  In  addition  to  tabes,  insular  sclerosis  and  tumors 
already  mentioned,  syringomyelia,  and  extreme  hysteria  have 
also  been  recorded  as  coincident  affections.  Hence  the  possi- 
bility of  this  coincidence  must  not  be  overlooked. 

Prognosis  and  Treatment. — Erythromelalgia  is  an  exquisitely 
chronic  affection  without  much  range  for  progressiveness.  In 
fact  it  often  remains  indefinitely  at  a  complete  standstill.  In 
many  cases,  however,  there  has  been  spontaneous  improvement 
even  after  years  of  persistence,  and  in  a  few  instances  the  disease 
has  been  self  limited  after  a  relatively  brief  sojourn.  The  prog- 
nosis for  radical  cure  is  on  the  whole  poor,  but  the  prognosis 
for  ultimate  improvement  is  good  with  patience.  It  is  impossi- 
ble to  state  to  what  extent  improvement  is  ascribable  to  treat- 
ment, but  something  to  palliation  is  not  only  indicated  but 
becomes  indispensable. 

Aside  from  the  postural  and  refrigerating  measures,  which 
the  patient  and  his  friends  will  instinctively  apply,  systematic 
hydrotherapy  probably  holds  out  some  further  hope  of  relief, 
as  do  galvanic  and  faradic  local  baths.  Gentle  massage  is  of 
some  assistance.  Of  drug  therapeutics,  local  or  general,  every- 
thing has  been  tested,  and  we  only  know  that  morphine  will 
relieve  the  pains.  Data  fail  as  to  whether  patients  become 
morphinomaniacs.  In  theory  neurectomy  is  indicated  to  put 
an  end  to  the  pain.  Once  or  twice  the  desired  result  was  obtained, 
but  in  other  cases  there  was  failure  and  in  one  case  after  extensive 
neurectomies  gangrene  developed  and  amputation  became 
necessary. 

ANOMALOUS    AND    UNCLASSIFIED    FORMS    OF    VASOMOTOR 
NEUROSES. 

Vaso'>notor  Ataxia. — Many  individuals  possess  an  inherent 
instability  of  the  vasomotor  system  known  as  "vasomotor 
ataxia"  (Solis-Cohen) .  Probably  because  of  the  very  great 
difficulty  in  elucidating  the  cause  and  nature  of  this  vasomotor 
defect  the  affection  has  been  much  neglected.  Vasomotor 
ataxia  often  appears  on  a  neurasthenic,  neuropathic  or  hysterical 
substratum.  Some  manifestations  are  physiological,  as  blushing 
and  pallor  from  emotional  causes.  Hence  psychic  trauma 
readily  suggests  itself  as  a  possible  factor,  and  the  influences  of 
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fear,  anxiety,  etc.,  on  disease  is  apparent.  Traumatic  neuroses 
become  intelligible  in  some  of  their  protean  characters,  and 
this  is  true  also  of  some  occupation  neuroses. 

In  the  class  of  single  agencies  which  disturb  the  vasomotor 
equilibrium,  tobacco  is  a  familiar  one,  its  functional  and  possibly 
organic  effects  on  the  circulatory  system  being  well  understood. 
When  toxic  substances  like  alcohol  are  discontinued  after  pro- 
longed habitual  use,  disturbance  of  vasomotor  equilibrium  is 
very  commonly  seen.  At  the  climacteric  in  women  vasomotor 
ataxia  is  known  to  be  commonly  present. 

Symptomatology.— This  is  naturally  extensive.  Manifesta- 
tions of  all  kinds  tend  to  be  paroxysmal.  Some  are  local 
throughout,  some  more  or  less  diffuse.  Some  suggest  angio- 
spasm, others  angioparesis.  Not  all  are  paroxysmal  for  some 
may  be  continuous.  Attacks  vary  greatly  in  onset,  duration  and 
interval.  Factors  which  determine  attacks  vary  greatly.  They 
may  consist  of  mechanical,  chemical,  or  thermal  irritation,  drug 
action,  etc.,  aside  from  psychical  causes.  Intolerance  to  drugs 
belongs  here.  Some  alleged  toxic  affects  of  drugs  are  not  essential 
to  the  drug  action,  but  results  from  vasomotor  ataxia,  so  that 
different  drugs  might  cause  similar  symptoms.  Above  all, 
individual  susceptibility  is  a  factor  of  greatest  significance. 

Such  phenomena  as  "nervous  chills,"  fainting  attacks,  "rushes 
of  blood,"  vertigo,  etc.,  are  familiar  examples.  Naturally  these 
crises  are  all  prone  to  imitate  serious  affections. 

Crises  from  colic  and  diarrhea — as  if  from  angiospasm  in  the 
region  of  the  mesenteric  arteries — profuse  rhinorrhea,  crises  of 
hay  fever,  inexplicable  congestions  of  the  conjunctiva,  are 
familiar  examples  of  paroxysmally  occurring  vasomotor  ataxia. 
Active  conjection,  active  syncope,  cyanosis,  may  all  occur  in 
the  same  organ  and  in  the  same  individual,  and  more  than  one  of 
these  three  is  usually  present  in  the  same  paroxysm.  These 
naturally  are  to  be  studied  to  best  advantage  in  the  extremities, 
fundus  oculi,  drum-head,  and  visible  mucosae.  The  symptoms 
naturally  closely  resemble  those  of  regional  arteriosclerosis.  Of 
subjective  symptoms  those  of  fulness,  pulsation  and  the  like 
naturally  accompany  acute  congestions.  Local  anemia  (s}Ticope) 
is  often  accompanied  by  paresthetic  sensations. 

Congestive  crises  may  be  called  forth  in  some  individuals  by 
using  the  nitrite  of  amyl,  commonly  employed  for  the  relief  of 
the  opposite  condition.  Indeed,  the  number  of  drugs  able  to 
influence   the   vasomotor   system   is    very   large.     Those   once 
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addicted  to  tobacco  often  experience  an  abnormal  suscepti- 
bility to  it  afterward,  amounting  to  intolerance. 

The  ability  to  induce  vasomotor  crises  in  these  subjects  by 
various  stimuli  is  often  of  great  benefit  in  diagnosis  of  the  sub- 
stratum. 

Vasomotor  Affections  of  Special  Organs.  Skin. — Many  "der- 
mographs"  are  quite  free  from  other  evidences  of  vasomotor 
ataxia.  The  greatest  frequency  of  vasomotor  phenomena  in  the 
skin  is  doubtless  only  apparent  because  of  the  ease  of  observation. 
All  shades  of  color  and  grouping  may  be  seen  in  the  skin.  It  is 
owing  to  vasomotor  influence  that  eruptions  can  simultae  each 
other  so  closely  (pseudoscarlatina,  pseudomeasles,  etc.).  One 
might  add  to  vasomotor  dermatoses  erythema  multiforme,  the 
degree  of  ataxia  making  possible  the  coexistence  of  so  many 
lesions.  Modifications  of  sensibility  are  associated  with  vascular 
changes.  Thus  in  local  syncope  and  anemia,  depression  of 
sensibility  exists.  "Cold  feet"  should  not  be  ascribed  to  vaso- 
motor spasm,  as  many  factors  cooperate  here.  Cold  sensations 
are  felt  chiefly  from  the  feet  up  to  the  knees,  in  the  hands  and 
along  the  spine.  Warmth  is  experienced  chiefly  in  the  face. 
General  anemia  of  the  skin  is  usually  accompanied  by  rigors, 
while  general  hyperemia  of  the  skin  is  associated  with  restlessness 
and  motor  activity.  The  alternation  of  general  chill  and 
warmth,  so-called  "nervous  fever  "of  Bouveret,  which  may  or 
may  not  be  associated  with  quickened  pulse  and  rise  of  tempera- 
ture, is  evidently  a  manifestation  of  vasomotor  ataxia. 

In  neurasthenia  we  often  find  abnormal  sensations  of  cold,  as 
in  the  head  (Binswanger).  These  sensations  appear  to  be  sub- 
jective and  paresthetic. 

Muscles. — Vasomotor  ataxia  in  the  muscles  is  largely  a  hypo- 
thetical aff"air.  Paramyotonia  due  to  abnormal  sensibility  of 
muscle  to  cold  has  been  thought  to  belong  here,  so  also  some 
cases  of  tremor. 

Head  (including  encephalon). — The  entire  head  may  partici- 
pate at  once,  or  only  certain  regions  of  it,  as  the  encephalon. 
Congestive  states  of  various  kinds  are  very  common.  Surface 
congestion  is  best  noted  in  the  ears.  Breaking  out' of  sweat  on 
the  forehead  is  considered  under  secretions.  In  congestion  of 
the  head  there  is  usually  induced  tenderness  over  the  nerves  at 
their  foramina. 

Both  conjimctivitis  and  coryza  when  they  pursue  a  paroxys- 
mal recurring  course  have  a  marked  vasomotor  element,  and 
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this  fomi  of  coryza  is  often  accompanied  by  nose  bleed,  especially 
in  the  yoimg.  Congestion  in  the  nasal  sinuses  is  accompanied 
by  intense  headache,  and  all  of  the  sinuses  may  be  thus  affected 
except  the  antrum  of  Highmore.  Congestive  affections  of  the 
conjunctiva  and  nasal  mucosa  are  especially  common  at  puberty 
and  in  brain -workers.  Nervous  coryza  (hay  fever)  may  be 
simulated,  but  observers  have  not  fouud  that  hay  fever  subjects 
have  general  vasomotor  instability. 

In  regard  to  endocranial  circulatory  disturbances,  the  fundus 
oculi  finnishes  the  best  evidence.  The  membrana  tympani 
also  furnishes  trustworthy  evidence.  The  state  of  the  skin  is 
of  no  value.  Diminished  electric  resistance  through  the  head 
appears  to  bear  some  relation  to  the  presence  of  vasomotor 
ataxia,  but  the  interior  of  the  skull  does  not  participate  here. 

Functional  evidences  of  cerebral  hyperemia  are  seen  in  in- 
ability to  do  mental  work  and  to  sleep,  while  the  patient  has 
impulses  to  motor  activity  and  is  restless.  In  higher  degrees 
an  intense  splitting  or  pulsating  headache  appears.  Such  a 
condition  naturally  may  terminate  in  cerebral  hemorrhage. 

A  characteristic  subjective  feeling  in  cerebral  hyperemia  is 
one  of  dread  and  insecurity,  and  this  seems  a  direct  result  of 
the  pulsations.  Cerebration  becomes  difficult,  and  patient 
thinks  he  is  losing  his  mind.  Vertigo  is  present  at  times  and 
conduces  to  agoraphobia.  The  symptom-complex  in  these 
cases  is  therefore  one  common  in  neurasthenia. 

In  some  cases  the  meningeal  syndrome  develops,  and  it  may 
follow  psychic  trauma.  In  the  highest  degrees  of  cerebral  con- 
gestion we  find,  of  course,  maniacal  agitation,  delirium,  hal- 
lucinations, etc. 

Symptoms  of  cerebral  congestion  in  the  sense-organs  include 
pulsation  of  retinal  vessels,  increased  tension  in  the  eyeballs, 
burdensome  tinnitus  aurium,  etc.  Of  special  interest  in  this 
connection  are  labyrinth  symptoms — Meniere's  triad  of  vertigo, 
vomiting  and  deafness  plus  tinnitus.  The  angioneurotic  form 
of  Meniere's  syndrome  is  known  to  otologists.  That  in  quinin  we 
possess  a  drug  which  has  power  over  vasomotor  ataxia  seems 
evident  from  its  utility  in  this,  as  in  other  manifestations. 

Cerebral  anemia  is  much  less  significant  as  a  manifestation 
of  vasomotor  ataxia.  Its  chief  expression  (Bingwanger)  is  in 
frequent  attacks  of  fainting.  So-called  syncopal  attacks  in 
half  the  face  and  one  arm  seem  due  to  cerebral  anemia.  Another 
set  of  manifestations  are  seen  chiefly  in  the  retina — transient 
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blindness,  hemianopsia.     To  some  extent  vasomotor  anomalies 
of  the  throat — anemia,  cyanosis,  etc. — have  been  recognized. 

Chest. — Intrathoracic  vasomotor  disorders  are  diflBcult  to 
recognize.  Hyperemia  of  the  limgs  and  bronchi  is  doubtless 
of  common  occurrence.  Here  belong  perhaps  certain  forms  of 
paroxysmal  asthma  or  dyspnea.  If  the  congestion  is  of  suffi- 
cient degree,  some  edema  of  the  limgs  may  result.  The  subject 
of  cardiac  neuroses,  including  angina  pectoris  in  the  functional 
forms,  is  so  well  known  that  it  need  not  be  discussed  here. 

Spinal  Cord. — As  in  the  similar  case  of  the  limgs,  we  surmise 
but  cannot  prove  the  frequency  of  hyperemia  and  anemia  in  the 
cord.  Angiospasm  is  believed  to  suspend  more  or  less  the  func- 
tions of  the  latter,  while  congestion  is  held  responsible  for  cer- 
tain neuralgiform  affections.  We  know  less  by  far  of  vasomotor 
ataxia  in  the  cord  and  lower  respiratory  organs  than  of  the 
same  anywhere  else  in  the  body. 

Abdomen. — Our  knowledge  of  vasomotor  ataxia  in  the  abdom- 
inal vessels  is  considerable.  Paroxysmal  affections  of  various 
kinds,  manifested  in  various  ways,  are  numierous  and  com- 
mon, as  might  be  inferred  from  the  number  of  organs  and  the 
distribution  of  the  blood-vessels.  The  phenomena  are  vaso- 
dilator, rather  than  vasoconstructor,  for  we  know  but  little 
of  the  latter.  Pulsation  of  the  abdominal  aorta  associated  with 
violent  pain  is  very  common  in  women,  and  is  usually  demon- 
strable objectively.  Attacks  occur  in  crises.  The  abdominal 
aorta  is  much  increased  in  volume,  and  numerous  digestive 
disturbances  may  coexist,  such  as  flatiilence,  acute  himger,  obsri- 
pation,  etc.,  the  crisis  often  ending  with  vomiting.  The  internal 
congestion  is  usually  accompanied  by  surface  anemia,  often 
associated  with  eruptions  of  m.acules  and  wheals,  ptuptura, 
edema  of  the  feet  or  sweating  of  the  hands.  These  attacks  may 
last  so  long  or  recur  so  frequently  as  to  constitute  a  status  mali. 
Aside  from  these  crises  much  so-called  nervous  dyspepsia  belongs 
here — the  sort  which  comes  and  gees  without  apparent  motive. 

Another  manifestation  of  abdominal  congestion  is  the  so- 
called  nervous  abdominal  plethora,  which  may  develop  in  the 
absence  of  any  mechanical  obstruction  in  the  portal  circulation. 
It  is  chiefly  in  e\'idence  in  the  liver  and  appears  due  to  a  com- 
plete abeyance  of  normal  vascular  tonus.  In  this  plethora, 
as  distinguished  from  the  pulsating  arterial  crisis,  the  s>Tnptoms 
are  those  of  stasis,  and  the  affection  therefore  can  the  more 
readily  become  chronic.     Among  the  functional  anomalies  pro- 
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duced  are  stasis  catarrhs,  pseudohepatic  colic,  etc.,  and  areas 
tender  on  deep  pressure  are  often  recognizable. 

The  corresponding  angiospastic  affections  of  the  abdomen 
are  probably  manifested  chiefly  by  congestions  elsewhere,  as  by 
"hot  flashes"  and  "rushes  of  blood  to  the  head." 

Urogenital  System. — Vasomotor  ataxia  in  the  female,  as 
affecting  the  reproductive  organs,  may  be  in  part  summed  up 
under  dysmenorrhea  in  its  widest  sense,  together  with  certain 
symptoms  ordinarily  indicative  of  metritis.  Here  belong  many 
phenomena  of  the  climacteric  and  perhaps  gestation.  Sup- 
pressed menses  as  well  as  menorrhagia  may  be  purely  vasomotor 
in  character.  To  vascular  disturbances  in  the  uterus  must  be 
added  others  of  the  same  character  in  the  ovary,  tube  and  para- 
metrium. In  man  the  only  analogous  phenomenon,  perhaps,  is 
irritable  testis.  Naturally  gynecological  vasomotor  pathology 
stands  in  close  relationship  to  nervous  abdominal  plethora. 

Extremities. — Vasomotor  ataxia  here  is  manifested  chiefly  in 
the  various  affections  about  to  be  described  as  acroneuroses. 
Another  well-known  manifestation  is  "functional  intermittent 
limp"  due  to  angiospasm  in  the  muscles  of  the  lower  extremities. 
It  was  Lister,  we  believe,  who  first  showed  that  the  anemia  caused 
by  elevating  the  arm  was  due  to  angiospasm  rather  than  to 
gravity.  Numerous  other  physiological  phenomena  of  vaso- 
motor mechanism  may  be  produced  in  the  extremities. 

In  addition  to  the  preceding  phenomena,  authors  describe  a 
"regionary  cyanosis  "  which  is  largely  summed  up  under  the  head 
of  Raynaud's  disease  in  its  common  and  rare  forms.  The 
superaddition  of  edema,  extravasation,  etc.,  is  largely  covered  by 
the  subject  of  acute  angioneurotic  edema  and  certain  paradoxal 
hemorrhages. 

While  vasomotor  ataxia  is  chiefly  paroxysmal,  and  inclined  to 
show  itself  in  certain  syndromes,  it  may  be  at  the  bottom  of 
strictly  localized  and  chronic  aff'ections. 

It  would  be  an  easy  matter  to  extend  the  subject  into  further 
fields  of  clinical  medicine,  but  the  danger  in  these  studies  has 
always  been  to  go  too  far,  so  that  a  reaction  follows  and  the 
possibilities  of  vasomotor  ataxia  lie  fallow  in  the  minds  of 
clinicians.  It  may  be  stated  that  Herz  and  other  recent  writers 
are  very  conservative  in  their  statements,  and  do  not  invoke 
essential  angiodilation  or  angiospasm  to  explain  diseased  states 
unless  there  is  not  only  positive  evidence  therefor  but  failure 
of  other  causal  moments  to  explain  the  phenomena. 
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Before  closing,  it  should  be  said  that  the  phenomena  of 
angiospasm  necessarily  simulate  closely  those  due  to  organic 
disease  of  larger  arterial  twigs — so  closely  that  differentiation  is 
quite  impossible  at  times.  Typical  Raynaud's  disease  may  be 
due  to  actual  endarteritis,  and  the  simultation  of  organic  angina 
pectoris  and  intermittent  limp  by  functional  affections  will 
occur  to  all. 

SCLERODERMA. 
INTRODUCTION. 

This  affection  has  been  made  the  subject  of  several  large 
monographs  and  many  hundreds  of  papers,  and  our  knowledge 
of  it  is  still  undergoing  active  evolution.  Nominally  it  has  been 
regarded  as  a  dermatosis,  but  it  is  known  to  attack  practically 
every  tissue  in  the  body.  Strictly  speaking,  it  canot  be  regarded 
as  essentially  vasomotor  or  typhoneurotic  in  character,  nor  can 
it  be  made  to  depend  essentially  on  anomalies  of  the  ductless 
glands,  although  all  three  of  these  factors  may  be  involved,  and 
the  condition  presents  transition  forms  with  affections  which  do 
possess  such  characteristics.  Thus  it  possesses  analogies  with 
myxedema  and  acromegaly,  both  in  the  localization  and  in  the 
hyperplastic  element  which  is  its  most  characteristic  feature. 
Again  its  favorite  localization  in  the  digits  tends  to  place  it  in 
part  among  the  acronoses,  in  which  both  vasomotor  and  trophic 
elements  coexist.  In  its  more  generalized  forms  there  are  notable 
trophic  alterations  in  the  appendages  of  the  skin  and  even  at 
times  in  the  teeth.  But  all  of  the  symptoms  may  be  explained 
by  the  hypothesis  that  whatever  the  cause  and  nature  of  the 
disease  it  is  at  the  outset  limited  to  the  terminal  arterioles. 
This  being  conceded  it  becomes  apparent  that  the  chief  causal 
moment  ought  to  proceed  from  some  part  of  the  nervous  system, 
rather  than  from  any  peculiar  quantity  of  the  circulating  blood. 
If  there  is  any  central  cause  able  to  so  act  upon  the  nervous 
system  as  to  modify  both  its  vasodilator  and  trophic  functions, 
it  should  set  up  a  syndrome  something  akin  to  what  we  call 
scleroderma.  Hence  w'e  find  that  the  great  majority  of  writers 
incline  to  regard  the  affection  as  an  angiotrophoneurosis.  As  to 
what  intent  the  comparatively  recent  hormone  theory  of  many  so- 
called  trophic  alterations  may  modify  this  view  cannot  at  present 
be  told.  That  which  we  not  long  ago  laboriously  explained  by 
trophic  influences  operating  through  the  nerves  is  now  much 
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more  naturally  accounted  for  by  increased,  diminished  or  altered 
hormone  production,  which  involves  no  nervous  mechanism 
except  as  the  latter  may  be  able  to  disturb  the  circulation  and 
nutrition  of  the  hormone  producing  organs.  This  would  be 
likely  to  happen  in  any  universal  affection  able  to  cause  vaso- 
motor disturbance.  Hence  if  scleroderma  is  a  universal  affection, 
there  might  come  about  disturbed  hormone  production  in  the 
thyroid  or  pituitary  glands,  or  that  the  symptoms  might  in  some 
way  resemble  those  of  myxedema,  acromegaly,  etc.,  which  are 
affections  of  purely  local  origin.  Similarly  it  is  conceivable  that 
the  genital  glands  might  be  secondarily  involved  and  give  rise 
to  additional  symptoms. 

A  remarkable  feature  of  scleroderma  is  its  occurrence  in 
separate  localized  forms  which  appear  to  be  quite  distinct  from 
the  more  diffuse  fonns  of  the  disease,  and  are  by  some  authors 
regarded  as  varieties,  if  not  distinct  types  of  disease.  The 
occurrence  of  isolated  placques  of  disease  in  sound  areas  of  skin, 
is  termed  by  the  dermatologists  morphea.  While  it  is  now 
regarded  as  localized  scleroderma,  it  is  difficult  to  explain  its 
origin  as  part  of  a  general  disease.  Local  irritation,  either 
direct  mechanical  or  indirect  neurotic,  seems  necessary  to  ac- 
count for  these  circumscribed,  localized  lesions.  The  isolated 
localization  in  the  'fingers,  know^  as  sclerodactyl,  is  of  great 
interest  to  the  neurologist  because  transition's  readily  occur 
between  this  and  other  forms  of  acroneuroses,  such  as  have 
already  been  alluded  to.  Since  scleroderma  may  attack  the 
vulva  and  vagina,  the  opinion  has  been  advanced  that  the 
mysterious  affection  known  as  kraurosis  vulvae  is  a  localized 
scleroderma.  Histological  studies  appear  to  show  that  such  a 
supposition  is  quite  groundless.  Finally,  the  affection  known 
as  sclerema  neonatorum  is  regarded  as  having  no  connection 
with  scleroderma,  although  the  latter  may  set  in  so  early  in  life 
that  confusion  results.  There  is  also  some  confusion  between 
idiopathic  hemiatrophy  of  the  face  and  local  scleroderma  in  that 
area. 

ETIOLOGY. 

Scleroderma  may  occur  at  any  age  whatever,  but  appears  to 
be  a  disease  of  mature  years  rather  than  of  either  extreme  of 
life.  Aside  from  the  condition  known  as  cleremia  recnatorum 
with  which  it  has  no  connection,  it  is  possible  that  it  may  occur 
in  the  fetus  and  be  present  at  birth.     Sex  has  a  decided  influence. 
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for  while  in  some  statistics  the  sexes  seem  equally  involved,  in 
others  there  is  a  notable  preponderance  of  females.  The  relative 
frequency  of  the  affection  is  not  readily  determined.  There  is 
one  case  of  scleroderma  to  every  two  or  three  thousand  cases  of 
skin  disease,  while  in  clinics  for  nervous  affections  the  proportion 
seems  higher  (about  one  in  one  thousand) . 

Scleroderma  is  a  familial  affection  to  a  very  slight  extent  only, 
and  attempts  to  show  that  it  has  a  tender  cy  to  occur  in  neuro- 
pathic stock  have  not  been  altogether  successful.  More  migraine 
is  found  in  ascendants  and  collaterals  than  could  be  explaired  by 
mere  coincidence.  It  is  possible  that  a  properly  conducted 
research  would  bring  out  evidence  of  a  tendency  to  vasomotor 
ability.  The  fact  that  the  affection  has  frequently  followed  an 
infectious  disease  means  no  more  than  that  a  general  lowering  of 
resistance  may  have  resulted,  and  this  should  also  be  true  of 
scleroderma  following  syphilis,  tuberculosis  and  other  dyscrasic 
states.  An  exception  must,  however,  be  made  of  rheumatism. 
In  a  certain  number  of  cases  the  close  association  of  the  two 
processes  is  immistakable.  Furthermore,  the  disease  may  appear 
to  develop  as  a  sort  of  rheumatic  equivalent,  i.e.,  under  condi- 
tions of  exposure,  etc.,  such  as  commonly  cause  rheumatism. 

The  fact  that  certain  cases  have  supervened  after  physical 
trauma  is  probably  best  explained  by  psychic  effect.  If  to 
these  cases  are  added  those  due  to  emotional  influence,  and 
those  which  develop  without  apparent  cause  in  neuropathic 
degenerative  stock,  and  which  may  be  associated  with  functional 
neuroses,  a  considerable  material  results.  On  the  other  hand, 
the  absence  of  coincidence  between  scleroderma  and  organic 
nervous  affections  seems  opposed  to  the  doctrine  of  necessary 
neuropathic  substratum.  But  it  cannot  be  shown  that  the  other 
acroneuroses  and  angiotrophoneuroses  in  general  have  any 
greater  etiologic  claim  to  be  so  classed.  As  will  be  seen, 
scleroderma  is  clinically  a  member  of  these  families,  and 
further,  not  infrequently  associated  with  some  one  of  them. 
All  show  some  common  tendency  to  vasomotor  lability,  neuro- 
pathy, and  a  rheumatic  component. 

SYMPTOMATOLOGY. 
I.    GENERAL. 

The  symptoms  of  scleroderma  may  be  considered  from  several 
viewpoints.     Let  us  first  study  the  phenomena  common  to  the 
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disease  in  any  locality.  The  first  change  manifested  in  the 
integument  (or  mucous  surface,  etc.)  is  an  edema  which  is  firm 
to  the  touch.  The  lesion  resembles  an  ordinary  edema,  but 
does  not  pit  on  pressure.  The  edematous  stage  may  escape 
observation,  and  perhaps  may  not  always  be  present.  It  may 
show  a  decided  volatile  or  fugacious  quality,  disappearing  and 
reappearing.  Conversely  it  may  be  so  intense  as  to  result  in, 
gangrene.  The  area  involved  may  be  of  any  extent.  Clearly 
an  angiospasm  of  very  variable  extent  and  intensity  must  be 
involved. 

To  this  edematous  stage  the  indurated  or  hide  bound  stage 
succeeds.  The  skin  begins  to  feel  dra^^^l  and  upon  examining  it 
the  patient  notes  a  peculiar  hardness  and  smoothness.  The 
folds  of  the  skin  disapppear.  Not  only  the  size  and  shape  of  the 
indurated  area  but  also  its  color  exhibit  endless  variation,  which 
gives  rise  to  a  number  of  local  designations.  A  face  thus  afifected 
becomes  mask-like,  the  trunk  is  as  if  it  wore  a  cuirass,  etc.,  while 
according  to  the  firmness,  thickness  and  color  and  feel  of  the 
skin  it  may  be  likened  to  parchment,  leather,  ivory,  marble,  the 
cadaveric  skin,  etc.  The  indurated  stage  is  followed  by  one  of 
atrophy,  in  which  not  only  does  the  thickened  derma  become 
progressively  thinner,  but  the  various  individual  structiu-es 
which  make  up  the  skin  and  its  appendages  exhibit  trophic 
alterations.  This  general  condition  of  atrophoderma  now 
exhibits  some  of  the  features  common  to  atrophy  of  the  skin 
from  other  causes,  so  that  more  or  less  confusion  may  result. 
The  skin  remains  hide  bound  but  is  on  a  lower  level  than  the 
surroimding  sound  integument. 

From  a  second  viewpoint,  scleroderma  may  be  acute  or  chronic, 
and  naturally  a  highly  acute  and  at  the  same  time  diS"use  case 
would  pjesent  hardly  any  clinical  resemblance  to  an  eminently 
chronic,  narrowly  circumscribed  process.  It  may  also  begin  as  a 
widely  disseminated  affection,  and  the  individual  lesions  may  be 
large  and  diflfuse  or  very  small.  The  original  induration  may 
quickly  pass  to  atrophy,  so  that  when  a  patient  is  first  seen  profes- 
sionally a  depressed  scar-like  area  is  in  evidence.  The  remarkable 
play  of  colors  sometimes  seen  is  due  to  various  factors  involving 
the  blood-vessels  and  pigment.  It  appears  from  isolated  cases 
that  minimal  cases  occur  in  which  there  is  neither  edema,  indura- 
tion or  atrophy,  but  merely  anomalies  of  the  blood-vessels  and 
pigment.  In  the  fingers  of  high  degree  of  vascular  disturbance 
occurs  as  shown  at  times  by  persistent  cyanosis,  and  less  fre- 
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quently  this  is  noted  in  other  localities.  A  transition  to  Ray-; 
naud's  disease  is  naturally  suggested  by  such  cases.  As  a  mattei; 
of  fact  an  initial  cyanosis  of  the  fingers  may  persist  for  an  indefi- 
nite period,  to  assume  eventually  the  form  of  Raynaud's  disease^ 
sclerodactyl  or  a  mixed  type.  Similar  confusion  may  exist 
between  sclerodactyl  and  erythromelalgia.  Back  of  all  thesQ 
conditions,  and  at  times  going  no  further  is  a  state  of  vasomotor 
lability  sho\vn  by  sensitiveness  to  cold,  unnatural  coldness, 
active  hyperemia,  paresthetic  sensations,  etc.,  which  furnishes  a, 
strong  local  predisposition  to  the  acroneuroses  in  general.  In, 
extreme  cases  the  amount  of  edema  and  redness  preceding  sclero- 
derma of  the  extremities  has  masqueraded  as  erysipelas. 

From  the  viewpoint  of  strict  localization  the  symptoms  o^ 
scleroderma  are  naturally  numerous,  varying  greatly  with  the 
site.  We  may  here  note  the  isolated  circumscribed  patches 
which  occur  in  the  continuity  of  the  skin  of  the  limbs,  head, 
and  face,  and  trunk,  and  were  long  regarded  as  a  distinct  idio- 
pathic affection  under  the  name  morphea.  A  study  of  these 
lesions  naturally  shows  wide  departures  from  the  acroneuroses,; 
for  there  is  no  family  group  of  morphea-like  affections.  Telan- 
giectases, anomalies  of  pigmentation  and  atrophic  scar-like 
depressions  are  in  evidence,  and  this  peculiar  association  is 
responsible  for  the  former  belief  that  morphea  was  a  form  of 
ancient  leprosy  which  robbed  of  all  danger  persisted  to  the  pres- 
ent day.  Maculo-anesthetic  leprosy  was  known  to  begin  with 
multicolored  patches  of  eruption  which  eventually  became 
atrophic.  As  a  matter  of  fact,  however,  morphea  is  not  associ- 
ated with  sensory  disturbances. 

In  the  indurated  stage  of  scleroderma  there  is  no  necessary, 
involvement  of  the  sebaceous  and  sudoriparous  glands,  but, 
once  the  stage  of  atrophy  is  reached,  these  is  falling  of  the  hair, 
in  the  affected  area — naturally  very  conspicuous  when  the  scalp 
or  bearded  face  is  involved — and  secondary  destruction  of  the 
cutaneous  glands.  The  atrophy  of  the  hair  follicles  and  nails 
which  is  seen  often  in  scleroderma  is,  however,  not  due  essentially 
to  lessions  seated  in  the  integument  but  to  more  deeply  seated 
causes.  This  is  shown  by  the  fact  that  in  a  very  small  percentage; 
of  cases  these  trophic  affections  of  the  appendages  precede  the 
appearance  of  sclerodermatous  placques.  The  rare  instances 
in  which  the  teeth  have  been  shed  may  perhaps  be  due  to  sclero- 
derma of  the  gums. 

The   induration   of   the   skin   necessarily   interferes   with   the 
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functions  of  the  subjacent  muscles  when  these  are  superficially 
placed,  as  in  the  case  of  the  muscles  of  facial  expression,  and 
when  the  joints  are  partially  immobilized.  Since  some  of  the 
facial  muscles  are  concerned  with  the  acts  of  eating  and  speaking, 
these  functions  may  be  more  or  less  compromised.  In  extreme 
instances  of  this  character  it  is  probable  that  the  mucous  mem- 
branes and  subjacent  muscles  are  directly  attacked  by  the  dis- 
ease. In  high  degrees  of  scleroderma  the  muscles  beneath  may 
undergo  one  of  two  changes  or  both  may  be  conjoined.  These  are 
respectively  atrophy  from  inactivity  and  actual  sclerosis  with 
sequential  atrophy  from  direct  involvement.  The  latter  will  be 
discussed  presently.  It  is  said  that  atrophy  of  the  muscles  from 
whatever  cause  is  more  apt  to  be  encountered  in  elderly  subjects, 
where  there  is  a  native  tendency  to  retrograde  changes.  Special 
cases  are  occasionally  reported  in  which  some  of  the  larger 
muscles  or  an  entire  group  of  muscles — the  calf  of  the  leg  for 
instance — are  the  seat  of  a  notable  degree  of  atrophy.  As  the 
superjacent  skin  may  be  normal  it  is  evident  that  we  must  not 
be  too  hasty  in  referring  muscular  participation  to  the  primary 
skin  lesions.  In  sclerodactyl  there  is  necessarily  a  notable 
interference  vrith  tendon  action.  The  association  in  rare  in- 
stances of  scleroderma  with  ordinary  progressive  muscular 
atrophy  is  probably  accidental. 

It  has  been  known  for  many  years  that  the  same  combination 
of  factors  which  is  responsible  for  scleroderma  proper  obtains  in 
a  restricted  degree  for  practically  all  the  tissues  of  the  body. 
For  this  reason  the  term  scleroderma  is  a  misnomer.  As  was 
noted  in  speaking  of  the  muscle  changes,  some  of  the  lesions  are 
primary,  others  secondary  to  changes  in  the  integument.  The 
tissues  which  are  attacked  directly  by  the  disease  include  the 
hones,  muscles,  joints,  fasciae  and  ligaments.  It  has  already  been 
stated  that  the  mucous  membranes  are  often  independently 
attacked.  Hence  the  disease  is  very  largely  restricted  to  the 
skin  and  subcutaneous  tissues,  mucosae  and  submucous  tissues 
and  locomotor  apparatus.  To  what  extent  the  viscera,  blood 
and  nervous  system  may  be  involved  is  at  present  conjectural, 
for  scleroderma  as  a  generalized  affection  is  extremely  rare  and 
certain  visceral  lesions  associated  with  the  more  commonly 
encountered  alterations  might  be  due  to  mere  coincidence. 

It  is  hardly  worth  while  to  discriminate  sharply  between 
primary  and  secondary  affections  of  the  osseous  system  in 
scleroderma.     That  the  nutrition  of  the  bones  may  be  notably 
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modified  is  shown  by  the  fact  that  hypertrophic  as  well  as 
atrophic  changes  have  been  observed.  The  presence  of  hyper- 
trophies under  such  circumstances  suggests  the  possibility 
that  the  primary  process  has  attacked  some  of  the  glands  of 
internal  secretion  which  preside  over  growth. 

The  osseous  changes  show  great  irregularity  in  their  site  and 
evolution.  The  most  common  numerically  are  the  changes  in 
the  phalanges  of  the  fingers  which  accompany  sclerodactyl. 
It  is  of  course  impossible  to  state  whether  the  bones  have  been 
attacked  at  the  outset  or  whether  an  extension  of  the  skin  lesions 
has  occiirred,  or  finally  whether  the  more  superficial  lesions  have 
merely  interfered  with  the  nutrition  of  the  bones.  We  know 
that  the  bones  do  not  necessarily  participate  in  sclerodactyl. 
A  slight  arrest  of  development  noted  sometimes  in  the  bones 
of  the  arms  shows  plainly  that  the  osseous  structures  may  be 
directly  attacked  by  the  morbid  process.  A  singular  tendency 
to  arrested  development  of  all  the  skeletal  structures  of  one- 
half  of  the  body,  occurring  as  part  of  a  disease  called  symmetrical, 
suggests  that  the  bone  lesions  may  be  secondary  to  participation 
of  a  hormone  producing  gland.  In  so-called  hemiatrophic 
facialis  this  one-sided  bone  atrophy  is  in  evidence,  but  a  corre- 
sponding unilateral  hypertrophy  has  also  been  seen  in  sclero- 
derma. All  these  changes  certainly  bring  scleroderma  in  touch 
with  acromegaly,  myxedema  and  cretinism  and  pancreatic 
infantilism.  Some  tendency  to  hyperostosis  is  rarely  seen  in 
the  long  bones.  Naturally,  with  this  disposition  to  attack  the 
bones,  the  joints  can  hardly  fail  to  participate  at  times.  In 
the  alleged  frequent  presence  of  chronic  articular  rheumatism 
in  sclerodermatous  subjects,  it  is  possible  that  the  joint  lesions 
are  in  part  due  to  direct  participation  in  the  primary  disease. 
There  is  also  a  sort  of  transition  between  the  state  of  the  joints 
in  scleroderma  and  arthritis  deformans.  When  we  bear  in  mind 
that  the  latter  affection  has  been  brought  in  close  relationsh'p 
with  a  pathologic  state  of  the  thyroid,  we  can  understand  the 
possibly  important  role  played  by  the  ductless  glands  in  all 
trophic  diseases.  The  vertebral  column  may  doubtless  be 
involved  in  scleroderma,  but  to  what  extent  and  degree  is 
unknown. 

Not  much  is  known  of  scleroderma  of  mucous  surfaces  save 
that  we  know  that  the  whole  of  the  buccal  cavity  and  tongue 
may  be  involved  and  that  the  larynx  has  seemed  to  be  specially 
attacked  in  a  few  cases.     In  recent  years  it  has  been  discovered 
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that  the  female  genitals  may  participate,  a  condition  grossly 
resembling  but  essentially  unlike  kraiirosis  vulvae  resulting. 
Quite  recently  it  has  been  learned  that  the  bladder  and  kidney 
pelvis  may  be  involved. 

In  theory  we  should  expect  to  find  blood  changes,  anomalies 
of  metabolism,  fever  and  such  evidences  of  a  general  disturbance. 
But  aside  from  those  which  are  plainly  secondary  to  some  of  the 
serious  local  changes  set  up,  or  which  might  be  conceived  as  due 
to  the  implication  of  some  of  the  glands  of  internal  secretion, 
it  can  hardly  be  claimed  that  any  general  disturbances  occur. 
It  is  said  that  thyroid  symptoms  are  quite  often  present.  Crip- 
pling of  the  chest  by  large  constricting  bands  favors  the  develop- 
ment of  tuberculosis.  Difficulty  in  taking  food  may  be  marked 
enough  to  affect  the  nutrition.  The  significance  of  digestive 
disturbances  of  all  kinds,  such  as  often  occur  in  scleroderma,  is 
by  no  means  apparent.  Owing  to  the  age  at  which  scleroderma 
is  most  common  an  association  with  arteriosclerosis,  nephritis, 
heart  disease,  etc.  is  occasionally  encoimtered. 

II.    SPECIAL,    LOCAL   SYMPTOMS    (NOT   INCLUDING   SCLERODACTYL)  . 

In  an  affection  like  scleroderma  which  clinically  appears  to 
be  made  up  of  several  distinct  conditions,  no  general  descrip- 
tion will  suffice,  although  the  special  symptomatology  will 
necessarily  be  largely  a  recapitulation  of  much  that  has  already 
been  said. 

There  is  a  generalized  form,  there  are  diffuse  forms,  and  cir- 
cumscribed forms.  There  is  a  special  acro-form  which  places 
scleroderma  among  the  acronoses  under  the  name  sclerodactyl. 
There  is  a  scleroderma  in  placques  known  as  morphea,  and  a 
scleroderma  in  constricting  bands.  The  latter  is  said  to  owe 
its  peculiarities  to  involvement  of  the  subcutaneous  tissues, 
while  morphea  seems  to  stand  in  some  relationship  with  derma- 
toses which  depend  on  injury  to  that  nerve  trunk  which  supplies 
the  affected  area— that  is,  it  has  features  in  common  with  nerve 
leprosy  and  herpes  zoster.  In  regard  to  the  course  of  the  disease 
we  see  acute  and  subacute  forms  in  which  edema  is  a  feature 
and  at  the  other  extreme  chronic  progressive  forms  which  tend 
to  involve  the  more  deeply  seated  tissues. 

Generalized  or  universal  scleroderma  and  the  more  marked 
forms  of  diffuse  scleroderma  may  be  grouped  together,  although 
doubtless  representing  distinct  types.  Natru-ally  the  chronic 
progressive  tyipe  which  is  able  to  attack  nearly  all  of  the  tissues 
belongs  in  the  same  class.     In  the  very  highest  degree  of  this 
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general  type  the  subject  becomes  a  human  freak,  a  Hving  mummy, 
a  dwarf.  Xo  sharp  line  can  be  drawn  between  universal  and 
diffuse  forms  for  even  in  the  worst  examples  there  may  be  small 
areas  of  sound  skin.  The  iiniversal  and  highly  diffuse  cases 
make  up  about  one-sixth  of  the  entire  recorded  material. 

Ordinary  diffuse  forms  which  are  characterized  by  lesions  in 
various  parts  of  the  surface  attack  the  limbs,  head  and  face  and 
trunk  in  the  following  order  of  frequency:  upper  extremities, 
trunk,  head  and  face  and  lower  extremities.  The  fact  that  the 
upper  extremities  are  so  much  more  commonly  involved  is  due 
evidently  to  the  fact  that  the  fingers  are  especially  predisposed 
to  attack.  Although  cases  occur  in  which  only  one  side  of  the 
body  is  affected  they  are  infrequent  and  this  localization  is  not 
significant  of  an^^ing  any  more  than  the  fact  that  some  patients 
are  attacked  only  above  or  below  the  waist  line.  There  is  no 
special  tendency  for  the  disease  to  attack  either  the  thickened  or 
thinner  portions  of  the  skin.  Irritation  from  without  does  not 
act  as  a  contributory  factor,  for  localities  like  the  palms  and 
soles  even  seem  more  exempt  than  most  areas. 

While  unilateral  location  has  no  fundamental  significance  it  is 
natural  that  the  first  lesions  in  a  diffuse  case  should  often  appear 
on  one  side,  where  if  the  progress  of  the  disease  is  very  slow  they 
may  remain  so  long  alone  as  to  suggest  a  unilateral  localization. 
As  a  rule  the  other  side  follows  the  first  in  time.  On  the  other 
hand  true  symmetry'  is  equally  rare,  aside  from  sclerodactyl. 

The  placques  and  bands  of  diffuse  scleroderma  do  not  differ 
in  any  way  from  the  isolated  or  solitary  lesions  known  as  mor- 
phea. As  already  mentioned,  their  localization  seems  at  t'mes 
as  if  it  depended  on  the  nerve  distribution.  This  is  seen  to  best 
advantage  on  the  head  and  face,  where  a  neurogenic  atrophy 
or  alopecia  areata  may  be  mimicked.  The  condition  known  as 
hemiatrophia  facialis  also  has  a  sclerodermatous  analogue  due 
to  the  fact  that  in  both  processes  there  is  e\ddently  the  same 
trophic  component.  All  the  soft  parts  and  bones  may  be  involved, 
and  instead  of  atrophy  hypertrophy  is  sometimes  in  evidence. 
It  is  certain  that  this  condition  may  exist  without  a  scleroder- 
matous component  and  likewise  apparently  certain  that  the 
two  processes  are  kindred  trophic  affections. 

Much  has  been  written  concerning  the  agreement  of  the  plac- 
ques and  bands  on  the  trunk  and  limbs  with  spinal  metameres 
and  the  agreement  in  some  cases  is  in  striking  contrast  with 
the  planless  irregularity  which  is  most  commonly  in  evidence. 
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But  no  evidence  has  been  secured  to  bring  the  disease  in  any 
close  connection  with  nervous  or  vascular  areas.  It  is  known 
that  exceptionally  any  diffuse  dermatosis  may  be  grouped  in  an 
arrangement  suggesting  special  metameres.  This  is  seen  rarely 
in  eczema,  psoriasis,  etc. 

III.    SCLERODACTYL. 

The  localization  of  scleroderma  in  the  fingers  possesses  the 
greatest  interest  for  the  neurologist  because  of  its  relationship 
to  the  vasomotor  and  trophic  neuroses.  By  contrast  the  locali- 
zations on  the  skin  of  the  trunk  and  limbs,  despite  their  occa- 
sional distribution  in  nerve  areas  present  the  neurotic  element 
in  so  slight  a  degree  that  such  lesions  probably  most  commonly 
find  their  way  to  the  dermatologist  or  surgeon.  As  a  rule 
sclerodactyl  is  associated  with  sclerodermatous  lesions  else- 
where, but  about  one  case  in  three  is  isolated  in  the  fingers. 
Conversely  we  sometimes  encounter  widely  diffused  scleroderma 
in  which  the  hands  are  spared.  It  is  a  somev/hat  singular  fact 
that  an  affection  which  possesses  such  a  marked  tendency  to 
affect  the  fingers  is  so  little  disposed  to  attack  the  toes.  The 
latter  are  but  seldom  involved  and  then  but  slightly.  To  render 
this  immunity  more  singular,  the  lower  extremities  aside  from 
the  toes  are  frequently  the  seat  of  sclerodermatous  patches.  In 
marked  ca^es  of  generalized  scleroderma  the  toes  often  show 
evidences  of  vasomotor  disturbance  but  actual  sclerodactyl  in 
the  toes  is  extremely  rare.  It  is  therefore  in  its  complete  evolu- 
tion almost  peculiar  to  the  fingers. 

Sclerodactyl  is  most  commonly  a  symmetrical  affection, 
agreeing  in  this  respect  with  the  other  acroneuroses.  The 
clinical  picture  must  differ  much  with  the  degree  of  vasomotor 
disturbance  in  the  skin,  the  participation  of  the  subcutaneous 
tissues,  the  alterations  in  the  bones  and  joints,  the  relative  pre- 
ponderance of  hypertrophic  and  atrophic  changes  the  former 
of  which  involve  both  soft  parts  and  bones,  the  amount  and 
character  of  the  deformity,  etc.,  etc.  Among  so  much  con- 
fusion we  may  isolate  certain  clinical  types  which  through  their 
resemblance  to  other  acroneuroses  tend  to  cause  errors  in  diag- 
nosis. Any  one  of  the  three  vasomotor  states  in  active  hyper- 
emia, cyanosis  and  anemia,  may  be  present  in  a  given  case, 
either  as  a  transient  initial  stage,  or  as  a  sort  of  abortive  type. 
If  there  are  no  evidences  of  scleroderma  elsewhere  a  diagnosis 
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would  hardly  be  possible.  The  vasomotor  symptoms  may 
appear  as  serial  attacks,  and  an  initial  syncope  may  be  followed 
by  hyperemia  or  cyanosis.  On  the  other  hand,  sclerodactyl 
may  develop  without  any  vasomotor  component.  When  the 
latter  is  present  to  a  certain  degree  it  is  useless  to  regard  it  as 
simulating  Raynaud's  disease,  for  the  latter  is  actually  present, 
as  shown  by  the  fact  that  in  rare  instances  the  condition  leads 
eventually  to  symmetrical  gangrene,  which  occurs  side  by  side 
with  sclerodactylous  changes.  It  is  probable  that  the  more  the 
Raynaud's  disease  element,  or  vasomotor  component  is  present 
the  greater  is  the  tendency  for  the  sclerodactyl  to  be  sharply 
localized,  and  for  the  subsequent  sclerodactylous  changes  to 
remain  limited  closely  to  the  area  of  vasomotor  disturbance. 

While  in  a  certain  number  of  cases  of  apparent  Raynaud's 
disease  of  whatever  degree  the  majority  will  never  show  any 
sclerodactylous  element,  and  a  small  minority  may  show  both 
.aspects  of  terminal  mischief,  i.e.,  acute  trophic  change  (gangrene) 
and  chronic  trophic  alterations  (dystrophy)  there  is  a  third  type 
in  which  the  picture  of  incipient  Raynaud's  disease  is  succeeded 
wholly  by  sclerodactyl,  and  a  fourth  in  which  no  vasomotor 
stage  or  component  is  ever  present  at  any  time.  Finally  there 
is  a  still  more  paradoxic  form,  viz.:  that  which  at  first  belongs 
to  the  preceding  type,  but  in  which  after  the  de\eIopment  of 
the  dystrophy  a  vasomotor  element  first  comes  in  evidence.  It 
must  be  borne  in  mind  that  while  the  vasomotor  feature  tends  to 
appear  in  successive  attacks,  nothing  of  the  character  is  seen  in 
the  dystrophy  which  is  progressive  throughout,  although  it 
varies  much  in  the  degree  of  severity.  When  no  vasomotor 
element  is  present  the  skin  undergoes  certain  changes  as  part  of 
scleroderma  which  m.ight  at  first  sight  be  ranked  under  the  syn- 
cope and  anemia  of  Raynaud's  disease.  Thus  in  any  case  the 
fingers  should  be  somewhat  swollen  and  cold,  but  harder  than  in 
Ra}Tiaud's  disease  and  devoid  of  any  pains  or  anomalies  of 
sensation. 

We  should  now  discuss  the  chronic  dystrophic  component, 
which  is  lacking  throughout  in  pure  cases  of  Raynaud's  disease. 
This  may  be  but  slightly  in  evidence  or  may  be  so  pronounced  as 
to  suggest  the  worst  cases  of  nerve  leprosy.  We  may  follow  the 
example  of  Cassirer  and  discuss  these  changes  under  the  patho- 
logic anatomy,  and  also  under  the  natural  evolution  of  the 
malady  wherein  the  clinical  side  will  receive  due  attention. 
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DIAGNOSIS. 

The  individual  varieties  of  scleroderma  each  require  differ- 
entiation from  Other  localized  forms  of  disease.  Sclerodactyl 
may  be  brought  in  comparison  with  nearly  all  of  the  acroneuroses, 
including  acroparesthesia,  erythromelalgia,  Raynaud's  disease; 
also  acromegaly,  Morvan's  disease,  leprosy,  and  glossy  skin. 
That  is,  at  some  stage  of  its  evolution  or  in  some  special  case, 
it  may  simulate  one  of  the  preceding  affections;  since  it  may 
actually  exist  in  combination  with  one  of  the  acroneiu-oses, 
differentiation  may  be  impossible.  Even  an  association  with 
Morvan's  disease  eeems  possible  in  some  cases  of  sclerodactyl 
with  anesthesia  and  painless  felons;  for  as  a  rule  there  are  no 
sensory  disturbances  in  scleroderma.  Again  an  association 
with  glossy  skin  seems  possible,  as  if  the  peripheral  filaments  in 
a  spinal  nerve  area  had  been  injured  by  the  disease.  The  hyper- 
trophy of  the  phalanges  in  sclerodactyl  may  be  so  marked  that 
acromegaly  is  suggested.  Generally  speaking,  whenever  diag- 
nosis is  difficult  or  impossible  it  is  best  to  conclude  that  a  mixed 
type  of  disease  is  present.  There  is  hardly  any  likelihood  of  a 
transition  form  between  leprosy  and  scleroderma  as  far  as 
sclerodactyl  is  concerned  and  when  the  latter  simulates  lepra 
mutilans  there  should  be  no  difficulty  in  distinguishing  between 
them.  Leprosy  is  always  anesthetic,  while  sclerodactyl  in  the 
great  majority  of  cases  is  not.  This  same  token  should  differen- 
tiate spots  of  morphea  so  called  from  areas  of  maculoanesthetic 
leprosy. 

The  peculiar  condition  known  as  hemiatrophia  facialis,  which, 
however,  should  merit  another  name,  since  hemihypertrophy 
may  be  the  lesion,  is  best  considered  separately.  It  is  enough 
to  state  here  that  some  cases  of  it  cannot  be  distinguished  from 
scleroderma.  If  hemiatrophy  were  bilateral  and  always  asso- 
ciated with  sclerodactyl,  the  combined  lesions  would  constitute 
an  anomaly  of  the  same  type  as  acromegaly.  Areas  of  atrophy 
of  the  skin  occur  in  the  face  or  scalp  and  behave  like  any  other 
spots  of  morphea.  There  seems  to  be  no  way  by  which  these 
small  areas  can  be  distinguished  radically  from  those  which 
involve  all  the  skin,  cellular  tissue,  etc.,  of  one-half  of  the  face. 

In  certain  cases  of  scleroderma  the  disturbance  of  pigmentation 
may  be  extensive  and  in  a  few  cases  it  has  been  surmised  that 
there  was  an  association  of  scleroderma  witli  Addison's  disease, 
such  as  might  be  due  to  the  invasion  by  the  general  scleroderma- 
tous process  of  the  adrenals  or  solar  plexus. 
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When  the  edema  is  very  pronounced  there  may  be  suspicion 
of  the  existence  of  some  one  of  several  affections —  myxedema, 
edema  from  lymphatasis  (erysipelas,  elephantiasis),  Since 
certain  forms  of  edema  occur  in  chronic  rheumat  sm  while  ar- 
thropathies sometimes  accompany  scleioderma  it  is  necessary 
to  distinguish  between  the  two,  and  in  certain  cases  once  before 
alluded  to  this  is  not  always  possible.  In  other  words  transition 
form.s  may  occur  temporarily. 

It  is  evident  that  small  spots  of  scleroderma  may  at  times 
closely  resemble  other  forms  of  secondary  atrophoderma — such, 
for  example,  as  occur  in  lupus  erythematosus,  cancroid,  etc. 

PROGNOSIS. 

The  prognosis  of  a  disease  like  scleroderma  must  depend 
largely  upon  the  coiuse  and  stage.  Certain  authorities  describe 
prodromes  which  show  the  existence  of  a  constitutional  distur- 
bance or  a  disorder  in  the  nerve  centers.  However,  aside  from 
selercdactyl  it  is  hardly  worth  while  to  mention  prodromes,  for 
these  are  not  only  infrequent  but  do  not  appear  to  follow  any 
particular  type.  In  the  fingers  we  may  see  the  vasomotor  dis- 
turbances already  mentioned  (syncope,  asphyxia,  coldness) 
which  may  persist  for  a  long  period  and  may  be  associated  with 
paresthesias,  or  the  latter  may  occur  alone. 

There  is  an  acute  type  of  the  disease,  characterized  by  indura- 
tive edema.  It  is  rare  and  appears  to  occur  by  preference  in 
young  children.  It  may  last  for  weeks,  at  times  for  months. 
The  area  involved  is  usually  considerable  and  may  be  universal. 
The  acute  form  may  be  self-limited,  although  the  affected  parts 
may  not  show  complete  recovery;  or  it  may  pass  into  the  ordinary 
chronic  type.  In  certain  cases  of  the  chronic  type  there  may  be 
acute  exacerbations;  or  the  disease  may  consist  for  a  long  time 
of  a  series  of  exacerbations.  While  cases  of  the  acute  type  are 
rare,  acute  manifestations  of  the  disease  are  rather  common. 
In  other  words,  a  large  proportion  of  chronic  cases  have  at  some 
time  or  another  shown  acute  symptoms.  When  the  disease  is 
chronic  and  progressive — until  atrophy  is  complete — it  is  very 
difficult  to  estimate  the  rate  of  growth  or  to  foretell  what  may 
develop.     The  rate  may  increase  or  diminish. 

About  the  only  criterion  for  prognosis  is  the  response  to 
treatment,  but  the  outlook  in  sclerodactyl  is  JDoor  throughout. 
In  the  acute  manifestations  the  prognosis  may  be  good  for  the 
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time,  but  even  if  the  condition  improves  another  exacerbation 
may  occur.  The  prognosis  in  children  is  better  than  in  adults 
because  they  may  in  part  outgrow  the  affection. 

The  main  tendency  is  for  the  affection  to  progress  until  the 
tissues  are  completely  atrophied.  As  a  rule  the  vital  organs 
are  not  compromised  although  in  certain  cases  involving  the 
thorax  respiration  may  be  crippled  seriously,  and  in  cases  in 
which  the  facial  muscles  are  involved  there  may  be  difficulty 
in  taking  food.  These  disabilities  favor  malnutrition  and 
tuberculosis. 

PATHOLOGY. 

If  scleroderma  is  actually  a  general  disease  there  should  be 
pathologic  alterations  in  the  various  tissues  which  tend  to  show 
the  presence  of  a  single  process  common  to  the  latter.  Naturally 
the  minute  alterations  which  give  rise  to  the  gross  symptoms 
may  not  be  the  earliest  changes  to  occur,  but  may  be  secondary 
to  changes  in  more  remote  localities — for  example,  the  central 
nervous  system  or  ductless  glands. 

The  first  changes  to  be  mentioned  are  those  which  occur  in 
the  skin  and  subcutaneous  tissues.  The  tissues  which  form  the 
epidermis  are  not  essentially  altered,  but  may  show  alterations 
in  individual  cases.  This  is  true  especially  of  the  pigment 
layers  for  anomalies  of  skin  coloration  frequently  occur  and 
show  great  diversity.  The  essential  changes  occur  in  the  corium, 
but  authorities  are  not  agreed  as  to  their  nature.  The  weight 
of  evidence  is  against  the  existence  of  an  extensive  hyperplasia 
of  the  corium.  That  is,  the  atrophy  which  develops  later  is 
not  preceded  by  any  adequate  condition  of  hypertrophy  or 
inflammatory  hyperlastic  change.  A  process  problematic  in 
nature  evidently  in  the  corium  and  extends  to  the  subcutaneous 
connective  tissue.  This  process  seems  to  stand  in  a  necessary 
relationship  to  the  blood-vessels,  therein  resembling  an  inflam- 
mation, and  there  is  further  some  perivascular  accumulation 
of  cells.  In  scleroderma,  however,  the  changes  do  not  merely 
begin  about  the  vessels,  but  the  latter  are  actually  involved  in 
them.  It  is  highly  probable  that  the  disease  begins  in  the  walls 
of  the  vessels,  so  that  proliferation  occurs  both  in  and  around 
the  latter.  The  great  variety  in  size,  shape,  distribution,  etc., 
in  sclerodermatous  areas  would  then  depend  solely  on  the  dis- 
tribution of  the  affected  vessels.     The  first  question  to  suggest 
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itself  is  in  reference  to  a  possible  relationship  between  sclero- 
derma and  arteriosclerosis ;  for  if  large  blood-vessels  are  involved 
in  the  former,  some  confusion  might  result.  As  a  matter  of 
fact  in  scleroderma  we  do  not  find  more  participation  of  the 
larger  vessels  than  could  be  accounted  for  by  coincidence. 

We  know  very  little  about  the  anatomical  changes  in  the  other 
tissues,  for  in  the  muscles  which  have  been  studied  in  this  con- 
nection the  changes  seem  to  have  been  due  purely  to  secondary 
extension  from  the  subcutaneous  tissue.  No  doubt  the  exten- 
sion is  affected  through  the  blood-vessels,  so  that  it  would  be 
practically  impossible  to  state  whether  the  muscle  localization 
were  primary  or  secondary.  The  muscle  changes  appear  to 
resemble  closely  those  of  interstitial  myositis.  But  few  histolo- 
gic studies  of  bone  have  been  made,  and  the  inference  is  that 
the  nutrient  vessels  may  first  suffer,  as  a  result  of  which  the 
compact  bone  tissue  undergoes  some  rare-faction  and  solution. 
In  other  cases  the  periosteum  seems  to  undergo  sclerotic  changes 
like  those  of  the  skin,  which  presumably  interfered  much  with 
the  nutrition  of  the  subjacent  bones. 

In  parenchymatous  organs  the  changes  begin  naturally  in  the 
blood-vessels  of  the  interstitial  connective  tissue.  Studied  in 
these  viscera  the  resemblance  to  ordinary  inflammation  seems 
more  pronounced  than  in  the  skin.  It  will  be  remembered 
that  these  organs  are  naturally  disposed  to  chronic  productive 
inflammatory  processes  which  end  in  atrophy  and  destruction 
of  the  parenchyma ;  and  that  not  much  is  really  known  as  to  the 
nature  of  these  processes.  Now  the  skin  is  not  predisposed  to 
any  coiTesponding  process.  If  it  were,  such  a  process  would 
naturally  bear  some  clinical  resemblance  to  scleroderma.  In 
the  visceral  affections  of  the  latter  there  are  notable  changes  in 
the  blood-vessels,  and  the  secondary  involvement  of  the  inter- 
stitial tissue  is  not  so  pronoimced  as  to  cause  any  notable  macro- 
scopic alterations.  If  there  were  changes  in  the  nervous  centers 
or  ductless  glands  a  question  would  arise  forthwith  as  to  the 
possibility  that  such  lesions  might  be  viewed  as  initial  in  point 
of  evolution,  since  disease  of  these  structures  is  known  to  be 
responsible  for  trophic  disturbances  in  various  structures.  On 
the  other  hand,  in  any  universal  process  the  organs  in  question 
would  be  secondarily  involved,  and  again  might  set  up  further 
trophic  disturbance.  It  is  readily  intelligible  that  even  slight 
changes  in  such  structures  as  the  medullary  centers,  various 
nuclei  of  origin  of  cranial  nerves,  the  cells  of  the  anterior  horns 
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of  the  cord,  the  sympathetic  ganglia,  the  hypophysis,  the  para- 
thyroids, etc.,  could  determine  marked  alterations  at  a  distance. 
But  at  present  we  can  only  state  that  the  anatomic  evidence 
along  this  line  is  too  scanty  and  equivocal  for  sound  conclusions. 

To  return  to  the  underlying  vascular  alterations;  the  arterioles, 
venules,  and  capillaries  all  seem  to  be  alike  involved,  and  the 
lymphatics  are  commonly  held  to  participate.  All  three  timics 
of  the  vessels  are  the  seat  of  a  process  often  termed  straightway 
arteritis.  The  tissue  elements  of  the  arterial  wall  are  numeric- 
ally increased,  so  that  a  true  hypertrophy  results.  The  endo- 
thelia,  the  muscle  elements  and  the  connective  tissue  all  show 
proliferation.  In  some  cases  this  appears  to  be  restricted  to 
certain  coats  only.  To  the  hypertrophy  of  the  blood-vessels 
succeeds  atrophy. 

If  it  could  be  proven  that  these  vascular  changes  constituted 
the  disease,  proper,  that  the  hyperplasia  extended  to  the  sur- 
rounding tissues  while  a  separate  series  of  phenomena  were  set 
up  as  a  result  of  disordered  nutrition  from  vascular  disease, 
scleroderma  would  be  much  less  mysterious.  But  some  inves- 
tigators insist  that  scleroderma  may  occur  not  only  without 
any  parallelism  with  arterial  disease,  but  even  with  intact 
vessels.  We  may  find  marked  vascular  change  associated  with 
mild  degrees  of  scleroderma  and  vice  versa. 

No  adequate  explanation  exists  of  the  early  infiltration  and 
hardening  of  the  skin  which  precedes  the  atrophic  stage.  The 
amount  of  actual  hypertrophy  and  hyperplasia  seen  under  the 
microscope  is  far  from  sufiicient  to  explain  this  phenomenon. 
It  has  been  assumed  that  lymph  stasis  is  largely  responsible 
for  it  but  the  picture  is  very  different  in  scleroderma  and  elephan- 
tiasis. Some  authors  speak  of  an  infiltration  with  colloid  sub- 
stance of  coagulable  albuminous  exudate. 

The  pathologic  anatomy  of  sclerodactyl  should  be  considered 
separately,  for  both  vasomotor  and  trophic  components  are 
readily  apparent  here;  while  on  the  other  hand  ordinary  sclero- 
derma is  not  typically  in  evidence.  The  vasomotor  changes 
have  already  been  discussed.  The  trophic  changes  are  multi- 
form, som.e  being  hypertrophic  while  others  are  atrophic.  There 
is  no  necessary  sequence  involved.  We  may  see  a  hypertrophy 
of  the  phalanges,  while  the  superjacent  skin  is  tense  and  atrophic. 
Atrophic  changes  such  as  have  already  been  mentioned  are  more 
commonly  seen,  and  these  may  be  present  in  high  degrees. 
Implication  of  tendons  and  joint  capsules  add  to  the  deformity 
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and  loss  of  function.  The  changes  seen  in  lepra  mutilans  may 
be  paralleled,  save  for  the  absence  of  a  sensory  component. 
Felons  may  develop  from  accidental  infection  in  the  devitalized 
tissues.  If  Raynaud's  disease  is  superadded  which  as  already 
stated  is  by  no  means  uncommon,  anesthesia  and  gangrene  may 
develop. 

PATHOGENY. 

This  section  naturally  has  reference  principally  to  theories 
and  hypotheses,  for  little  is  known  of  the  intimate  nature  of  the 
disease.  There  are  numerous  theories  concerning  the  latter, 
which  have  all  been  touched  upon  to  some  extent.  Thus  there 
is  the  thyreogenic  theory,  the  neurogenic  theory,  the  sympa- 
thetic or  vasomotor  theory,  the  rheumatic  theory,  and  so  on 
through  all  possible  views.  At  present  it  is  not  difficult  to 
disprove  each  one  of  these  theories  as  far  as  they  apply  to  all 
cases  of  the  disease;  and  conversely,  in  individual  instances  any 
one  of  the  theories  may  seem  almost  self-evident. 

For  the  expression  thyreogenic  a  more  general  term  should  be 
substituted,  such  as  would  naturally  refer  to  all  the  glands  of 
internal  secretion.  For  the  relationship  which  sometimes  is 
evident  between  scleroderma  and  acromegaly  seems  to  impli- 
cate the  hypophysis.  Concerning  this  glandular  theory  we  can 
only  state  that  it  can  hardly  explain  scleroderma  as  a  whole; 
but  if  scleroderma  is  a  disease  which  attacks  all  vascular  tissues 
a  little  distrubance  in  the  circulation  of  one  of  these  bodies 
might  easily  add  a  special  hamione  syndrome  to  that  already 
present.  The  same  grafting  process  can  occur  in  all  general 
diseases  in  which  one  of  the  ductless  glands  is  involved. 

The  toxic  theory  is  not  a  very  clean  cut  one  since  such  a  term 
might  be  used  as  a  s^Tionym  for  some  of  the  other  theories.  The 
term  microbic  is  more  satisfactory,  the  toxins  suspected  of  causing 
the  disease  being  wholly  of  bacillary  origin.  The  earliest  appli- 
cation of  this  theory  is  doubtless  seen  in  the  old  view  which 
regarded  morphea  as  due  to  attenuated  leprosy.  This  view  is 
still  upheld  by  some  modern  leprologists,  and  not  only  sclero- 
derma but  Raynaud's  and  Morvan's  diseases  have  been  attributed 
to  the  leprous  virus.  One  might  therefore,  from  this  point  of 
view,  use  the  expression  metaleprous.  Scleroderma,  like  Ray- 
naud's disease,  may  also  in  some  cases  suggest  a  metasyphilitic 
afifection,  through  the  community  of  blood-vessel  lesions.      We 


816      CLARK:  TREATMENT    OF  VASOMOTOR  AND  TROPHONEUROSES. 

may  undoubtedly  have  pseudo  Raynaud  undistinguishable 
from  the  genuine  as  a  result  of  spyhilitic  arteritis,  and  Raynaud's 
disease  seems  to  pass  insensibly  into  scleroderma;  but  aside  from 
this  there  seems  to  be  no  possibility  of  a  syphilitic  element  in  the 
latter.  Tuberculosis  may  also  be  excluded  as  a  possible  com- 
ponent. The  claim  that  scleroderma  may  be  due  to  a  specific 
germ  and  its  toxin  is  by  no  means  fanciful,  but  no  evidence  has 
thus  far  been  adduced. 

The  fact  that  the  key  to  our  knowledge  of  scleroderma  has 
appeared  to  lie  in  the  primitive  vascular  implication  hardly 
enables  us  to  set  up  a  vascular  theory,  for  the  lesions  of  the 
blood-vessels  might  be  referred  either  to  blood  states  or  nervous 
influence.  The  blood  or  toxic  theory  has  already  been  mentioned 
and  the  vasomotor  theory  will  be  discussed  later. 

At  various  times  scleroderma  has  been  brought  in  relation  with 
diathesis,  as  arthritism,  rheumatism,  etc.  This  diathesis,  by 
whatever  term  we  may  call  it,  is  sufficiently  common,  and  it  is 
possible  that  those  affected  by  it  are  more  disposed  than  others 
to  develop  the  disease. 

A  neurogenic  theory  in  the  narrower  sense  implicates  the 
central  nervous  system,  especially  the  spinal  cord.  The 
occasional  grouping  of  the  lesions  in  spinal  metameres,  the 
analogies  with  syringomyelia,  the  dystrophies,  seem  to  point  to 
a  spinal  element.  No  one  has  found  any  lesions  in  the  central 
nervous  system  capable  of  explaining  scleroderma,  and  the  latter, 
as  already  stated,  is  said  to  be  notably  absent  in  all  organic  dis- 
eases of  the  nerve  centers.  The  peripheral  nerves  can  be  excluded, 
so  that  only  the  sympathetic  remains ;  thus  because  of  its  relation- 
ship with  the  vascular  system,  and  because  of  the  manifest  vaso- 
motor component  of  sclerodactyl,  gives  us  the  best  working 
hypothesis  of  scleroderma,  which  is  conceived  as  an  angioneurosis 
with  a  trophic  component — an  angiotrophoneurosis.  If  the  only 
clinical  expression  of  the  disease  were  sclerodactyl,  this  patho- 
genesis would  be  sufficient. 

This  leads  us  to  state  that  at  present  scleroderma  is  best 
considered  as  a  multiform  affection  from  which  certain  types 
may  be  isolated.  These  types  depend  a  good  deal  on  the  locali- 
zation but  the  differences  are  much  greater  than  the  site  can 
account  for.  Thus  sclerodactyl  is  a  vasomotor  neurosis,  while 
scleroderma  on  the  trunk,  distal  parts  of  the  limbs,  face,  etc., 
may  present  a  spinal  type.  If  there  is  marked  implication  of 
the  bones  of  the  fingers,  facial  bones,  etc.,  an  acromegalic  type 
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is  suggested.     In  like  manner  a  majority  of  all  cases  probably 
fall  under  special  types. 

TREATMENT. 

There  is  not  a  single  resource  upon  which  we  can  surely  depend 
to  infljence  favorably  any  of  the  stages  of  manifestations  of 
scleroderma.  The  fact  that  certain  lesions  disappear  while 
others  are  in  process  of  evolution,  and  also  during  pregnancy 
and  under  various  unknown  conditions,  has  doubtless  been 
responsible  for  alleged  amelioration  under  different  therapeutic 
procedure,.  In  theory  scleroderma  implies  a  drying-out  process, 
since  the  skin  and  subcutaneous  tissues  lose  their  original  water 
of  composition ;  and  as  a  matter  of  fact  the  disease  has  been  seen 
to  progress  with  undue  rapidity  when  there  has  been  a  loss  of 
fluids,  a,  in  severe  diarrheas,  pernicious  vomiting,  etc.  In  theory, 
therefore,  retention  of  water  should  be  favored. 

Until  comparatively  recent  years  the  main  resources  for 
treatment  comprised  electricity  in  various  forms  with  massage 
and  hydrotherapy.  Electricity  has  been  used  in  all  possible 
forms,  galvanism  being  perhaps  the  most  commonly  used.  The 
results  are  by  no  means  always  favorable,  and  in  some  cases 
distinctly  the  reverse.  The  inunctions  which  are  incidental  to 
massage  should  receive  some  of  the  credit  for  any  good  results 
which  may  follow  its  use.  Among  hydriatric  procedures  those 
which  mobt  rouse  the  activity  of  the  skin  should  give  the  best 
results,  such  as  warm  vapor  baths.  Strapping  the  limbs  with 
medicated  planters  is  a  useful  accessory  to  massage,  which  may 
also  be  effected  when  a  dressing  of  this  sort  is  in  place.  The  kind 
of  plaster  usually  preferred  is  the  salicylic.  Active  motion  should 
be  used  when  practicable,  passive  motion  otherwise.  This 
resource,  along  with  massage  and  electricity  is  probably  well 
worth  employing  to  maintain  the  integrity  of  the  muscles. 

In  more  recent  years  radiography  and  radium  have  been 
used  with  occasional  apparent  benefit. 

Theosinanian  or  febrolysin  is  now  used  as  a  routine  procedure 
for  most  cases.  The  large  number  of  complete  failures  recorded, 
and  the  tediousness  of  the  treatment,  constitute  serious  draw- 
backs to  its  use. 

Thyroid  preparations,  adrenalin  and  hypophysis  extract  are 
all  used  nore  or  less  and  positive  results  are  occasionally  reported. 
Although  thyroid  extract  has  been  given  over  long  periods  of 


818      CLARK:  TREATMENT  OF  VASOMOTOR  AND  TROPHONEUROSES. 

time  it  is  not  knowm  that  any  serious  collateral  effects  have  been 
induced. 

On  account  of  the  arthropathic  element  so  commonly  present 
the  salicylates  have  been  used  largely.  As  is  the  case  with  the 
competitive  procedures  a  few  brilliant  and  numerous  doubtful 
results  must  be  offset  with  any  number  of  flat  failures. 

The  supposed  syphilitic  element  in  certain  cases  does  not 
certainly  respond  to  specific  treatment. 

The  probability  is  that  a  patient  will  do  better  under  a  com- 
bination of  all  plans  of  treatment  than  adhering  to  any  one  plan, 
however  promising.  Especially  should  all  the  physical  measures 
be  conjoined,  together  with  general  attention  to  nutrition  and 
hygiene.  Tonics  like  iron,  quinine  and  arsenic  are  rationally 
indicated.  Ergot  is  sometimes  used  on  theoretic  grounds  to 
modify  the  condition  of  the  blood-vessels.  Iodine  in  some 
organic  combination  has  been  used  because  of  the  occurrence 
of  this  substance  in  thyroid  extract. 

MULTIPLE    NEUROTIC    GANGRENE    OF    THE    SKIN. 
INTRODUCTION. 

This  affection  as  repeatedly  described  occurs  d'emblee,  without 
the  least  evidence  of  traumatism,  local  inflammatory  arterial 
or  organic  nervous  disease  or  cachexia.  As  such  a  condition 
is  almost  inconceivable  it  is  inevitable  that  the  disease  so-called 
has  been  looked  upon  as  a  matter  of  artefacts  made  with  intent 
to  deceive,  mystify,  or  gain  sympathy  or  reimbursement  for 
alleged  injuries,  or  release  from  some  obligation.  Nor  is  a  motive 
always  apparent.  Only  recently  a  case  was  reported  in  which 
a  man  in  comfortable  circumstances  was  admitted  on  different 
occasions  for  what  proved  to  be  self-inflicted  sulphuric  acid 
bums  which  simulated  multiple  gangrene.  After  simulation 
had  been  confessed  the  confession  was  again  \vithdrawn.  As 
there  was  in  such  a  case  nothing  to  gain  and  much  to  lose, 
the  patient,  apparently  sane,  was  nevertheless  regarded  as 
alienated  simply  through  the  evidence  of  this  one  penchant. 
In  certain  cases  the  hysterical  or  degenerative  character  of  the 
subject,  the  site  and  character  of  the  lesions  and  the  environ- 
ment are  such  that  no  doubt  of  the  self-inflicted  nature  of  the 
lesions  could  be  held ;  this  view  is  usually  corroborated  by  prop- 
erly controlling  the  case. 

If  it  can  be  shown  beyond  doubt  that  one  genuine  case  ha? 
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occurred,  many  others  under  suspicion  would  doubtless  be 
regarded  as  genuine.  It  would  be  possible  that  after  a  genuine 
spontaneous  episode  had  occurred — the  motive  for  simulation 
being  already  present — an  attempt  at  reproduction  would  at  once 
be  suggested  and  eventually  carried  out.  Indeed,  without  some 
basis  of  fact  it  is  difficult  to  imderstand  how  a  patient  would 
come  to  simulate  a  disease  the  very  existence  of  which  is  denied . 
On  the  other  hand,  if  there  is  any  suspicion  of  some  definite 
causal  element  other  than  simple  neurotic  or  angioneurotic 
influence  the  case  would  not  properly  belong  imder  this  head. 
It  must  be  borne  in  mind  that  in  rare  instances  certain  simple 
lesions  of  the  skin  may  become  gangrenous.  Chicken-pox  is  one. 
These  possibilities  will  be  discussed  under  diagnosis.  If  all 
accessory  moments  are  excluded  the  so-called  spontaneous 
neurotic  gangrene  becomes  of  the  same  type  as  any  psycho- 
genous  affection  and  in  fact  is  practically  one  with  hysterical 
gangrene  which  name  is  freely  applied  to  it.  In  any  hysterical 
lesion  the  question  must  arise  as  to  simulation  or  suggestion. 
The  possibilities  of  the  latter  appear  to  have  no  limits.  It  is 
conceivable  that  a  persistent  spasm  of  the  peripheral  vessels 
could  lead  to  a  gangrenous  focus.  From  another  viewpoint  it  is 
possible  that  a  neurotic  gangrene  may  be  purely  neurogenous 
and  dependent  in  some  way  on  actual  disease  of  some  of  the 
central  nervous  structures. 

ETIOLOGY. 

The  age  and  sex  follow  those  of  hysterical  affections  in  general, 
although  the  material  suitable  for  analysis  is  rather  limited. 
Most  of  the  patients  have  been  young  women.  It  is,  of  course, 
understood  that  cases  of  undoubted  simulation  are  not  reckoned, 
while,  as  already  stated,  actual  traumatic  gangrene  and  gangrene 
secondary  to  suppuration  are  excluded  from  consideration,  a 
history  of  some  antecedent  traumatism  is  common.  The  rela- 
tionship of  these  wounds  to  the  subsequent  gangrene  is  very 
obscure.  One  may  readily  imagine  that  during  cicatrization  a 
focus  of  nervous  irritation  develops  which  may  set  up  trophic 
disturbances  in  loco.  This,  however,  only  explains  the  initial 
lesion.  The  next  lesions  to  develop  occur  as  a  rule  in  the  original 
area  but  eventually  they  may  appear  anywhere.  After  several 
lesions  have  appeared  both  suggestion  and  simulation  are  favored. 
The  interval  between  the  traumatism  and  the  first  gangrenous 
lesion  may  be  so  prolonged  that  any  such  subject  as  scar  irri- 
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tation  would  seem  out  of  consideration,  and  in  a  minority  of 
cases  there  has  been  actually  no  history  of  a  trauma  in  loco  or 
anywhere  else.  In  the  great  majority  of  cases  the  gangrene 
does  not  develop  at  the  exact  site  of  the  wound. 

Since  in  theory  these  cases  should  occur  by  preference  in 
hirhly  hysterical  subjects  or  in  those  with  extreme  vasomotor 
lability  or  both  conjoined,  a  study  of  the  constitution  of  the 
patients  is  of  extreme  importance.  Contrary  to  what  one  would 
expect,  but  very  few  patients  have  shown  any  form  of  major 
hysteria.  The  most  that  can  be  said  under  this  head  is  that  the 
great  majority  of  subjects  are  distinctly  neuropathic.  Data  as 
to  an  angiospastic  constitution  are  not  forthcoming.  On  the 
other  hand,  in  a  few  cases  there  is  some  evidence  of  past  or  pres- 
ent organic  disease,  especially  spinal  gliosis,  peripheral  neuritis 
and  zoster.  This  factor  seems  as  commonly  in  evidence  as 
frank  hysteria,  excluding,  of  course,  detected  cases  of  simulation. 

DIAGNOSIS   AND    TREATMENT. 

The  chief  point  of  uncertainty  has  reference  to  the  possibility 
of  artefacts,  for  it  is,  of  course,  unknown  to  what  extent  and 
variety  gangrenous  lesions  can  be  artificially  produced.  If  any 
given  caustic,  as  sulphuric  acid,  be  used  for  this  purpose,  the 
eschars  produced  would  show  imiformity  in  most  respects. 
Next  to  the  selection  of  the  morbific  agent,  the  search  for  a 
possible  motive  for  simulation  is  of  importance.  Only  a  very 
wide  experience  with  repressed  personalities  can  enable  a  diag- 
nostician to  fathom  all  the  possible  motives  for  simulating 
disease.  For  example,  in  the  case  originally  cited  of  a  well-to- 
do  man  was  suspected  of  producing  acid  bums  upon  himself 
which  led  only  to  a  purposeless  hospital  sojourn,  no  common 
motive  for  simulation  could  be  detected,  but  such  must  have 
been  present  and  to  term,  the  patient  insane  involved  a  mere 
equivocation. 

As  a  matter  of  fact^  caustic  soda  is  known  to  have  been  used 
on  numerous  occasions  to  produce  these  lesions.  In  such  cases 
a  violent  dermatitis  precedes  the  gangrene.  Generally  speaking, 
absence  of  all  kinds  of  inflammatory  reaction  tends  to  exclude 
the  likelihood  of  artefacts,  but  we  cannot  feel  so  sure  about  the 
converse.  Kaposi  also  claimed  that  in  certain  cases  gangrene 
in  the  lower  strata  of  the  skin  could  be  seen  through  intact 
epidermis.  Should  such  an  association  be  present  artefacts 
could  be  readily  excluded. 
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The  distribution  of  the  lesions  is  also  very  significant,  for  if 
they  do  not  occur  in  the  same  degree  in  localities  not  so  easily 
reached  by  the  fingers,  the  presumption  is  that  they  are  arte- 
facts. The  latter  may  practically  be  excluded  whenever  enough 
secretion  (from  bullae,  etc.)  can  be  collected  for  chemical  tests 
as  tc  presence  of  familiar  caustic  substances.  Bacteriologic 
tests  have  a  similar  value,  to  be  mentioned  later.  The  medical 
control  of  the  patient  should  cause  a  cessation  of  artefact  lesions. 
For  the  rest,  the  diagnosis  consists  in  excluding  the  likelihood 
of  cachexia,  pathogenic  bacteria  in  the  lesions,  arteriosclerosis 
and  any  other  element  which  could  be  held  responsible  for 
multiple  gangrenous  lesions.  The  gangrenous  foci  which  may 
develop  in  acute  infectious  diseases  should  be  readily  excluded. 

Of  treatment  in  the  present  stage  of  oiu-  knowledge,  hardly 
anything  can  be  said,  for  there  seem  to  be  absolutely  no  indica- 
tions in  genuine  cases.  The  lesions  should  be  dressed  antisep- 
tically  and  an  attempt  should  be  made  to  prevent  the  scars  from 
becoming  keloidal. 

SYMPTOMATOLOGY. 

The  neurogenic  character  of  the  lesions  appears  to  be  showTi  by 
prodromes  of  paresthesia  which  are  noted  at  the  site  of  the  out- 
breaks. These  include  actual  pain,  burning,  prickling,  etc. 
They  are  not  confined  to  the  actual  spots  but  may  be  so  diffuse 
as  to  comprise  an  entire  limb.  The  interval  between  the  onset 
ot  the  sensations  and  the  appearance  ol  actual  lesions  may  vary 
from  a  few  moments  to  one  or  two  days.  In  rare  cases  there  is 
no  history  of  sensory  anomalies. 

In  a  netirogenic  condition,  especially  of  vasomotor  nerve  origin 
we  would  further  expect  to  see  some  angiospastic  phenomena, 
which,  in  fact,  we  naturally  associate  with  the  sensory  disturb- 
ances, and  which  figure  so  extensively  in  Raynaud's  disease. 
But  aside  from  the  very  few  cases  termed  gangrenous  urticaria, 
gangrenous  erythema  and  gangrenous  zoster,  this  element  is 
lacking. 

Since  gangrenous  lesions  succeed  one  another  in  most  cases, 
abundant  opportunity  is  offered  to  watch  the  entire  cycle  of 
evolution.  Phenomena  are  thereby  in  evidence  which  would 
ordinarily  escape  observation,  so  short  is  their  duration.  These, 
of  course,  are  of  a  different  character  from  the  lesions  in  gangren- 
ous urticaria.  After  formication  or  some  other  paresthesia  has 
attracted  the  attention  to  the  spot,  a  redness,  wheal  or  bleb  may 
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appear  and  quickly  pass  into  a  necrotic  area;  or  the  latter  may 
"occur  d'emblee.  There  is  no  necessary  agreement  in  size  between 
the  primitive  hyperemic  area  and  necrosis.  The  former  may  be 
large,  with  a  central  wheal  to  mark  the  site  of  the  future  necrosis. 
This  type  of  case  appears  to  indicate  a  possible  angiospastic 
gangrene.  However,  the  same  necrosis  may  occur  without  any 
such  genesis;  and  in  some  cases  a  red  areola  appears  to  develop 
after  the  necrosis  has  formed. 

There  is  a  group  of  cases  in  which  the  mechanism  of  zoster  is 
closely  imitated .  Upon  a  reddened  area  a  coop  of  papules  develop 
and  these  become  vesicles  and  ultimately  form  a  slough,  parallel- 
ing so-called  herpes  zoster  gangrenosus.  The  latter  is,  of 
course,  strongly  characterized  by  its  typical  course  and  localization 
Us  well  as  by  the  neuralgiform  pains,  but  transition  cases  occur 
(hysterical  zoster).  These  are  also  cases  of  gangrene  in  which 
the  herpetiform  groups  of  papules  do  not  exhibit  a  vesicular 
stage. 

The  characteristic  lesions  are  naturally  the  eschars  and  these 
show  great  variations  in  size  and  shape.  They  range  from  that 
of  a  lentil  to  a  silver  dollar.  Some  of  the  larger  ones  may  arise 
by  confluence.  There  is  no  natural  tendency  for  the  lesions  in  a 
given  case  to  show  agreement.  In  fact  great  differences  are 
often  seen  in  color,  contour,  consistence  and  textiu"e.  A  second- 
ary areola  is  present  as  a  rule.  This  is  analogous  to  the  forma- 
tion of  a  line  of  demarcation  and  precedes  the  separation  of  the 
slough.  There  is  a  complete  absence  of  any  phagedenic  tendency 
although  in  a  few  instances  the  process  has  been  quite  deep 
seated. 

Cicatrization  does  not  take  place  under  the  slough,  but  when 
the  latter  is  cast  off,  a  stage  of  ulceration  usually  succeeds. 
Indolent  but  healthy  looking  granulating  surfaces  persist,  which 
as  a  rule  cicatrize  very  slowly.  In  a  fair  percentage  of  cases 
keloidal  scars  form,  and  considerable  significance  in  one  or 
another  direction  has  been  attributed  to  this  peculiarity.  One 
sees  evidence  of  the  use  of  crude  caustics  in  producing  artefacts, 
since  acid  bums,  etc.,  tend  to  cause  keloid.  Others  behold 
here  evidence  of  a  trophic  component.  The  affection  further 
shows  some  tendency  to  recur  in  keloidal  scars. 

COURSE,    TERMINATION,    AND    PROGNOSIS. 

The  evolution  of  the  affection  is  indicated  by  the  history  of  a 
typical  case:    A  nervous,  delicate  or  poorly  developed  subject, 
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but  one  with  no  suggestion  of  cachexia,  receives  some  kind  of  an 
injiu-y  of  the  most  varied  character.  It  may  suppurate  and  heal 
slowly,  with  scar  formation,  but  this  is  not  essential.  In  some 
cases  the  lesion  may  resemble  the  ordinary  reopening  of  a  green 
scar.  In  other  cases,  especially  whej  no  scar  has  formed,  the 
primary  lesion  appears  close  to  the  scar  or  exceptionally  it  is 
merely  in  the  same  anatomical  area.  After  a  variable  interval 
a  second  lesion  appears  near  the  first  and  in  this  manner  an  entire 
crop  of  lesions  may  involve  some  member,  as  a  forearm.  We 
therefore  see  side  by  side  lesions  of  various  ages:  eschars,  recent 
ulcers,  old  ulcers,  and  scars.  If  the  lesions  succeed  each  other 
rapidly,  we  may  see  eschars  showing  marked  differences  in  size, 
color  and  contour,  or  there  may  be  remarkable  uniformity  in 
their  appearance.  While  there  is  a  tendency  for  the  lesions  to  be 
localized  in  one  region,  yet  the  affection  may  appear  later  in  some 
remote  one.  There  may  also  be  long  periods  of  genescence 
followed  by  active  outbreaks.  In  some  cases  there  seems  to  be 
a  distinct  periodicity,  so  that  the  affection  has  a  circular  or  cyclic 
character  like  various  neuroses  and  psychoneuroses.  The 
sensory  and  vasomotor  components  already  mentioned  need  not 
be  detailed  further,  as  far  as  they  represent  initial  phenomena. 
In  addition  may  be  mentioned  the  anesthesia  which  naturally 
appears,  in  any  gangrenous  integument.  During  cicatrization 
the  sensibility  returns,  evidently  from  regeneration  of  nerve 
filaments  and  the  scars  may  be  hyperesthetic. 

The  affection  never  makes  such  headway  as  to  menace  life, 
health  or  efficiency.  Theoretically  it  may  last  indefinitely.  It 
cannot  be  said  to  respond  much  to  treatment,  and  it  is  not 
probable  that  the  cases  on  record  have  been  followed  until 
death.  A  patient  who  died  of  intercurrent  tuberculosis,  was  the 
only  one  who  ever  came  to  autopsy. 

NATURE    AND    PATHOGENY. 

This  subject  has  naturally  received  the  bulk  of  the  attention 
devoted  to  the  disease.  Cassirer  sums  up  all  the  labors  in  this 
field  up  to  1900  as  follows:  The  evidence  goes  to  show  that 
multiple  neurotic  gangrene  is  not  an  affection  sui  generis,  but 
a  symptom  complex  called  forth  under  various  conditions.  We 
may  therefore  speak  of  types  of  the  affection,  each  of  which 
bears  some  resemblance  to  some  other  known  form  of  gangrene. 

There  is  a  type  which  somewhat  resembles  multiple  arterio- 
sclerotic gangrene.     As  in  similar  parallelisms  we  may  suspect 
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the  existence  of  a  functional  affection  of  the  blood-vessels.  In 
this  type  it  is  difficult  to  eliminate  the  possibility  of  the  forma- 
tion of  angiospastic  substances  as  a  result  of  so-called  auto- 
intoxication. For  example,  the  active  chemical  principle  which 
causes  tetany  has  a  vasoconstrictor  activity. 

In  another  type  of  case  the  lesions  suggest  those  of  simple 
hysterical  gangrene.  In  the  few  recorded  cases  in  which  mani- 
fest hysteria  was  present  we  may  think  of  the  lesions  as  eminently 
neurogenic. 

In  a  third  type,  actual  organic  nervous  disease  actually 
coexisted  (gliosis  spinalis,  peripheral  neuritis,  herpes  zoster). 

In  a  fourth  type  urticaria  is  sufficiently  in  evidence  to  justify 
us  in  calling  the  affection  urticaria  gangrenosa.  A  subvariety 
is  perhaps  associated  with  angioneurotic  edema  which  is  of 
course  very  closely  related  to  urticaria. 

Cases  which  develop  in  patients  with  poor  nutrition  suggest 
that  the  same  component  may  be  present  in  both  neurotic  and 
cachectic  multiple  gangrene. 

In  a  certain  residue  of  cases  the  condition  appears  solely  as  an 
expression  of  neuropathy,  in  which  we  may  think  of  a  reflex 
element,  i.e.,  the  irritation  of  the  initial  wound  or  scar  producing 
remote  effects  by  acting  on  a  very  labile  nervous  system. 

There  is  one  element  which  in  theory  may  occur  in  all  these 
types,  to  wit,  the  angiospasm  which  is  believed  to  underlie  all 
vasomotor  neuroses. 
84  East  Fifty-sixth  Street. 


TRANSACTIONS  OF  THE 

WASHINGTON  OBSTETRICAL  AND 

GYNECOLOGICAL  SOCIETY. 


Meeting  0/  November  10,  191 1. 
The  President,  Dr.  Sprigg,  in  the  Chair. 
Dr.  I.  S.  Stone  presented  a  specimen  of 

ADENOCARCINOMA  OF  THE  UTERUS  AND  A  CASE  OF  PAROVARIAN 

CYST. 

CASE  I.   ADENOCARCINOMA  OF  THE  UTERUS. 

L.  S.,  age  forty-two  years.  She  had  been  in  hospital  in  1895 
for  operation  by  Drs.  Johnson  and  Stone  for  pyosalpingitis. 
Double  salpingooophorectomy  was  performed  which  resulted  in 
complete  suppression  of  her  menses,  and  also  relieved  her  of  pain 
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and  infection.  She  was  very  nervous,  but  in  good  general  health 
until  about  six  months  ago  when  she  saw  a  little  bloody  dis- 
charge from  her  vagina.  Later  on  this  discharge  increased  and 
the  patient  lost  in  weight  and  grew  anemic.  Examination  re- 
vealed a  very  small  uterus,  the  cervix  having  atrophied  until 
it  could  scarcely  be  felt  with  the  examining  finger.  A  diagnosis 
of  adenocarcinoma  was  made,  and  the  uterus  removed  by  the 
abdominal  method  of  Wertheim.  Small  hard  glands  were 
found  in  the  left  parametrium.  The  patient  had  a  very  serious 
amount  of  shock  and  is  still  in  a  critical  condition.  The  uterus 
is  almost  entirely  involved  by  the  malignant  growth. 

CASE    II.       PAROVARIAN    CYST. 

Mrs.  H.  Patient  is  a  large  vigorous  and  apparently  healthy 
white  woman.  During  the  past  year  she  has  had  irregular  and 
profuse  menstruation  which  led  her  to  seek  the  advice  of  her 
family  physician,  who  discovered  a  tumor  in  her  pelvis  and 
advised  operation.  Owing  to  the  very  fat  abdominal  wall  the 
pelvic  organs  were  most  difficult  to  reach  and  examine.  How- 
ever, a  tumor  was  found  which  gave  nearly  all  the  symptoms 
of  a  fibroid  yet  proved  to  be  a  parovarian  cyst  with  a  long 
pedicle. 

DISCUSSION. 

Dr.  Vaughan,  discussing  the  case  of  cyst  of  the  ovsltj,  said  that 
the  cause  of  hemorrhage  was  not  evident.  He  had  recently  a 
case  f  metrorrhagia  in  a  woman  of  twenty-two  years  who,  follow- 
ing a  miscarriage,  flowed  each  month  for  about  two  weeks.  She 
had  been  cureted  many  times  without  benefit.  He  did  a 
laparotomy,  opened  the  uterus  and  finding  no  evident  cause 
for  the  bleeding  closed  the  wound.  At  the  succeeding  period 
the  woman  flowed  fifteen  days  and  then  Dr.  Vaughan  removed 
the  uterus. 

Dr.  Carr  reported  a  case  in  which  the  ovaries  and  tubes  had 
been  removed  to  control  uterine  bleeding  with  good  effect.  He 
thought  that  the  parovarian  cysts  were  frequently  associated 
with  disease  of  the  mucosa  of  the  uterus  and  suggested  that 
fibroids  might  cause  bleeding  by  interference  with  the  venous 
circulation. 

Dr.  Lowe  reported  a  case  of  hemorrhage  in  an  ovarian  cyst, 
which  was  cured  by  oophorectomy.  In  another  case  bleeding 
had  been  due  to  arteriosclerosis  which  could  be  cured  only  by 
hysterectomy. 

Dr.  Carr,  discussing  the  case  of  cancer  of  the  uterus,  was  glad 
to  hear  the  statement  that  not  planning  for  the  operation  had 
increased  its  duration  and  the  shock.  He  had  had  the  same 
experience  and  thought  that  surgeons  often  did  not  take  time 
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enough  to  diagnose  the  cases  and  plan  the  operation  beforehand. 

Dr.  Lowe  called  attention  to  the  fact  that  this  patient  had  a 
goiter,  was  very  nervous  and  had  a  pulse  of  140  at  the  beginning 
of  the  operation  which  slowed  down  to  no,  but  most  of  the  time 
was  between  130  and  160. 

Dr.  Sprigg  in  discussing  the  case  of  parovarian  cyst  spoke  of 
the  possibility  of  the  hemorrhage  being  due  to  a  physiological 
disturbance  through  the  nervous  system  from  intraovarian  pres- 
sure. Injecting  an  ovary  with  paraffin  caused  uterine  bleeding 
curable  by  removal  of  the  ovaries. 

Dr.  Stone  in  closing  said  that  the  removal  of  small  cysts  might 
control  hemorrhage.  He  thought  the  suggestion  that  the  bleed- 
ing was  due  to  pressure  not  likely  because  of  the  free  anastomosis 
of  the  blood-vessels. 

The  essay  of  Dr.  John  F.  Moran  on 
cesarean  section  in  eclampsia  with  report  of  four  cases, 
was  read  by  Dr.  Stone  with  the  consent  of  the  Society  in  the 
absence  of  the  author. 

Moran  believed  that  the  pathology  of  eclampsia  supports  the 
toxin  theory,  demonstrates  its  progressive  nature  and  emphasizes 
the  necessity  of  prompt  emptying  of  the  uterus  particularly  after 
the  onset  of  the  convulsions.  What  the  method  of  intervention, 
if  necessary,  shall  be,  must  be  determined,  primarily,  by  the 
condition  of  the  cervix  and  the  anatomical  and  physiological 
changes  which  the  uterus  undergoes  during  pregnancy  and  labor. 
In  primiparge  with  intact  cervix,  in  multiparae  with  like 
condition,  who  have  never  been  delivered  by  the  vagina,  in 
cases  of  unyielding  rigidity  of  the  cervix  due  to  scar  tissue  and 
where  immediate  delivery  is  indicated  in  the  interest  of  the 
mother  or  child,  vaginal  or  abdominal  Cesarean  section,  depend- 
ing upon  the  period  of  gestation,  are  valuable  and  rational 
methods  of  delivery.  He  does  not  wish  to  be  understood  as 
advocating  these  operations  to  the  exclusion  of  the  other  modes 
of  treatment  but  he  recognizes  that  they  are  to  be  preferred  to 
the  forcible  manual  or  instrumental  dilation  or  rather  divulsion 
of  the  cervix  with  its  immediate  and  remote  dangers  of  shock, 
deep  cervical  tears,  hemorrhage  and  infection. 

He  reports  four  cases  of  eclampsia,  which  occurred  in  two 
patients  he  saw  in  consultation,  in  whom  Cesarean  section  was 
performed,  saving  both  mothers  and  all  of  the  children.  The 
first  patient,  primipara,  eight  months  gestation,  frequent  con- 
vulsions, cervix  intact,  was  operated  upon  by  Dr.  I.  S.  Stone, 
and  the  second  was  operated  upon  at  term,  under  like  conditions, 
in  three  successive  labors,  by  Dr.  W.  P.  Carr. 

Kellitz,  in  1897,  collected  twenty-eight  cases  of  eclampsia 
operated  upon  by  Cesarean  section  with  a"  maternal  mortality 
of  50  per  cent,  and  infantile  mortality  of  62  per  cent.  Streck- 
eisen  in  1903  collected  twenty-eight  cases,  twelve  mothers  died 
and  nine  infants  were  dead  or  died  shortly  after  birth  Hillman 
in  1899  collected  thirty-nine  cases  and  reported  one  of  his  own  giv- 
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ing  a  mortality  of  50.5  per  cent,  for  the  mothers  and  43.2  per  cent, 
for  the  infants.  All  but  seven  of  these  cases  were  previously  re- 
ported by  Kellitz  or  Streckeisen.  Moran  has  collected  fifty-three 
cases,  including  the  four  herein  reported,  operated  upon  from  1901 
up  to  the  present  time.  Seventeen  mothers  died  (32.32  per  cent.) . 
Forty-five  infants  were  bom  alive,  seven  were  stillborn  and 
four  are  not  mentioned.  Altogether  116  cases  have  been  re- 
ported with  a  maternal  mortality  of  49  per  cent.  While  the 
statistics  of  the  last  decade  show  a  marked  improvement  over 
the  previous  ones,  the  mortality  is  still  far  above  the  general 
death  rate  of  eclampsia.  A  careful  analysis  of  the  cases,  how- 
ever, shows  that  many  of  the  patients  had  been  subjected  to 
other  methods  of  treatment  and  were  moribund  at  the  time  of 
operation.  Abdominal  and  vaginal  Cesarean  section  are  not  pro- 
posed as  substitutes  for  the  other  methods  of  intervention  in 
eclampsia  but  the  claim  is  made,  that  they  have  a  well-defined 
field  of  application  in  certain  cases  of  eclampsia.  If  they  are 
to  have  an  established  place  in  the  treatment  of  this  compli- 
cation the  indication  for  which  they  are  urged,  must  be  met 
by  prompt  elective  action,  for  to  delay  until  the  patient  is  in 
extremis  and  all  other  treatment  has  failed,  is  to  invite  disaster. 

DISCUSSION. 

Dr.  Carr  said  that  in  the  treatment  of  eclampsia  until  a  few 
years  ago  induced  labor  had  been  the  usual  routine.  Under  this 
treatment  the  convulsions  had  continued  and  the  mother  had 
been  lost  in  many  of  the  cases.  The  children  have  been  lost  in 
fully  as  many  cases.  Since  the  introduction  of  Cesarean  section 
for  the  treatment  of  eclampsia  he  had  personally  had  four  such 
operations  and  all  the  mothers  and  children  were  living  and  well. 
He  believed  that  eclampsia  was  due  to  toxic  products  squeezed 
out  of  the  uterus  and  into  the  mother's  blood  by  the  labors  so 
that  in  cases  where  eclamptic  convulsions  come  on  early  in  labor 
he  believed  that  Cesarean  section  was  the  best  treatment  and 
the  abdominal  route  should  be  preferred  to  the  vaginal  if  there 
was  any  question  as  to  the  delivery  through  the  pelvis.  The 
mortality  of  the  abdominal  operation  was  below  2  per  cent,  and 
the  vaginal  operation  lower  than  the  abdominal. 

Dr.  Magruder  had  seen  one  of  Dr.  Carr's  cases.  After  the 
first  Cesarean  section  the  albumin  and  casts  that  had  been  present 
in  the  urine  disappeared  in  a  week.  In  her  second  pregnancy 
albumin  appeared  at  the  fourth  month  and  she  was  put  on  a 
diet,  given  salines  and  flushing  of  the  kidney  in  order  to  avoid 
the  toxemia  and  eclampsia;  the  headache,  however,  persisted 
and  when  the  first  convulsion  came  she  was  operated  on  again. 
She  had  a  great  deal  of  albumin  in  the  urine  with  hyaline  and 
granular  casts,  but  all  cleared  up  in  eight  days.  She  again 
became  pregnant,  the  albumin  appeared  earlier  and  with  the 
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first  convulsion  again  she  was  operated  on.  Since  then  the 
albumin  has  never  disappeared. 

Dr.  Lowe  said  that  he  too  had  seen  this  case  and  not  long 
ago  had  tended  the  oldest  child  for  diphtheria.  All  three  of  the 
children  at  present  were  exceptionally  robust.  Several  months 
ago  the  woman  had  had  a  uterine  hemorrhage  after  which  an 
organized  blood  clot  had  been  found  in  the  cervix. 

Dr.  Willson  noted  that  operative  interference  in  these  cases 
was  becoming  more  common  and  more  effective.  The  expectant 
treatment  followed  up  as  outlined  by  Hirst  was  not  generally 
acceptable.  Interruption  of  pregnancy  was  indicated.  In  the 
premature  cases  it  was  feasible  to  do  a  vaginal  section,  but  near 
term  the  abdominal  section  was  preferable.  Dr.  Little  had 
recorded  twenty-six  cases  in  which  one  mother  had  been  lost. 
Thirteen  had  been  treated  expectantly  and  nine  of  the  babies 
lost;  while  the  other  thirteen  delivered  early  had  lost  only  four 
of  the  babies.  He  thought  that  the  eclampsia  in  the  three  suc- 
cessive pregnancies  was  so  unusual  as  to  suggest  renal 
convulsions  rather  than  eclampsia. 

Dr.  Sprigg  had  had  four  vaginal  sections  for  eclampsia  and 
one  abdominal  section  for  the  same  cause.  In  the  abdominal 
section  the  woman  was  a  primipara  with  a  contracted  pelvis  and 
both  mother  and  child  had  been  lost.  In  the  vaginal  cases  one 
child  had  been  lost  from  toxemia. 

Dr.  Carr  had  made  the  diagnosis  of  true  eclampsia  in  his  case 
by  the  clinical  appearance  of  the  patient,  unconsciousness,  face 
red,  conjunctiva  and  vessels  red.  In  the  renal  convulsion  he 
had  found  the  face  pale  and  the  muscles  relaxed  from  the  coma. 

Dr.  Stone  in  closing  spoke  of  the  pernicious  nausea  and  the 
toxemia  cases  as  needing  the  same  treatment  as  eclampsia.  He 
was  sorry  that  the  preventive  treatment  could  not  do  more  to 
ward  off  the  eclampsia. 


Meeting  of  December  12,  1911. 

The  President,  Dr.  Sprigg,  in  the  Chair. 

Dr.  I.  S.  Stone  presented  a  case  of 

paravaginal    adenofibroma    of   the    pelvic    fascia    or    of 

moller's  duct  resembling  a  greatly  enlarged 

vulvovaginal  gland. 

Mrs.  I.  F.,  mulatto,  aged  thirty-nine,  was  admitted  to 
Columbia  Hospital  in  November.  She  had  two  living  children, 
the  younger  eighteen  years  of  age.  She  had  always  had  good 
health  and  no  signs  of  venereal  disease.  Three  years  ago,  she 
was  admitted  into  another  hospital  and  had  a  large  vulvovaginal 
gland  removed  but  which  soon  began  to  grow  again  and  caused 
her  much  inconvenience,  but  never  much  pain.  On  admission 
we  found  an  oval  tumor  situated  in  or  under  the  left  labium 
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majus,  with  a  smooth  surface  and  resembling  a  large  inguinal  or 
obturator  hernia.  The  growth  was  firmly  attached  and  its 
removal  a  most  interesting  process.  It  closely  resembled  a 
hernia  but  was  soon  found  to  be  nearly  solid  and  without  any 
evidences  of  glandular  structure.  The  tumor  mass  extended 
under  the  pubic  arch  and  along  the  vaginal  wall  to  a  point  very 
near  the  cer\'ix  uteri.  Its  larger  extremity  was  below  the  pubic 
arch  while  its  intrapelvic  end  was  much  smaller  although 
fairly  firm  and  ol  a  rounded  or  rope-like  form.  The  ramus 
of  the  pubis  on  the  left  side  was  laid  bare  by  the  dissec- 
tion, and  we  could  easily  feel  blood-vessels  pulsating  in  the 
region  of  the  obturator  and  uterine  arteries.  The  tumor  was 
entirely  subperitoneal,  but  we  were  unable  to  find  any  attach- 
ment to  pelvic  organs  other  than  those  mentioned.  The  length 
of  the  tumor  is  about  6  inches  and  its  diameter  at  its  lower 
extremity  is  4  inches.  It  is  somewhat  flattened  laterally  and 
is  made  up  of  large  lobules  resembling  collapsed  coils  of  small 
intestine  but  without  lumen. 

Pathologist's  Report. — "The  large  tumor  mass  from  the  left 
labium  of  your  patient  is  found  to  be  a  very  vascular,  edematous 
adenofibroma.  An  interesting  feature  of  this  tissue  is  the  great 
number  of  large  blood-vessels  and  cavernous  spaces  or  sinuses, 
roughly  simulating  erectile  tissue.  This  may  be  an  angiomatous 
condition.  The  glandular  structures  are  grouped  in  areas  in  the 
fibrous  tissue  and  are  of  the  mucous  type,  with  high  columnar 
epithelium,  arranged  around  large  dilated  ducts  which  contain 
a  colloid-like  material." 

Fibromas  from  the  subcuticular  tissue  of  this  region  are  not 
uncommon;  adenomata  arising  from  Bartholin's  glands  are  ex- 
ceedingly rare. 

Dr.  George  Tully  Vaughan  reported  a  case  of 

ECTOPIC    PREGNANCY    COMPLICATING    APPENDICITIS.       OPERATION 
THROUGH    THE    GRIDIRON    INCISION. 

A  colored  girl  fifteen  years  old  was  admitted  to  Georgetown 
University  Hospital  Xov.  27,  1911,  suffering  with  severe  pain  in 
the  abdomen.  For  two  or  three  years  she  says  she  has  suffered 
with  abdominal  pain,  coming  on  at  irregular  times,  worse  in  the 
right  side  in  the  region  of  the  appendix.  Has  had  several 
attacks  this  year,  sometimes  accompanied  by  vomiting.  The 
attacks  would  usually  subside  in  two  or  three  days.  Men- 
struation she  says  is  usually  regular  and  free  from  pain  and 
lasts  five  days.  Last  menstruation  was  Xov.  6  and  lasted 
only  four  days.  The  last  attack  cf  pain  came  on  Xov.  27  with 
griping  pain  in  the  abdomen,  all  over  but  worse  on  the  right 
side,  with  nausea.  Examination  next  day:  Pulse  80,  temperature 
99,  right  side  of  abdomen  tense  but  not  tender  or  swollen. 
Diagnosis,  catarrhal  appendicitis.  Operation  advised  and  ac- 
cepted.    Gridiron  incision  on  right  side  permitted  the  deliver}' 
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of  the  appendix  which  was  2  1/2  inches  long,  slightly  swollen 
and  congested  and  bent  on  itself  at  an  acute  angle  owing  to 
the  peculiar  attachment  of  the  mesoappendix.  It  was  removed 
and  the  pelvic  organs  were  examined  by  palpation.  The  uterus 
could  be  felt  but  the  right  ovary  could  not  be  recognized.  In 
its  place  was  a  smooth  mass,  giving  the  sensation  of  an  adherent 
cyst.  While  palpating,  the  mass  suddenly  ruptured  and  about 
an  ounce  of  dark  blood  clots  escaped  followed  by  a  small  quantity 
of  red  blood,  which  soon  ceased.  Two  of  the  clots  resembled 
membrane  and  were  saved  for  further  examination.  Under  the 
microscope  chorionic  villi  were  clearly  seen,  but  the  embryo  was 
not  found.     The  patient  recovered  without  incident. 

While  I  do  not  recommend  this  method  of  operation  in  ectopic 
gestation,  yet  this  case  shows  how  easy- and  simple  the  operation 
is  when  done  in  time. 

Dr.  Prentiss  Willson  reported  a  case  of 


VENESECTION    IN    POSTPARTUM    ECLAMPSIA. 

Mrs.  p.,  age  twenty- three,  primipara.  Last  menstruation 
Feb.  17,  1911.  Labor  reckoned  for  Nov.  24,  1911.  Case  came 
under  the  care  of  Dr.  Willson,  in  September,  who  made  frequent 
urinalyses  and  noted  the  presence  of  albumin  for  the  first  time 
Nov.  17.  He  requested  a  twenty-four-hour  specimen  of  urine 
which  was  not  obtained  until  the  19th.  This  showed  a  marked 
trace  of  albumin.  Milk  diet  and  eliminative  treatment  ordered. 
Nov.  20  the  excretion  of  urea  was  16  grams  and  on  the  21st  the 
urea  output  was  10  grams.  Blood  pressure  over  180.  Appar- 
atus defective,  so  that  the  exact  pressure  was  not  registered. 
Labor  began  at  midnight  and  ended  at  1.20  p.  m,  the  22d, 
perfectly  normal.  L.  O.  A.  Loss  of  blood  very  scant.  Only 
one  vaginal  examination  and  that  was  made  when  the  head 
was  on  the  pelvic  floor.  Cord  around  the  neck  twice  and  was 
severed  before  delivery.  First  degree  laceration  closed  without 
anesthetic.  No  anesthesia  during  labor.  7.30  p.  m.:  Patient 
complained  of  severe  headache;  pulse  very  full.  Blood  pressure 
not  taken.  Nitroglycerin  i/ioo  grain  every  four  hours,  ordered. 
Had  voided  urine  since  birth  of  child  but  the  amount  was  not 
measured.  At  8.30  p.  m.  had  a  convulsion.  Unconsciousness 
lasted  but  a  short  time.  Hot  pack  given  and  patient  perspired 
freely.  Voided  urine  several  times  during  the  night.  Nitro- 
glycerin continued  and  Epsom  salts  administered.  Bowels 
moved  twice.  Perspired  freely  all  day  of  the  23d  and  voided 
21  ounces  of  urine  at  1.20  p.  m.  and  20  ounces  at  5  p.  m.  In  the 
afternoon  was  drowsy,  restless  and  complained  of  headache. 
Mind  clear.  Lochia  free.  At  7.15,  twenty-three  hours  after  the 
first  convulsion,  the  second  seizure  occurred  and  others  followed 
at  intervals  of  five  to  ten  minutes.  Dr.  Moran  was  summoned 
by  Dr.  Willson  and  reached  the  bedside  when  the  patient  was 
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having  the  third  convulsion.  The  pulse  was  80  and  coma  pro- 
found. Venesection  was  at  once  agreed  upon  and  performed 
by  Dr.  Willson.  Twenty  ounces  of  blood  was  taken  from  the 
median  basilic  vein.  The  convulsions,  ten  in  number,  continued 
throughout  the  blood-letting.  Coma  profound  and  edema  of 
the  lungs  marked.  Pulse  144  and  blood  pressure  120.  Patient 
placed  in  hot  pack  at  onset  of  convulsions  and  two  hypos  of 
morphia,  gr.  1/4,  administered  at  intervals  of  two  hours.  Salt 
solution  by  rectum  by  slow  method  was  begun  at  midnight  and 
two  quarts  were  given;  most  of  it  was  retained.  About  11 
o'clock  the  pulse  was  observed  to  be  decreasing  in  frequency 
and  the  edema  of  the  lungs  lessening.  The  following  morning, 
24th,  7.15  p.  M.,  the  pulse  was  93  and  respiration  16.  At  9.15 
A.  M.  22  ounces  of  urine  removed  by  catheter  contained  a  marked 
trace  of  albumin.  At  the  next  catheterization  at  4.10  p.  m. 
36  ounces  were  removed  and  showed  only  a  very  faint  trace  of 
albumin.  The  coma  and  morphine  narcosis  gradually  lifted  in 
the  afternoon  and  by  evening  the  mind  was  quite  clear.  The 
puerperium  was  complicated  by  sapremia  which  3delded  to  a  single 
intrauterine  irrigation  of  normal  salt  solu^on.  Convalescence 
otherwise  uninterrupted  and  the  urinalysis  made  Feb.  i,  19 12, 
showed  the  urine  to  be  normal.  The  patient  was  in  excellent 
condition,  and  nursing  the  child  which  was  also  thriving  nicely. 

The  points  worthy  of  note  in  this  case  were  as  follows : 

The  absence  of  the  usual  manifestations  of  impending 
eclampsia  save  the  presence  of  albumin  and  the  increased  blood 
pressure  emphasizes  the  importance  of  a  routine  examination 
for  these  danger  signals. 

The  small  amount  of  blood  lost  during  delivery  was  also  of 
significance,  particularly  when  associated  with  the  other  signs. 

The  marked  secretion  of  urine  and  the  lateness  of  the  onset 
of  the  convulsions  after  delivery,  would  seem  to  indicate  that 
nature  was  endeavoring  to  throw  off  the  toxins,  and  had  there 
been  free  bleeding  before  or  during  labor  the  eclampsia  might 
have  been  averted. 

The  mere  report  of  the  clinical  phenomena  of  this  case  gives 
but  a  faint  idea  of  its  gravity.  With  the  patient  in  the  throes 
of  the  convulsions,  with  a  pulse  of  only  80,  the  outcome  seemed 
very  hopeful,  but  the  recurring  convulsions,  deepening  coma, 
rapidly  quickening  pulse  and  the  supervening  edema  of  the 
lungs  made  the  favorable  prognosis  doubtful.  I  am  firmly  con- 
vinced that  the  saving  of  the  patient's  life  was  largely  if  not  solely 
due  to  the  prompt  blood-letting. 

Dr.  Abbe  presented  a 

CASE    OF    ENTEROPTOSIS. 

M.  F.,  a  white  woman  thirty  years  of  age,  unmarried,  of  slight 
figure,  was  operated  on  eight  years  ago  for  abdominal  pains  and 
the  appendix  removed.     The  pains  persisted,  became  worse  on 
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the  right  lower  portion  of  the  abdomen  and  she  was  operated  on 
again  for  a  right  femoral  hernia.  As  the  pains  still  continued 
and  grew  worse  another  laparotomy  was  done  separating  adhe- 
sions from  the  cecum  to  small  intestines  and  from  the  old 
laparotomy  scar.  This  was  followed  by  considerable  temporary 
relief  but  the  condition  did  not  clear  up  and  a  series  of  skiagraphs 
were  taken  showing  the  stomach  with  its  lesser  curvature  an 
inch  below  the  umbilicus,  the  lower  border  of  the  liver  down 
to  the  crest  of  the  ilium,  and  the  small  intestines  all  in  the  true 
pelvis.  The  spleen  and  kidneys  were  in  their  normal  posi- 
tions. The  skiagraphs  were  demonstrated.  The  patient  is 
still  under  treatment;  no  operation,  however,  has  as  yet 
been  deemed  advisable. 

DISCUSSION. 

In  discussing  Dr.  Vaughan's  case,  Dr.  Stone  emphasized  the 
importance  of  making  a  vaginal  examination  in  all  abdominal 
work,  and  of  training  students  in  the  elementary  work  of  simple 
examination  and  normal  conditions  before  teaching  them  the 
details  of  a  laparotomy. 

In  discussing  Dr.  Willson's  case,  Dr.  Moran  noted  the  fre- 
quency of  the  convulsions  at  the  time  of  venesection  and  the 
increase  of  pulse  rate  after  the  venesection.  Dr.  Abbe  noted 
the  importance  of  blood-pressure  examinations  as  routine  in 
pregnancy.     Dr.  Thomas  advocated  blood  letting  in  eclampsia. 

Dr.  Willson  said  that  Hirst  considered  a  blood  pressure  of 
150  mm.  as  serious  and  180  as  indicating  treatment,  but  stated 
that  eclampsia  might  also  occur  with  a  low  blood  pressure. 

Dr.  W.  H.  Lawson  read  the  essay  of  the  evening  on 

aneurysm    of   THE    UTERINE    ARTERY.* 
DISCUSSION. 

Dr.  Abbe  in  discussing  the  case  complimented  Dr.  Lawson 
on  the  careful  scientific  investigation  which  had  led  to  the  un- 
usual diagnosis.  He  considered  that  the  case  had  been  proven 
as  one  of  traumatic  aneurysm,  the  aneurysm  having  been  caused 
by  injury  during  the  trachelorraphy ,  which  would  suggest  more 
care  in  our  surgery  to  avoid  injury  to  blood-vessels. 

Dr.  Vaughan  noted  the  importance  of  making  postmortem 
examinations  to  determine  the  cause  of  death  in  every  case 
where  the  anatomical  diagnosis  was  not  previously  satisfactory. 
It  also  showed  the  importance  of  exploratory  operations  to  find 
the  cause  of  hemorrhage.  He  noted  also  that  aneurysms  at 
times  were  caused  by  muscular  action. 

Dr.  Wall  asked  if  Dr.  Lawson  could  give  a  syndrome  charac- 
teristic of  aneurysm  in  the  cases  of  late  postpartum  bleeding. 

*  For  original  article,  see  page  732. 
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Dr.  White  asked  if  an  a^-ray  examination  would  have  revealed 
the  aneurysm  in  this  case. 

Dr.  Stone  asked  if  the  laceration  of  the  cervix  rather  than  the 
trachelorraphy  could  not  have  caused  the  aneurysm. 

Dr.  Miller  doubted  whether  the  operation  had  been  the  cause 
of  the  weakened  wall  of  the  blood-vessel. 

Dr.  Moran  thought  that  the  aneurysm  explained  the  previous 
postpartum  hemorrhage. 

Dr.  Abbe  doubted  the  value  of  an  x-ray  examination  in  detect- 
ing an  aneurysm  of  such  small  size,  so  deeply  located,  and  so 
close  to  the  heavy  uterus. 

Dr.  Lawson  in  closing  said  that  the  organized  clots  in  the 
aneurysm  sac  showed  the  long  standing  of  the  aneurysm  and  yet 
if  it  had  been  present  at  the  time  of  the  trachelorraphy  it  could 
scarcely  have  escaped  detection.  So  that  it  seemed  more  reason- 
able to  attribute  the  origin  of  the  aneurysm  to  the  traumatism 
during  the  operation. 


Meeting  of  January  12,  191 2. 
The  President,  Dr.  Sprigg,  in  the  Chair. 
Dr.  I.  S.  Stone  read  the  essay  of  the  evening  on 

THE   interposition    OPERATION   FOR   PROLAPSE  OF  THE  UTERUS.* 

DISCUSSION. 

Dr.  White  in  discussing  the  paper  differentiated  the  types  of 
prolapse  and  said  that  no  one  operation  would  be  the  choice 
for  all  conditions.  In  older  women  he  had  had  recurrences 
after  most  types  of  plastic  operation  and  expected  to  do  a 
hysterectomy  in  many  cases,  supporting  the  stump  by  suture 
of  the  round  ligaments.  He  noted  that  pregnancy  after  the  in- 
terposition operation  would  produced  bad  complications.  He  did 
not  like  the  use  of  the  tincture  of  iodine  as  a  uterine  irrigation 
on  account  of  the  danger  of  forcing  it  into  the  peritoneum.  He 
had  seen  uterine  colic  follow  the  use  of  glycerine  and  iodine 
injections. 

Dr.  Lewis  spoke  of  the  anteversion  due  to  the  interposition 
operation  as  a  possible  cause  of  dysmenorrhea.  He  considered 
the  traumatism  and  laceration  of  labor  as  the  cause  of  the  pro- 
lapse and  suggested  Cesarean  section  as  a  preventative  of  the 
relaxation  of  the  pelvic  outlet. 

Dr.  Sprigg  noted  the  occurrence  of  prolapse  in  virgins  due 
to  defective  fascia  of  perineum  and  of  the  pelvic  ligaments. 
He  had  done  hysterectomy  and  closure  of  the  vagina  in  two 
women  past  seventy  years  of  age  and  usually  did  a  plastic  in  the 
pelvis  and  on  the  vaginal  outlet  in  addition  to  the  hysterectomy. 
He  had  had  one  recurrence  after  an  interposition  operation  and 
then  he  had  done  a  supravaginal  hysterectomy.     During  the 

*For  original  article  see  page  722, 
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child-bearing  period  he  had  done  a  shortening  of  the  round  liga- 
ments and  sometimes  additional  shortening  of  the  broad 
ligaments. 

Dr.  Abbe  called  attention  to  the  fact  that  Dr.  Stone's  operation 
had  been  limited  in  its  application  by  the  author  to  the  cases 
past  the  menopause  and  had  the  advantage  of  not  removing 
organs  but  utilizing  the  displaced  uterus  to  support  the  displaced 
bladder. 

Dr.  Stone  said  in  closing  that  the  severest  test  came  in  the 
cases  of  prolapse  of  the  small  uterus  but  even  here  he  had  gotten 
no  recurrences.  He  emphasized  the  fact  that  the  operation  was 
not  intended  for  women  in  the  child-bearing  age.  One  case  of 
pregnancy  had  been  recorded  following  this  operation  which  had 
gone  on  to  the  seventh  or  eighth  month  when  the  woman 
miscarried  and  the  child  had  not  been  viable.  The  lengthening 
of  the  urethra  had  been  the  most  noteworthy  incident  in  the 
pregnancy.  He  noted  that  the  operation  had  been  described  by 
Dr.  T.  J.  Watkins  of  Chicago,  in  a  publication  a  few  months 
before  Dr.  Stone's  publication  of  this  method  but  that  the  opera- 
tion had  been  original  with  each  of  them.  Dr.  Stone's  method 
differed  essentially  only  in  the  insertion  of  the  first  retention 
sutures  into  the  fascia  of  the  pelvis  and  body  of  uterus;  while 
Dr.  Watkins  had  placed  his  sutures  in  the  vaginal  wall  and  body 
of  uterus.  Hysterectomy  for  prolapse  was  neither  necessary  nor 
satisfactory,  because  support  was  needed  above  for  the  ptosed 
viscera.  Emmet's  operation  for  cystocele  was  not  satisfactory, 
though  it  might  suffice  for  the  perineum. 


Meeting  of  February  9,  191 2. 
Dr.   Carr,  in  the  Chair. 
Dr.  I.  S.  Stone  presented 

A    KIDNEY    REMOVED    FOR    NEPHROLITHIASIS. 

Mrs.  R.,  white,  married.  One  child.  Referred  by  Dr.  Cros- 
sen  for  examination  and  treatment  of  suspected  disease  of  right 
kidney.  The  patient  is  a  pale  young  woman  who  has  been  in 
poor  health  for  several  years,  with  pain  in  region  of  the  right 
kidney,  with  loss  of  flesh  and  with  pus  in  the  urine  and  the 
usual  symptoms  of  cystitis.  An  operation  had  been  performed 
in  another  city  two  years  ago  for  appendical  pain,  but  it  was 
not  possible  to  ascertain  the  exact  condition  of  the  patient  at 
that  time,  or  if  she  had  acute  or  suppurative  lesions  of  the  organ. 
Radiographs  made  by  Dr.  Abbe  confirmed  the  diagnosis  of  Dr. 
Crossen  that  the  kidney  contained  stones,  and  the  woman 
was  operated  on  January  29,  191 2.  The  examination  of  the 
kidney  when  brought  into  the  wound  clearly  showed  a  condition 
which  rendered  its  removal  necessary.  The  pelvis  not  only  con- 
tained stones  but  much  thick  mucus,  of  a  colloid  appearance. 
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Stones  were  also  found  in  various  parts  of  the  organ  which, 
could  not  be  removed  without  much  injury  to  the  kidney^ 
structure.  Since  the  operation  the  patient  has  secreted  an 
abundant  quantity  of  urine.  The  ninth  day  after  operation  a; 
single  ovoid  stone  was  passed  with  the  urine. 

DISCUSSION. 

Dk.  Miller  asked  if  the  stone  passed  after  the  operation 
might  not  have  been  in  the  ureter  before  operation.  He  noted 
the  importance  of  examining  the  second  kidney  as  to  its  function 
whenever  the  possibility  of  a  nephrectomy  arose. 

Dr.  Kelley  noted  a  case  where  the  function  of  the  kidneys 
had  been  tested  where  suspicion  of  tuberculosis  was  aroused  by 
the  presence  of  granulation  tissue  at  the  ureteral  orifice.  The 
kidney  on  that  side  had  been  shown  deficient  and  the  other 
kidney  normal,  and  the  defective  kidney  was  remcved  with  un- 
eventful recovery. 

Dr.  Lewis  presented  a 

FIBROID    REMOVED    AFTER    BISECTION. 

The  patient  was  referred  by  Dr.  J.  L.  Lewis  of  Bethesda, 
Maryland. 

Miss  K.,  age  thirty-seven,  white.  Four  years  ago  she  had  a 
moderately  severe  hemorrhage  from  the  uterus,  occurring  sud- 
denly during  a  menstrual  period.  Two  months  later  another 
hemorrhage  occurred,  not  severe  enough,  however,  to  put  her 
to  bed,  but  she  was  weak  and  nervous  for  some  time  following. 
On  October  19,  1911,  another  severe  hemorrhage  occurred  sud- 
denly, which  confined  her  to  the  bed  for  five  days.  On  Nov. 
19,  1911,  she  suffered  from  another  hemorrhage,  which  lasted 
for  ten  days  or  two  weeks.  The  patient  had  become  weak,, 
lost  considerable  flesh  and  suffered  from  fainting  spells  and 
dyspeptic  symptoms.  She  had  suffered  very  little  actual  pain 
in  the  pelvis.  Pressure  symptom.s  of  the  bladder  and  rectum 
were  marked.  She  was  admitted  to  Sibley  Hospital  on  Dec.  11, 
1911.  She  was  found  to  be  a  frail  emaciated  woman,  with  a 
rather  weak  and  rapid  pulse.     Her  lungs  were  in  good  condition. 

A  tumor  in  the  lower  abdomen  was  easily  seen  and  on  vaginal 
examination,  the  finger  came  in  contact  with  a  hard  mass  filling 
the  lower  pelvis  and  extending  to  within  an  inch  of  the  vaginal 
outlet,  though  not  in  the  vagina.  The  cervix  could  not  be  felt 
by  the  examining  finger,  the  tumor  shutting  off  the  approach  to  it. 

On  operating  the  following  day  the  tumor  was  found  lying 
anterior  to  the  uterus  under  the  bladder  and  anterior  layer  of 
the  broad  ligament.  The  uterus  and  ovaries  could  not  be  seen 
but  could  be  felt  in  the  hollow  of  the  sacrum,  behind  the  tumor. 
The  bladder  reflexure  of  the  peritoneum  was  stretched  over  the 
crest  of  the  tumor  and  extended  down  behind  almost  to  its 
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middle.     The  uterus  was  distinct  from  the  tumor,  save  by  its 
proximity. 

As  there  was  no  chance  to  get  it  out  by  the  usual  method 
for  fibroids  of  the  fundus  uteri,  Lewis  determined  upon  bisec- 
tion of  the  growth  for  its  removal.  Dividing  the  peritoneum 
in  a  longitudinal  direction,  it  was  freed  from  the  tumor  by 
dissection.  The  tumor  was  then  bisected,  when  with  a  little 
assistance  with  volcellum  forceps,  it  rolled  up  into  the  field  of 
operation  and  was  quickly  and  easily  removed. 

Where  the  tumor  rested  there  was  left  a  very  extensive  raw 
surface  and  the  redundant  peritoneum  which  had  covered  the 
crest  of  the  growth  was  used  to  cover  this  by  fixing  it  with  a 
few  catgut  sutures. 

By  first  shoving  away  the  peritoneum  and  pushing  aside  the 
bladder  before  bisecting  the  tumor,  injury  to  the  ureters  was 
avoided. 

The  patient  lost  very  little  blood  and  left  the  table  in  good 
condition,  making  an  uneventful  recovery. 

Dr.  Miller  reported  a  case  where  there  had  been  great  diffi- 
culty in  controlling  the  hemorrhage  from  a  large  fibroid  and  deep 
clamps  had  to  be  used.  The  patient  died  of  suppression  of  urine 
but  autopsy  showed  that  the  ureters  had  not  been  clamped  as 
feared,  but  there  was  atrophy  of  one  kidney  from  the  prolonged 
pressure  on  the  ureter  and  an  acute  congestion  of  the  other.  In 
another  case  where  the  bladder  had  been  cut  into  in  bisecting 
the  fibroid  the  bladder  had  been  sutured  with  no  interruption 
to  the  recover3^ 

Dr.  Sprigg  reported  a  case  of  large  fibroid  associated  with  a 
strangulated  umbilical  hernia  in  which  after  doing  a  radical 
operation  on  the  hernia  the  uterus  was  bisected  and  removed, 
both  broad  ligaments  being  clamped.  The  patient  died  with 
suppression  of  urine  but  the  ureters  had  not  been  clamped  and 
the  suppression  was  attributed  to  the  anesthesia  and  shock. 


ITEM. 


Transactions  of  the  American  Association   of    Obstet- 
ricians AND  Gynecologists. 

We  regret  to  have  to  state  that  as  the  necessary  "copy"  for 
the  discussions  has  not  been  received  by  the  Editors  up  to  the 
time  of  going  to  press,  the  proceedings  of  this  Society  will  have 
to  be  held  over  until  our  next  issue. 
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Pubiotomy.— S.  D.  Jacobson  (Surg.,  Gyn.,  and  Obstet,  August 

1912)  reports  ten  cases  delivered  by  this  method,  of  which  all  the 

mothers  were  saved  and  seven  babies  were  born  alive      Two 

women  of  the  series  had  children  subsequent  to  their  pubiotomy 

about   a   year  later,  both  experiencing   very  easy   spontaneous 

dehveries  with  livmg  children.     In  each  case  a  moderate  pelvic 

contraction  represented  the  indications  for  the  operation      The 

technic  of  the  "open"  operation  done  included  exposure  of  the 

mtended  line  of  division  of  the  public  bone  by  an  incision  about 

4  inches  long,  just  median  to  the  left  pubic  spine  and  almost 

fif'"^r)^  r  °  t^e  left  labium  majus.     After  severing  the  bone  with 

the  Uigh  saw,  the  wound  was  packed  and  the  skin  approximated 

over  the  gauze  with  a  series  of  interrupted  sutures  temporarily 

tied.     The  patient  was  then  slowly  brought  into  the  lithotomy 

position,  care  bemg  taken  not  to  evert  the  toes  much  as  this 

separates  the  bone  ends  and  tears  the  soft  parts.     The  delivery 

was  then  completed  by  the  forceps  or  breech  extraction.     After      j 

the  delivery  of  the  placenta  the  uterus  and  vagina  were  packed     1 

with  sterile  gauze.     Twelve  hours  after  the  operation  the  sutures     ^ 

were  untied    the  packing  removed,  and  the  edges  of  the  wound 

agam  brought  mto  apposition,  a  small  rubber  tissue  drain  being 

left  m  the  lower  angle.     A  dry  dressing  was  applied  to  the  wound 

and  the  uterine  packing  removed.     Catheterization  every  five 

hours  is  necessary  in  these  cases,  and  the  patient  is  permitted  to 

change  her  position  at  will.     No  pelvic  immobilization  is  re- 

^ood    ^^'  after-res^ults  in  the  author-'^  cases  were  invariably 

Labor  Subsequent  to  Pubiotomy.— Deus  fen.  Rund.,  Bd    vi     ^'^1 
H    12)  presents  a  study  of  seventeen  personal  cases  with  others 
collected  from  the  literature  and  finds  that  in  twenty-five  or 
Vu    P^^/e°t-  ^  ™o^e  favorable  result  was  obtained  in  subsequent 
labors,  due  to  a  pelvic  enlargement  during  labor.     In  only  four 
cases,  however,  was  a  direct  enlargement  noted,  marked  by  an 
increase  m  the  diameters.     In  twenty-eight  or  25  ^s  per  cent 
no  enlargement  was  noted  or  this  was  insufficient,     l^^ma^  iU  . 
claims  therefore  that  it  cannot  be  denied  that  after  pubiotomy 
subsequent    labors    are   favorably   influenced    and    even    if   the 
enlargement  is  not  permanent  there  is  an  undoubted  dilatation 
of  the  pelvic  ring    possibly  from  a  stretching  of  a  fibrous  union 

Echinococcus   Cyst  as   an   Obstruction   to  Labor.— Gussakow 
{Zent.  f.   Gyn.,   July   13,    191 2)   reports   a   case  of  retrocervical 
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tumor  which  occupied  a  position  in  front  of  the  advancing  head, 
and  prevented  the  engagement  of  the  same.  A  posterior  colpot- 
omy  was  done  for  the  purpose  of  enucleating  the  growth,  which 
was  found  to  be  extraperitoneal  and  to  consist  of  a  number  of 
cysts  presenting  the  characters  of  an  echinococcus  infection. 
^^  The  peritoneal  cavity  was  not  invaded  and  the  labor  was  com- 
pleted by  a  forceps  extraction  rendered  necessary  by  the  presence 
of  a  slightly  flattened  pelvis.  The  cavity  was  packed  with 
gauze,  and  three  weeks  later  the  capsule  of  the  tumor  was 
removed.  The  growth  seems  to  have  been  primary  in  this 
location. 

Spontaneous  Fracture  of  the  Humerus. — Jager  {Gyn.  Rund., 
Bd.  vi,  H.  14)  calls  attention  to  the  possibility  of  a  spontaneous 
fracture  of  the  upper  arm  occurring  in  normal  vertex  labors 
without  the  intervention  of  any  operative  procedure.  He  reports 
two  cases  in  which  this  occurred,  in  one  of  which  he  believes  it 
^  *  was  due  to  simply  lifting  the  child's  head  after  it  passed  over  the 

.,  perineum,  thus  bringing  the  flexed  arm  under  the  pubic  arch. 

Severe  expulsive  efforts  on  the  part  of  the  mother  favor  the 
production  of  this  lesion.  It  is  advisable,  therefore,  to  examine 
every  case  for  a  possible  fracture,  even  where  this  is  not  believed 
to  be  probable. 

Toxic  Albumin  Disintegration  Products  in  Labor  and  Eclampsia. 
— Franz  {Munch,  med.  W ochenschr . ,  July  30,  1912)  refers  to  his 
previous  experiments  in  which  the  intraperitoneal  injection  of 
guinea-pigs  with  the  urine  of  pregnancy  and  labor  showed  that 
A  the  toxicity  of  the  urine  manifested  a  proportionate  increase 
during  labor  which  reaches  its  maximum  in  the  stage  of  expulsion 
and  diminishes  rapidly  during  the  puerperium.  Furthermore,  he 
found  that  the  urine  of  eclamptic  cases  with  little  or  no  renal 
damage  was  toxic  to  a  high  degree,  whereas  that  from  cases  of 
nephritis  without  fever  during  pregnancy  did  not  manifest  any 
symptoms  of  poisoning  in  the  experimental  animals.  It  also 
appeared  that  the  toxicity  of  the  urine  depends  on  the  concen- 
tration, the  acidity,  and  the  content  of  true  albumin,  and  it 
seems  probable  that  in  normal  labor,  abortion,  and  also  in  the 
so  called  toxemias  of  pregnancy,  especially  in  eclampsia,  an  acute 
toxemia  results  from  the  disintegration  of  albumin.  Franz  has 
developed  these  studies  further  and  believes  that  a  close  relation 
exists  between  ordinary  labor  and  eclampsia  in  respect  to  the 
development  of  certain  disintegration  products.  Eclampsia 
appears  most  frequently  during  labor  and  if  it  precedes  labor, 
the  latter  process  is  usually  initiated.  There  are  other  points 
'  i  Jbf  resemblance  which  show  that  the  circulatory  fluid  in  eclampsia 
contains  toxic  bodies  which  are  similar  to  those  found  in  ordinary 
labor.  The  kidneys  become  damaged  secondarily  and  the  in- 
crease in  the  toxicity  of  the  urine  makes  it -probable  that  the 
poison  which  causes  the  damage  is  excreted  in  this  manner. 
Where  there  is  a  functional  disturbance  or  an  anatomical  lesion 
of  the  kidneys,  the  urinary  toxins  may  be  retained  in  the  system. 


\ 
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The  function  of  the  kidneys  may  be  tested  by  appropriate 
measures  and  will  afford  the  best  evidence  as  the  prognosis  of 
the  individual  case.  From  these  and  other  observations,  Franz 
argues  that  the  production  of  labor  is  brought  about  by  an  intoxi- 
cation with  the  products  of  an  albuminoid  metabolism,  which  is 
favored  by  the  ferment  production  of  placental  albuminoid 
substances. 

The  Treatment  of  Placenta  Previa. — Schweitzer  {Zeni.  f.  Gyn., 
June  2  2,  1 91 2)  presents  the  collected  statistics  from  Zweifel's 
clinic  in  Leipzig  during  the  past  decade.  One  hundred  and 
sixty-one  cases  came  under  treatment  with  a  total  mortality  of 
0.9  per  cent,  for  the  mothers  and  50.45  per  cent,  for  the  children. 
Of  the  latter  there  were  only  seventy-seven  viable,  and  out  of 
this  number  twenty-nine  died  (37.66  per  cent.).  The  treatment 
with  rubber  dilating  bags  was  particularly  studied  with  reference 
to  its  value,  and  although  it  is  acknowledged  that  the  infant 
mortality  is  reduced,  the  effect  as  regards  the  mother  has  been 
questioned.  Schweitzer  collected  a  series  of  670  cases  of  placenta 
previa  treated  by  this  method  in  which  the  maternal  mortality 
was  5.8  per  cent,  and  the  general  fetal  mortality  34.5  per  cent., 
and  27.6  per  cent,  for  the  viable  children.  Compared  with  a 
series  of  1266  cases  done  by  combined  version,  the  latter  show  a 
maternal  mortality  of  5.45  per  cent,  and  a  fetal  mortality  of 
79-35  per  cent.  It  would  appear,  therefore,  as  if  this  procedure 
had  no  favorable  effect  as  regards  the  maternal  mortality  but 
seemed  to  be  entirely  in  the  interest  of  the  child. 

Double  Ligature  of  the  Umbilical  Cord. — W.  Moller  {Zent.  f. 
Gyn.,  July  20,  191 2)  discusses  the  necessity  of  a  single  or  double 
ligature  of  the  cord  in  its  relation  to  the  third  stage  of  labor. 
It  is  claimed  that  the  omission  of  the  ligature  of  the  placental 
end  of  the  cord  permits  a  more  complete  anemia  of  this  organ 
and  its  consequent  easier  delivery.  Moller  has  tested  this  in  two 
series  of  cases  of  over  650  each.  His  results  show  that  if  the 
double  ligature  was  not  emplo3^ed,  a  well-marked  increase  was 
found  in  the  number  of  placentae  which  were  delivered  within 
the  space  of  fifteen  minutes,  and  that  the  percentage  of  placentas 
not  delivered  until  after  the  thirty-minute  period,  was  less  than 
in  the  cases  where  the  double  ligature  was  employed.  As  the 
result  of  carefully  weighing  a  large  number  of  placenta  it  was 
also  found  that  the  weight  of  this  structure  did  not  have  any 
effect  on  the  time  of  its  separation.  It  is  questionable  there- 
fore whether  the  separation  of  the  placenta  from  the  uterine 
wall  or  its  extrusion  is  hastened  by  a  single  ligature  of  the  cord. 

Pregnancy  Dermatosis  Treated  with  Cord  Serum. — R.  Franz 
{Zent.  f.  Gyn.,  July  13,  1912)  reports  the  history  of  a  primipara 
who  developed  an  extensive  erythema  multiformae  involving  the 
skin  of  the  abdomen  and  the  extremities.  An  intramuscular 
injection  of  30  c.c.  of  umbilical  serum  was  made  in  the  thigh. 
The  itching  and  eruptions  began  to  disappear  within  twenty- 
four  hours.     Another  injection  of  the  same  quantity  was  given 
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two  days  later  in  the  other  thigh.  The  woman,  who  was  at 
term,  went  into  labor  soon  after  the  second  injection  and  was 
delivered  spontaneously.  This  report  seems  to  be  in  accordance 
with  a  number  of  others  in  which  equally  good  results  with 
serum  injections  are  recorded.  The  author  believes  this  to  have 
been  the  true  pregnancy  dermatosis  from  tests  made  with  the 
blood  and  urine. 

The  Treatment  of  Eclampsia. — Freund  (Archiv.  f.  Gyn.,  B^ 
xcvii,  H.  3)  presents  his  views  based  on  a  series  of  551  cases 
treated  in  the  "  Charite"  in  Berlin,  in  which  most  of  the  accepted 
methods  of  treatment  were  employed.  The  mortality  of  the 
series  was  17.2  per  cent.,  about  equally  divided  between  ante- 
partum and  postpartum  cases.  Among  355  cases  delivered  by 
operative  means,  there  were  fifty-six  deaths,  from  which  he 
deducts  ten  cases  due  directly  to  the  operation.  The  fetal 
mortality  in  the  entire  series  was  11.5  per  cent.  In  view  of  the 
unsatisfactory  state  of  the  therapeutics  of  this  disease,  Freund 
states  that  the  early  operative  delivery  will  hereafter  be  followed 
in  the  two  large  Berlin  women's  clinics,  and  the  palliative 
treatment  limited  to  the  cases  of  postpartum  eclampsia.  Early 
and  rapid  emptying  of  the  uterus  was  found  apparently  to  give 
the  best  results..  In  judging  the  effects  of  this  method  future 
statistics  niust  take  into  account  the  interval  between  the  first 
convulsion  and  the  completion  of  the  third,  stage,  and  not  the 
^number  of  convulsions  antedating  labor.  After  radical  delivery 
Freund  believes  that  the  various  prognostic  measures  such  as 
the  functional  kidney  test,  etc.,  must  be  relied  upon  to  dictate 
further  measures  in  the  treatment.  Among  the  palliative 
measures  venesection  is  recommended  on  account  of  the  depress- 
ant effect  on  the  blood-pressure,  particularly  in  postpartum 
eclampsia  with  a  high  tension  pulse.  Freund  is  personally 
convinced  that  an  exclusive  narcotic  method  of  treatment  is 
valueless. 

Intramammary  Injections  of  Oxygen  in  the  Treatment  of 
Eclampsia. — Williams  (Jour.  A.  M.  A.,  August  17,  19 12)  reports 
a  case  of  postpartum  eclampsia  in  a  ii-para,  which  was  treated 
with  morphine,  veratrum  viride,  venesection,  calomel  and 
elaterium,  hot  packs  and  proctoclysis.  In  addition,  following 
the  suggestion  that  a  toxic  substance  is  elaborated  by  the 
breasts,  oxygen  was  introduced  into  each  gland  from  an  ordinary 
tank.  The  breasts  were  completely  filled  and  the  gas  also  found 
its  way  into  the  thoracic  areolar  tissue  as  high  up  as  the  clavicle. 
Each  breast  was  then  strapped  down  tightly  and  a  bandage 
applied.  After  the  treatment  was  begun  only  two  slight  con- 
vulsions occurred  and  the  patient  rapidly  improved.  An  inter- 
esting point  in  the  case  is  the  fact  that  notwithstanding  the 
extreme  distention  of  the  tissues  and  the  tight  strapping,  the 
absorption  of  the  gas  was  very  rapid,  and  the  idea  is  suggested 
by  the  author  that  the  effect  was  due  to  the  direct  action  of  the 
oxygen  on  the  toxins  themselves. 
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Bacteriology  of  Acute  Intestinal  Diseases. — Veeder,  KildufFe, 
and  Denny  (Am.  Jr.  Dis.  Childr.,  Aug.,  191 2)  have  made  a 
bacteriological  study  of  eighty  severe  cases  of  ileocolitis,  in  every 
case  of  which  mucus  was  more  or  less  constantly  present  in 
the  stools,  and  the  latter  were  frequently  blood  streaked.  In 
this  type  the  dysentery  organisms  have  been  usually  found. 
The  authors  believe  that  the  mere  presence  of  a  few  dysentery 
organisms  in  a  case  of  acute  intestinal  disturbance  in  an  infant 
does  not  in  itself  prove  that  the  organisms  have  any  etiologic 
relation  to  the  condition.  It  is  only  in  the  severe  cases  of 
ileocolitis  that  the  dysentery  organisms  are  present  in  the  stools 
as  one  of  the  predominating  types,  and  it  is  these  cases  which 
show  distinctive  lesions  of  dysentery  at  autopsy.  In  only  20  per 
cent,  of  the  cases  of  ileocolitis  occurring  in  infancy  were  dysentery 
organisms  found,  in  some  of  which  the  infection  was  primary,  in 
others  probably  secondary.  The  cases  of  ileocolitis  in  which 
dysentery  organisms  are  present  cannot  be  separated  clinically 
from  those  in  which  they  are  absent.  Streptococci  are  present 
in  the  stools  of  about  80  per  cent,  of  the  cases  of  ileocolitis. 
While  in  the  majority  of  these  cases  the  relation  is  unimportant, 
it  is  probable  that  in  some  instances  the  organisms  have  a 
distinct  relationship  in  the  etiology  of  the  condition.  In  so  far 
as  the  bacterial  picture  consists  to  a  large  degree  of  some  of  the 
putrefactive  group  of  organisms,  the  findings  are  in  accordance 
with  those  of  Kendall.  In  thirty  of  the  eight}''  cases  a  lactose 
diet  was  used,  and  where  improvement  occurred,  the  putrefactive 
organisms  were  found  to  disappear  gradually  as  the  predomi- 
nating types,  while  in  those  cases  not  improving,  they  persisted. 
In  other  words,  the  disappearance  was  apparently  dependent  on 
the  condition  of  the  patient  rather  than  on  the  diet. 

Full -term  Abdominal  Pregnancy. — F.  N.  Yeager  (Jr.  A.  M.  A., 
August  10,  191 2)  reports  the  results  of  an  autopsy  in  a  woman 
aged  seventy-two,  which  showed  a  mummified  full-term  fetus 
surrounded  by  a  calcareous  capsule.  Coils  of  intestine  were 
adherent  about  the  mass,  but  no  trace  of  placenta  was  found. 
The  patient  had  gone  through  a  missed  labor  in  1877,  thirty- 
five  years  before  her  death.  Subsequently  she  suffered  from 
pressure  symptoms,  including  ascitis,  for  the  relief  of  which  she 
was  tapped  on  several  occasions.  Death  was  due  to  an  attack 
of  apoplexy.  The  case  is  interesting  for  the  length  of  time 
during  which  this  pregnancy,  which  evidently  resulted  from  a 
tubal  abortion,  was  continued  in  its  new  site  withcut  causing 
marked  symptoms. 

Serodiagnosis  of  Pregnancy. — Abderhalden  (Miinch.  med. 
Wochenschr.,  June  11,  191 2)  contributes  a  further  research  in 
which  changes  in  polarization  and  modified  dialyzation  methods 
are  employed.  His  theories  are  complex  and  cannot  be  abstracted, 
but  in  brief  he  claims  that  the  blood  is  protected  against  speci- 
fically characteristic  cell  constituents  as  it  is  against  the  complex 
compounds  that  constitute  food;  that  is  to  say,  before  either 


842  BRIEF    OF    CURRENT    LITERATURE. 

can  be  absorbed  by  the  blood  they  must  be  broken  up  into  simpler 
elements.  Under  normal  conditions  the  various  cells  undergo 
a  breaking  up  before  they  pass  into  the  blood,  in  the  course  of 
which  they  lose  their  characteristics.  If,  however,  the  original 
cell  constituents  find  their  way  into  the  blood  they  behave  like 
foreign  bodies  and  can  be  detected  by  suitable  tests,  including 
those  already  referred  to.  In  line  with  this  theory  Abderhalden 
now  claims  that  the  chorionic  villi  during  pregnancy  give  off 
cellular  elements  which  are  taj^en  up  by  the  blood  and  constitute 
a  foreign  body  in  the  samcj/  By  means  of  the  tests  which  he 
describes,  he  claims  to  have  been  able  to  make  a  positive 
diagnosis  of  pregnancy  in  seventy-five  cases  without  error.  It 
is  also  believed  that  the  etiology  of  eclampsia  may  be  cleared  up 
by  this  means,  for  it  seems  possible  that  the  disintegration  of 
elements  foreign  to  the  blood  is  either  increased  or  diminished 
in  this  disease.  On  the  other  hand,  it  may  be  that  the  chorionic 
villi  possess  an  abnormal  structure  in  such  cases.  The  investiga- 
tions seem  to  have  shown  that  the  ferment  production  does  not 
produce  the  toxic  materials,  as  no  differences  were  evident  in  the 
ferment  from  eclampsia  or  normal  pregnant  women.  A  large 
field  for  future  research  is  opened  up  by  these  investigations. 

Criminal  Abortions. — A.  Brun  (Zent.  f.  Gyn.,  June  i,  191 2) 
considers  that  the  responsibility  for  the  frequency  of  criminal 
abortion  rests  largely  on  the  physician  and  that  steps  are  necessary 
to  institute  a  more  effective  control  of  the  evil,  particularly  as 
regards  the  private  maternity  hospitals,  professional  abortionists 
and  midwives.  The  writer  believes  that  a  more  accurate  knowl- 
edge of  the  dangers  attending  this  operation  should  be  dissemi- 
nated among  the  laity  and  thinks  that  good  results  may  be  ob- 
tained in  a  manner  similar  to  what  has  followed  a  dissemi- 
nation of  the  knowledge  among  women  of  the  early  symptoms  of 
cancer  of  the  uterus.  Midwives  as  a  class  produce  a  great 
many  abortions,  but  it  is  believed  that  a  more  careful  training 
and  supervision  will  in  time  overcome  this  condition.  It  is  also 
unfortunate  that  many  physicians,  particularly  neurologists  and 
internists,  are  apt  to  ascribe  a  great  many  conditions  to  the 
presence  of  a  pregnancy  and  therefore  advise  an  interruption 
of  the  same.  Brun  believes  that  if  the  indications  are  more 
closely  drawn  and  the  operation  regarded  as  of  a  major  character, 
the  production  of  abortions  in  healthy  women  would  be  much 
less  frequent.  The  struggle  for  existence  among  women  as  a 
class  constitutes  a  serious  menace  to  marriage  and  maternity 
and  likewise  the  laws  which  regard  the  mother  of  an  illegitimate 
child  as  a  criminal.  The  WTiter  believes  that  prophylactic 
measures  against  criminal  abortion  are  of  much  greater  impor- 
tance than  the  promulgation  and  execution  of  laws  for  the 
punishment  of  this  condition.  It  is  necessary  therefore  that  the 
'Tntemational  Committee  for  Combating  Criminal  Aborticn," 
which  has  already  been  in  existence  since  1908,  should  take 
steps  to  call  attention  to  the  various  evils  attending  the  same. 
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The  Reaction  of  the  Blood  Semin  in  Normal  and  Pathological 
Conditions. — Roily  (Miiiich.  vied.  Wochenschr.,  June  4,  1912) 
presents  the  results  of  an  extended  series  of  hematological 
observations  in  the  human  subject  and  animals,  which  contains 
much  of  interest  to  the  obstetrician.  The  alkalinity  of  the  blood 
was  determined  by  titration,  by  the  carbonic  acid  content,  by 
the  employment  of  various  indicators,  or  by  making  a  quantitative 
analysis  of  the  mineral  constituents.  Furthermore,  an  attempt 
was  also  made  by  indirect  means  to  draw  conclusions  from  the 
quantitative  determination  of  the  ammonia  excretion  in  the 
urine  and  likewise  the  estimation  of  the  carbonic  acid  pressure 
in  the  alveolar  air.  Roily  believes  that  these  methods,  however, 
are  not  suitable  for  any  accurate  estimation  of  the  absolute 
alkalinity  of  the  blood  serum,  whether  in  the  healthy  or  in  the 
sick  individual  and  a  much  more  definite  result  is  claimed  to 
follow  the  employment  of  such  gaseous  tests.  The  blood  serum 
in  all  individuals,  whether  healthy  or  sick  was  found  slightly 
alkaline  and  only  in  diabetic  coma  could  the  reaction  be  regarded 
as  acid,  for  in  these  cases,  the  concentration  of  the  hydrogen  ions 
was  greater  than  that  of  the  OH  ions.  This  seems  to  confirm  the 
theory,  therefore,  that  the  cause  of  diabetic  coma  resides  in  an 
acid  intoxication,  although  it  is  not  unlikely  that  in  addition  a 
toxic  process  is  also  involved.  In  a  great  many,  but  not  in  all 
diabetic  patients  who  have  a  severe  form  of  the  disease,  an  ab- 
normally low  alkalinity  of  the  blood  serum  is  present.  It  was 
noted  that  the  degree  of  this  alkalinity  does  not  run  along  in  a 
parallel  direction  with  the  acid  excretion  in  the  urine.  In 
diabetic  cases  of  a  moderately  severe  or  a  slight  degree  the 
alkaline  content  of  the  blood  serum  is  usually  within  normal 
boundaries.  On  the  basis  of  these  results  Roily  denies  the 
claims  of  the  writers  who  assume  that  the  cause  of  the  symp- 
tom-complex which  characterizes  a  uremia  is  not  an  acid  in- 
toxication, because  in  the  blood  serum  of  moribund  cases  with 
completely  intact  kidneys,  the  alkaline  values  may  be  just  as 
low  as  in  conditions  of  mremia.  In  a  certain  proportion  of 
uremic  cases,  the  reaction  of  the  blood  serum  was  found  practi- 
cally normal  and  only  became  abnormally  reduced  in  those  pa- 
tients who  died  within  the  next  few  days.  In  nephritis,  without 
uremic  symptoms,  the  reaction  of  the  blood  is  normal  in  a  certain 
proportion  of  febrile  cases  and  the  reaction  cf  the  blood  serum  is 
apparently  somewhat  reduced,  but  in  others  not  at  all.  This 
condition  likewise  exists  in  patients  suffering  from  arterio- 
sclerosis. In  puerperal  eclampsia  the  alkaline  values  are 
reduced,  but  not  abnormally  so.  The  conditions  found  in  the 
blood  serum  of  patients  with  tubercular  meningitis  are  note- 
worthy infrequently  showing  a  high  alkaline  content  Patients 
afflicted  w'ith  acute  yellow  atrophy  of  the  liver  and  in  most  of 
those  presenting  a  sclerosis  of  the  liver,  abnormally  high  alkaline 
values  are  present.  The  blood  of  these  patients  resembles  in 
this  respect  that  obtained  from  dogs  in  which  an  Eck's  fistula 
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has  been  made.  On  the  other  hand,  in  dogs  in  which  the  liver 
was  removed,  the  alkalinity  of  the  blood  became  remarkably 
low. 

Clinical  and  Bacteriological  Study  of  Laminaria  Dilatation  of 
the  Cervix. — B.  Strauss  {Zeitschr.  f.  Geb.  u.  Gyn.,  Bd.  Ixx,  H.  i) 
presents  the  record  of  a  series  of  400  cases  in  which  this  method 
was  largely  employed  for  dilatation  previous  to  exploration  of 
the  interior  of  the  uterus.  Strauss  believes  that  the  advantages 
in  comparison  with  other  methods  of  dilatation  reside  largely  in 
the  absence  of  narcosis.  The  introduction  of  tents  is  painless 
if  carefully  done,  and  likewise  the  period  of  dilatation.  In  very 
nervous  and  sensitive  patients,  however,  a  small  dose  of  opium 
is  indicated.  Tents,  moreover,  cannot  cause  any  lacerations  of 
even  the  smallest  degree.  It  is  essential  to  have  different  sizes 
at  hand  and  to  employ  as  a  gauge  the  ordinary  graduated  Hegar 
dilators.  Premature  expulsion  of  the  tent  is  avoided  by  a 
vaginal  tamponade.  The  danger  of  infection  during  this  manipu- 
lation is  largely  done  away  with  by  the  employment  of  the 
thoroughly  sterilized  laminaria  which  are  now  in  the  market. 
The  author  made  a  careful  bacteriological  examination  of  a  series 
of  sixty  cases  and  found  that,  notwithstanding  the  most  careful 
aseptic  precautions,  the  ascending  infection  by  vaginal  bacteria 
cannot,  however,  be  entirely  avoided  and  it  was  possible  to 
demonstrate  an  acute  exudative  endometritis  in  a  certain  per- 
centage of  the  cases,  although  the  clinical  significance  of  the  same 
is  of  little  consequence.  In  this  series  of  400  cases  a  rise  of 
temperature  was  noted  in  only  7  per  cent,  and  in  no  case  did 
any  additional  complications  result.  Regarding  repeated  intro- 
duction of  tents  as  an  element  in  infection,  Strauss  found  that 
in  thirty-nine  cases  where  two  tents  were  successively  intro- 
duced, a  rise  of  temperature  occurred  in  only  two  and  in  three 
cases  in  which  three  introductions  were  made  no  rise  of 
temperature  resulted. 

Pituitrin  as  a  Postoperative  Tonic. — R.  T.  Jaschke  {Munch. 
vied.  Wochenschr.,  July  25,  191 2)  presents  the  results  of  a  sys- 
tematic trial  of  this  preparation  in  a  series  of  forty-four  cases, 
including  a  variety  of  plastic  and  other  gynecological  operations, 
with  especial  reference  to  the  bladder  function.  In  twenty-one 
instances  the  bladder  was  spontaneously  emptied  on  the  day  of 
operation,  avoiding  the  necessity  of  catheterization.  In  four- 
teen cases  spontaneous  urination  occurred  on  the  second  day,  and 
in  five  cases  there  was  no  result.  The  drug  also  acts  as  a  cardio 
vascular  tonic  and,  as  compared  with  adrenalin,  its  action  in 
overcoming  shock  is  very  much  more  prolonged. 

Holding  the  Uterus  in  the  Third  Stage  of  Labor. — J.  Reich  {Zent. 
f.  Gyn.,  July  27,  191 2)  calls  attention  to  the  value  of  this  pro- 
cedure which  has  already  been  extensively  employed  in  this 
country.  He  considers  that  manual  control  of  the  uterine 
fundus  after  labor  is  the  best  method  for  avoiding  postpartum 
hemorrhage.     As  the  result  of  the  adoption  of  this  method  in  a 
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series  of  800  cases,  in  not  a  single  case  was  a  tamponade  of  the 
uterus  required.  The  method  is  also  applicable  by  the  ordinary 
midwife,  who,  the  author  believes,  should  be  legally  directed  to 
give  her  whole  attention  to  the  fundus  uteri  after  the  birth  of 
the  child. 

Transmission  of  Maternal  Organisms  to  the  New-bom  Child 
and  also  Indirectly  to  the  Mother. — Lindermann  and  Noack  {Zent. 
/.  Gyn.,  July  27,  191 2),  working  in  Veit's  clinic,  claim  that  there 
is  a  possibility  of  carrying  germs  from  the  vagina  of  the^  mother 
into  the  mouth,  the  umbilicus,  and  the  breasts  of  the  child.  They 
likewise  support  the  contention  of  Bonhoff  and  Esch  that  a  fatal 
meningitis  will  result  from  aspiration  of  vaginal  bacteria  and  their 
further  progress  through  the  Eustachian  tube  into  the  middle  ear. 
Puerperal  mastitis  may  likewise  be  produced  by  the  trans- 
mission of  maternal  infectious  material  through  the  agency  of 
the  infant's  mouth.  In  two  cases  of  puerperal  mastitis  the 
same  organism  was  obtained  in  pure  culture  from  the  vagina 
and  this  was  likewise  found  in  the  mouth  of  the  child.  The 
same  organism  was  also  found  in  a  case  of  stomatitis  in  an 
infant,  combined  with  vulvitis. 

The  Study  of  the  Syncytium. — Kiutsi  {Zent.  f.  Gyn.,  July  27, 
191 2)  in  his  studies  on  the  biology  of  the  placenta,  found  that 
previous  conclusions  were  based  on  the  results  of  the  study  of 
mixed  tissues,  which  in  addition  to  the  principle  element,  the 
syncytium,  also  contained  components  biologically  different. 
Serological  studies  thus  far  made  have  been  based  on  careful 
isolation  of  this  tissue  from  the  placental  villi,  but  Kiutsi  con- 
cluded that  the  material  obtained  from  the  cysts  of  hydatid 
moles  would  permit  a  much  more  careful  isolation  of  the  desired 
syncyial  tissues.  From  this  he  prepared  an  extract  which  was 
employed  in  a  variety  of  experiments,  as  the  result  of  which  he 
concludes  that  the  serological  and  chemical  processes  in  the 
placenta  can  only  be  studied  in  such  isolated  syncytium  because 
it  represents  the  specific  placental  cells.  This  may  be  procured 
in  a  purely  mechanical  manner  from  hydatid  cysts.  The  isola- 
tion of  placental  cells,  which  consist  of  a  mixture  of  syncytium 
and  Langhans'  cells  is  ev^en  more  readily  brought  about  b  this 
method.  The  cells  thus  isolated  do  not  suffer  any  chemical 
change  and  are  therefore  adapted  both  for  the  biological  and 
chemical  studies  on  the  placenta. 

Puerperal  Pyemia. — Wamekros,  of  Bumm's  Clinic  (Archiv.  f. 
Gyn.,  Bd.  xcvii,  H.  i)  summarizes  an  excellent  clinical  paper  on 
this  subject  as  follows:  The  temperature  curve  in  pyemia 
affords  a  definite  knowledge  of  the  beginning  of  a  hematogenous 
infection  and  likewise  to  a  certain  degree  the  anatomical  ex- 
tension of  the  same.  If  after  a  more  or  less  prolonged  course  of 
temperature,  a  chill  is  ushered  in,  which  is  repeated  during  the 
next  few  days  and  marked  by  extended  remissions  to  the  normal 
or  below,  it  may  be  stated  that  the  primary  fever  is  due  to  the 
local  endometritis  and  that  the  chills  must  be  regarded  as  a  sub- 
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sequent  thrombophlebitis  with  the  entrance  of  the  germs  into 
the  blood.  If  after  a  more  or  less  prolonged  atypical  tempera- 
ture curve,  a  high  continuous  fever  without  chills  sets  in,  then 
the  case  may  be  regarded  as  a  direct  invasion  of  the  veins  by  the 
bacteria  without  any  primary  thrombosis,  of  which  the  point  of 
entrance  is  either  the  placental  site  or  an  accidental  injury  to 
the  mucous  membrane.  The  clinical  symptoms  may  be  con- 
trolled and  confirmed  by  a  bacteriological  examination  of  the 
blood.  As  long  as  the  endometritis  remains  localized,  the  blood 
must  be  free  from  germs.  With  the  onset  of  the  chills,  especially 
if  these  continue,  the  demonstration  of  the  germs  in  the  circu- 
lation is  usually  possible,  although  in  the  pyemic  form  of  sepsis 
the  germs  will  usually  be  found  in  the  blood  only  during  the  chills. 
The  condition  is  a  permanent  one  in  true  septicemia.  The 
thrombotic  form  must  be  regarded  therefore  as  affording  the 
more  favorable  prognosis  because  the  blood  is  free  from  bacteria 
during  the  intervals  between  chills.  Operation  is  therefore 
indicated  as  soon  as  the  localization  of  the  process  is  determined. 
The  ligature  of  the  affected  veins  results  in  definitely  cutting 
out  any  further  access  of  bacteria  to  the  circulation.  The  most 
favorable  site  for  the  application  of  the  ligature  is  on  the  common 
iliac  vein  of  the  affected  side.  If  the  thrombotic  process,  as  in 
some  of  the  author's  cases,  extends  beyond  this  point,  the  vena 
cava  itself  may  be  tied  off  without  fear  of  subsequent  obstruction, 
for  a  collateral  circulation  is  undoubtedly  established  in  such 
cases.  The  efficiency  of  this  method  of  treatment  is  shown  in 
the  cases  in  which  an  examination  of  the  blood  before  operation 
regularly  showed  a  bacteremia  during  the  chills.  After  ligation 
the  latter  did  not  return  and  the  blood  remained  free  from 
organisms. 

Is  Eclampsia  an  Immunity  Reaction?— Bauereisen  {Zeitschr.  f. 
Geb.  u.  Gyn.,  Bd.  Ixxi,  H.  i,  u.  2)  has  made  a  series  of  experiments 
in  rabbits  and  guinea-pigs  in  which  intraperitoneal,  intracardial 
and  intravenous  injections  of  testicular  and  placental  extracts 
and  also  fetal  serum  were  made,  the  material  being  taken  from  the 
same  species  of  animals.  He  found  that  the  placenta  as  well  as 
the  testicles  possessed  the  characters  of  an  antigen  and  were 
therefore  capable  of  giving  rise  to  an  immunity  reaction  although 
this  property  was  developed  to  only  a  moderate  degree.  Bauer- 
eisen believes,  therefore,  that  the  functional  disturbances  of  the 
nervous  system  and  the  digestive  organs  as  well  as  damage  to 
other  vital  structures  in  the  body,  which  appear  during  the 
early  months  of  pregnancy,  are  dependent  either  on  immunity 
processes  or  are  due  to  physiological  and  pathological  products 
of  the  placenta.  Eclampsia,  on  the  other  hand,  has  no  uniform 
etiology.  The  causes  of  the  disease  must  be  sought  for  in  the 
products  of  the  immunity  induced  by  the  placenta  as  well  as  in 
the  primary  and  secondary  toxic  activity  of  definite  albuminoid 
combinations  of  the  placenta  and  maternal  organisms. 

The  Present  State  of  Abdominal  Cesarean  Section. — Reuben 
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Peterson  {Surg.,Gyn.,  and  Obst.,  July,  1912)  discusses  the  subject 
in  the  light  of  present  day  results  under  the  following  headings : 
I.  In  contracted  pelvis  is  Cesarean  section  or  the  induction  of 
labor,  most  advantageous  for  mother  and  child?  The  advantages 
of  the  induction  of  labor  lie  in  the  absence  of  maternal  mortality 
if  proper  methods  are  employed;  but,  on  the  other  hand,  there 
is  a  considerable  fetal  mortality  connected  with  the  procedure 
which  probably  no  improvements  in  diagnosis  or  technic  will  ever 
materially  lessen.  The  living  fetus  should  always  be  the  most 
essential  part  of  the  obstetrical  problem  and  its  interests  guarded 
in  every  way.  Aside  from  the  question  of  absolute  contraction 
it  should  not  be  forgotten  that  the  exact  measurement  of  the 
true  conjugate  diameter  cannot  always  be  made  with  exactitude 
and  its  length  is  only  approximate.  Peterson  believes  that  in 
the  interest  of  the  child  the  Cesarean  section  at  term  or  pubiotomy 
will  in  time  be  considered  more  favorably  than  the  induction  of 
premature  labor.  2.  Under  what  conditions  is  craniotomy  on 
the  living  child  indicated  in  preference  to  Cesarean  section? 
This  depends  on  whether  the  mother  is  septic,  the  fetus  feeble 
and  not  likely  to  survive  under  any  conditions,  when  the  fetus 
is  a  monster  or  badly  deformed,  and  when  from  the  necessities 
of  the  case  either  craniotomy  cr  Cesarean  section  must  be  per- 
formed by  unskilled  hands.  3.  In  what  cases  of  contracted 
pelvis  is  pubiotomy  preferable  to  Cesarean  section  ?  This  must 
be  limited  to  cases  of  pelvic  deformity  where  the  conjugate  is 
7  or  7.5  cm.  or  less,  and  it  is  only  in  cases  where  the  diameter 
varies  from  7.5  to  9.5  cm.  that  the  two  operations  compete  with 
each  other.  In  primipara  it  is  impossible  to  determine  the 
result  except  by  a  test  of  labor,  hence  elective  Cesarean  section 
is  not  justifiable.  Peterson  believes  that  if  three  of  four  hours' 
second  stage  shows  that  spontaneous  delivery  is  not  going  to 
take  place  and  traction  with  the  forceps  fails  to  accomplish 
anything,  it  is  best  to  perform  pubiotomy  in  place  of  Cesarean 
section  since  the  results  are  better.  \\Tiere  sepsis  is  present 
both  operations  are  contraindicated  in  favor  of  craniotomy. 
4.  Under  what  septic  conditions  is  Cesarean  section  indicated  or 
contraindicated?  Peterson  favors  the  classical  Cesarean  section 
using  a  6-inch  incision,  half  above  and  half  below  and  to  the  left 
of  the  umbilicus.  The  uterus  is  incised  before  delivering  it 
through  the  abdominal  incision  and  no  gauze  packs  used.  If 
the  placenta  presents  it  is  cut  through  or  pushed  aside  and  the 
child  delivered  feet  first.  The  removal  of  the  placenta  is  followed 
by  the  careful  removal  of  the  membranes  and  only  when  there  is 
excessive  oozing  does  the  assistant  grasp  the  broad  ligament. 
The  myometrium  is  brought  together  with  a  continuous,  number 
2  twenty-day  chromic  catgut,  and  the  peritoneal  surface  with 
a  continuous  silk  Lembert  suture.  The  abdominal  wound  is 
closed  in  layers,  and  no  gauze  is  used  in  the  cervix  for  drainage. 
The  after-treatment  is  the  same  as  for  any  laparotomy  or  puer- 
peral patient. 
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Lipoid  Content  of  the  Placenta. — Bienenfeld,  of  Schauta's  CHnic 
(Monaisschr.  f.  Geb.  u.  Gyn.,  August,  1912),  has  examined  a  con- 
siderable number  of  placentae,  full-term  as  well  as  from  the  early 
months,  likewise  from  eclamptic  and  syphilitic  patients.  The 
tissues  were  freed  from  blood  and  then  prepared  with  sodium 
sulphate  as  a  dried  powder,  which  was  subjected  to  extraction 
with  petroleum  ether  for  five  days.  The  resulting  extract  was 
then  studied  for  its  total  content  of  neutral  fats  and  lipoids.  In 
100  gm.  of  the  dried  powder  this  extract  varied  from  3.59  to  8.59 
gm.,  and  seemed  to  be  greater  in  amount  in  the  placentae  of 
early  pregnancy  than  in  those  from  eclamptic  cases,  while  it  was 
about  the  same  in  normal  and  syphilitic  placentae.  The  amount 
of  free  cholesterin  in  the  same  quantity  of  material  varied  from 
0.155  to  0.495  gill-  being  most  in  the  placentae  of  early  pregnancy, 
and  least  in  those  from  eclamptic  patients.  It  was  also  found 
that  the  petroleum  ether  extract  of  full-term  placentae  contained 
phosphorus  only  in  traces,  the  phosphates  being  markedly  in- 
creased in  the  placentae  of  early  pregnancy,  eclamptic  and 
specific  cases.  The  lipoid  content  of  the  full-term  placentae  was 
found  to  average  about  0.42  per  cent.,  whereas  that  of  early 
pregnancy  showed  2.49  per  cent.  The  lipoid  content  of  eclamptic 
placentae  (0.44  per  cent.)  equals  that  of  the  normal  placentae, 
and  this  is  slightly  increased  in  syphilitic  cases.  The  neutral 
fats  seemed  to  be  diminished  in  normal  pregnancy,  whereas  the 
eclamptic  placentae  showed  a  higher  content  (4.8  per  cent.)  and 
those  from  syphilitic  cases  a  lower  figure  (2.8  per  cent.). 

Manual  Extraction  of  the  Placenta. — Rogoff  {Monaisschr.  f.  Geb. 
u.  Gyn.,  August,  191 2)  has  studied  the  material  of  the  Moscow 
Maternity,  which  includes  over  52,000  labors,  among  which  a 
manual  extraction  was  done  in  1243  cases,  including  474  at  term. 
The  author  does  not  believe  that  the  procedure  is  as  dangerous 
as  many  claim,  although  care  in  its  execution  is  essential.  Rogoff 
states  that  the  retention  of  placental  tissue  in  the  uterus  depends 
on  incorrect  conduct  of  the  third  stage  of  labor  and,  although 
adhesions  to  the  uterus  undoubtedly  occur,  they  are  probably 
not  present  in  many  cases  where  a  manual  extraction  has  been 
done.  Before  the  latter  procedure  is  resorted  to,  a  Crede  expres- 
sion under  anesthesia  should  be  attempted.  It  was  found  that 
the  mortality  after  manual  extraction  was  not  of  moment  if  no 
severe  infection  occurred  before  admission  to  the  hospital,  and 
with  care,  the  morbidity  is  likewise  very  low.  Rogoff  considers 
that  an  intrauterine  douche  with  a  germicidal  solution  soon  after 
the  delivery  of  the  placenta,  an  ice-bag  to  the  fundus,  and 
vaginal  douches  if  the  lochia  become  foul,  are  all  essential  factors 
in  the  production  of  a  normal  puerperium  in  such  cases. 

Vaccines  in  the  Treatment  of  Puerperal  Sepsis. — R.  J.  Rowlette 
(Jour.  Obst.  Gyn.  Brit.  Emp.,  1912,  xxi,  319)  has  used  vaccines 
in  thirty-one  cases  of  streptococcal  and  eight  of  staphylococcal 
puerperal  infection  and  in  fifteen  cases  in  which  no  bacteriological 
diagnosis  was  made  and  in  which  vaccines  of  one  or  other  organ- 
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ism  were  empirically  given.  The  results  of  the  series  as  a  whole 
were  decidedly  encouraging.  The  writer  concludes  that  vac- 
cines, given  in  small  doses,  do  no  harm  in  puerperal  sepsis.  In 
the  great  majority  of  cases  they  do  good.  In  many  cases  they 
produce  immediate  and  remarkable  improvement.  Autogenous 
are  more  trustworthy  than  stock  vaccines,  and  sometimes  succeed 
rapidly  where  the  latter  fail.  Antistreptococcus  serum  given 
simultaneously  increases  the  effect  of  streptococcal  vaccine. 
To  get  the  best  results  accurate  bacteriological  diagnosis  is 
necessary. 

Extraperitoneal  Cesarean  Section. — A.  W.  Russell  {Proc.  Roy. 
Soc.  Med.,  Obst.  and  Gyn.  Sect.,  191 2,  v,  306)  discusses  this 
operation  on  the  basis  of  seven  cases.  He  says  that  extraperit- 
oneal Cesarean  section  is  not  an  alternative  to  the  ordinary 
classical  operation.  Its  technic  is  more  complicated  and  it 
usually  takes  a  little  longer  time.  The  classical  operation  should 
be  chosen  for  ordinary  cases,  and  the  extraperitoneal  operation 
should  be  complementary  to  it  and  reserved  for  cases  advanced 
in  labor  with  the  lower  uterine  segment  stretched  by  the  over- 
lapping head  or  the  impacted  shoulder  or  for  certain  cases  of 
placenta  previa,  the  child  being  still  alive.  The  healing  of  the 
wound  has  been  proved  to  be  quite  as  satisfactorily  secured  as 
in  other  methods  when  the  right  technic  is  employed.  The  dif- 
ferent structure  of  the  lower  uterine  segment  and  cervix  favors 
healing  because  it  is  not  subject  to  the  disturbing  contractions 
of  the  uterine  body.  The  patient  stands  a  much  better  chance 
of  her  life  with  an  infected  uterine  wound  if  it  is  extraperitoneal. 
The  risk  of  hemorrhage  is  certainly  not  greater.  It  is  usually 
less.  There  is  no  risk  of  hernia  or  of  intestinal  complications. 
Perhaps  the  most  important  consideration  is  the  added  scope 
that  this  method  gives  for  the  attainment  of  the  ideal  of  Cesa- 
rean section, — the  saving  of  the  life  of  the  child  as  well  as  that  of 
the  mother.  There  are  certain  cases  of  impacted,  neglected, 
transverse  or  oblique  presentations,  central  placenta  previa, 
and  even  such  a  complication  as  the  obstructing  retraction  ring, 
which  come  only  or  best  within  the  scope  of  this  operation. 

Clinical  Significance  of  Acidosis  in  Pregnancy. — ^\V.  C.  Swayne 
(Med.  Press.,  July  17,  191 2)  says  that  administration  of  chloro- 
form to  a  patient  with  acidosis  should  be  avoided  and  chloroform 
should  not  be  used  for  patients  suffering  from  eclampsia.  An 
increasing  acidosis  should  be  looked  upon  as  an  additional  indica- 
tion for  terminating  pregnancy  in  cases  either  of  albuminuria  or 
severe  vomiting.  To  the  ordinary  treatment  of  these  conditions 
should  be  added  measures  directed  to  the  correction  of  the 
acidosis. 

Tincture  of  Iodine  in  Preparation  for  Labor  Cases. — McDonald 
Watkins  (Surg.  Gyn.  and  Obst.,  191 2,  xv,  120)  recommends 
application  of  tincture  of  iodine  to  the  cutaneous  portion  of  the 
vulva  and  adjacent  skin,  after  clipping  the  long  hairs,  as  an 
efficient  means  of  rapid  sterilization  before  labor. 
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GYNECOLOGY    AND    ABDOMINAL    SURGERY. 

Bismuth  Paste. — F.  McK.  Bell  {Jour.  A.  M.  A.,  1912,  Iviii, 
1339)  states  that  bismuth  paste  as  a  drainage  .for  acute  suppu- 
rating sinuses  is  painless  and  efficacious,  but  does  not  assist 
in  rapidity  of  cure.  When  a  sinus  shows  sluggishness,  if  5  per 
cent,  iodoform  be  added  to  the  bismuth  paste  it  is  much  more 
stimulating  to  granulations.  As  a  packing  and  drainage  for 
localized  intraabdominal  and  pelvic  sinuses,  bismuth  paste  is  safe, 
painless,  rapidly  curative,  prevents  the  formation  of  pockets  of 
pus,  lowers  temperature  and  to  a  limited  extent  prevents  post- 
operative adhesions.  It  may  be  used  as  an  aid  to  diagnosis  in 
fecal  fistulas  as  well  as  act  as  a  curative  agent.  In  large  cavities 
requiring  four  or  more  ounces  of  paste  the  patient  should  be 
watched  carefully  for  symptoms  of  bismuth  or  arsenic  (impurity) 
poisoning.  Unless  there  is  free  exit  for  paste  it  is  dangerous. 
Bismuth  "  stones  "  may  form  in  a  closed  sinus.  In  clean  wounds 
or  those  discharging  seropus  it  retards  healing  and  tends  to 
chronic  conditions.  To  get  results  the  discharge  should  be 
frankly  purulent. 

Intestinal  Obstruction;  the  Toxic  Factors. — H.  B.  Stone, 
B.  M.  Bernheim  and  G.  H.  Whipple  {Johns  Hopk.  Hosp.  Bull., 
1912,  xxiii,  161)  give  a  summary  of  their  experimental  work. 
They  find  that  high  loop  obstruction  in  dogs  causes  very  rapid 
death,  twenty-four  to  sixty  hours  as  a  rule,  even  when  the  loop 
contains  no  food  material  or  secretion  from  the  stomach, 
liver  and  pancreas.  Low  loops  (ileum)  of  similar  nature  are 
much  less  rapidly  fatal.  Surgical  drainage  of  this  loop  will 
save  the  dog's  life.  Excision  of  a  duodenal  loop  does  not  neces- 
sarily disturb  the  animal's  health.  The  material  obtained 
from  obstructed  loops  is  toxic  when  injected  into  dogs,  the 
high  loop  material  being  much  more  toxic.  This  material  causes 
profound  splanchnic  paralysis  with  extreme  congestion  of  all 
this  area — ^particularly  the  small  intestine.  The  toxic  material 
introduced  into  normal  animals  produces  many  changes  similar 
to  those  found  in  the  animals  with  closed  duodenal  loops — namely, 
low  blood-pressure  and  temperature,  excretion  of  large  amounts 
of  fluid  into  the  intestinal  canal  and  fatal  shock.  This  toxic 
substance  given  in  a  single  injection  causes  a  reaction  in  the 
dog  which  is  almost  identical  with  the  picture  of  anaphylaxis 
in  this  animal.  The  toxic  material  is  not  injured  by  heating  at 
60°  C.  for  any  length. of  time,  centrifuging  and  filtering.  It  is 
not  impaired  by  prolonged  autolysis,  by  pancreatic  digestion  and 
bacterial  fermentation.  Hydrolysis  with  dilute  acids  probably 
destroys  it.  No  such  toxic  substance  may  be  obtained  by 
autolysis,  digestion  or  putrefaction  of  the  normal  intestinal 
mucosa.  Injections  of  sublethal  doses  of  this  toxic  material  will 
protect  against  subsequent  large  doses  and  probably  prolong 
life  after  a  closed  duodenal  loop  has  been  established. 

Use  of  Iodine  in  Conservative  Surgery  of  the  Uterine  Appendages. 
— In  the  treatment  of  subacute  cases  of  salpingitis  and  such  pus 
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tubes  as  have  not  reached  great  size  and  in  some  acute  gonorrheal 
cases,  I.  S.  Stone  {Va.  Med.  Semi-Month.,  I9i2,xvii,  105)  appUes 
iodine  to  the  cavity  of  the  uterus  and  if  possible  to  the  tubal 
mucosa  by  way  of  the  uterine  comua.  Using  a  2 -ounce  glass 
syringe  with  conical  nozzle  about  two  inches  long  and  about  an 
ounce  of  25  per  cent,  tincture  of  iodine,  the  uterine  cavity  is 
filled  and  distended  with  all  the  force  the  syringe  will  permit, 
for  about  two  minutes.  Through  a  laparotomy  incision,  the 
same  syringe  and  the  same  or  one-half  strength  tincture  of 
iodine  is  used  to  strongly  distend  the  tubes  if  it  has  been  impos- 
sible to  force  the  fluid  into  them  through  the  uterus.  Any 
surgically  conservative  treatment  is  then  carried  out.  The 
tube  is  lightly  attached  to  the  upper  border  of  the  broad  ligament 
to  prevent  its  descent  and  adhesion  in  the  pelvis. 

Deep-lying  Abdominal  Inflammation. — -Q.  N.  Dowd  (Amer. 
Jour.  Surg.,  19 12,  xxvi,  204)  records  four  cases  in  which  the 
symptoms  corresponded  with  those  of  appendicitis  excepting 
in  the  lack  of  localized  pain  and  spasm,  and  two  others  which 
show  that  in  chronic  cases  a  similar  indefiniteness  in  symptoms 
may  exist  when  the  appendix  lies  in  the  depths  of  the  abdomen. 
It  is  evident  that  if  the  diagnosis  of  deep-lying  abdominal 
inflammation  is  to  be  made  promptly  it  must  often  be  done 
without  the  aid  of  local  pain  and  local  rigidity. 

Technic  of  Securing  the  Vessels  in  Pelvic  Abdominal  Surgery. 
— R.  Worrall  (Jour.  Obst.  Gyn.  Brit.  Emp.,  1912,  xxi,  285)  urges 
exposing,  clamping  and  tying  all  vessels  w4th  catgut  ligatures, 
using  a  surgical  and  two  additional  knots,  the  assistant  slowly 
taking  off  the  forceps  during  the  tying  of  the  surgical  knot,  and 
then  taking  again  the  vessel,  if  a  large  one,  distal  to  the  ligature 
during  the  tying  of  the  second  and  third  knots.  In  over  2000 
abdominal  sections  the  writer  has  had  no  case  of  secondary 
hemorrhage  due  to  slipping  ligature,  whereas  when  he  practised 
transfixion  and  interlocking  he  nearly  lost  three  patients  from 
this  accident.  Such  disasters  result  from  one  interlocking  loop 
pulling  off  the  other  when  the  uterus  is  raised  to  examine  the 
pouch  of  Douglas  as  the  concluding  step  of  the  operation.  When 
the  broad  ligaments  are  much  thickened  by  acute  infective 
processes  and  at  the  same  time  soft  and  friable  it  is  not  possible 
to  follow  the  above  method.  In  such  cases  the  author  transfixes 
but  never  interlocks,  using  the  pedicle  needle. 

Uterine  Hemorrhage. — B.  Whitehouse  (Lancet,  April  27,  1912) 
says  that  uterine  bleeding  must  be  considered  as  a  symptom 
only,  and  no  stone  must  be  left  unturned  to  ascertain  its  cause. 
With  this  in  view  it  is  not  sufficient  to  limit  the  examination  to 
the  pelvic  organs.  The  abdomen  must  be  examined  for  evidence 
of  hepatic  enlargement,  the  blood  pressure  must  be  accurately 
measured  upon  a  sphygmomanometer,  and  the  condition  of  the 
vessel  walls  ascertained.  Evidences  of  syphilis  or  other  con- 
stitutional disease  should  be  looked  for,  and  if  possible  the 
calcium  index  estimated.     The  condition  of  the  heart,  lungs,  and 
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thyroid  gland  must  be  noted,  and  if  circumstances  permit,  a 
bacteriological  examination  of  the  uterine  blood  should  be 
conducted.  If  the  uterus  is  sterile,  and  no  other  cause  is  found 
to  account  for  the  bleeding,  then  one  may  confidently  recommend 
curetting  as  a  therapeutic  measure.  Where  the  bleeding  is  due 
to  a  high  arterial  blood-pressure  the  tension  must  be  reduced  by 
purgation,  nitro-glycerine,  and  dieting.  Purgation  will  also 
have  its  place  in  depletion  of  the  portal  circulation  where  hemor- 
rhage is  due  to  hepatic  cirrhosis.  If  the  calcium  index  is  low 
menorrhagia  will  probably  be  benefited  by  the  administration  of 
this  agent,  preferably  in  the  form  of  the  lactate.  In  the  case  of 
bacterial  infections  the  writer  has  obtained  good  results  by 
thorough  and  prolonged  intrauterine  applications  such  as 
peroxide  of  hydrogen,  Churchill's  iodine,  or  protargol.  Where 
hemorrhage  is  due  to  rupture  of  degenerated  vessels  in  the  uterine 
wall,  hysterectomy  appears  to  be  the  best  and  safest  procedure. 
Origin  of  Epithelial  New  Growths  of  the  Ovary. — ^The  paper  of 
J.  R.  Goodall  (Surg.  Gyn.  Ohst.,  1912,  xiv,  583)  shows  that  in  the 
human  fetus  the  testicle  and  ovary  develop  analogous  efferent 
vessels;  that  Pfluger's  egg  cords,  vasa  recta,  rete  ovarii,  paro- 
varium and  Gartner's  duct  (divided  into  proximal  and  distal, 
relative  to  the  ovary)  are  analogous  with  the  seminiferous 
tubules,  vasa  recta,  rete  testis,  vasa  efferentia,  epididymus  and 
vas  deferens  respectively.  These  are  all  of  germinal  epithelial 
origin.  In  the  female  in  the  lower  vertebrates  many  of  the 
structures  of  the  fetal  ovary  persist,  which  in  the  higher  types 
of  vertebrates  undergo  absorption.  In  the  human,  the  rete 
ovarii  and  the  vasa  recta  normally  disappear.  In  the  human, 
vestiges  of  the  rete  ovarii  are  found  in  one  out  of  eleven  cases. 
When  present  in  one  ovary  it  is  nearly  always  present  in  the 
opposite  organ.  Remnants  of  the  vasa  recta  frequently  persist 
in  certain  individuals  and  are  more  prone  to  occur  in  those  who 
have  persistent  rete  ovarii.  These  structures,  though  somewhat 
atrophied,  are  always  found  in  the  adult  cow,  sheep,  pig,  rabbit, 
dog,  guinea-pig,  and  cat;  in  the  aged  cow  these  structures  may 
show  their  germinal  origin  by  developing  abortive  ova  and 
abortive  Graafian  follicles.  Instability  of  fetal  rests  may  readily 
pass  over  into  new  growths.  The  surface  epithelium  frequently 
invades  the  ovarian  stroma,  due  to  lobulations  of  the  fetal  ovary. 
All  the  foregoing  epithelial  structures  of  the  ovary  are  of  con- 
genital origin  and  may  be  the  starting  points  of  new  growths. 
Owing  to  cicatrization  of  corpora  lutea  the  germinal  epithelium 
may  be  drawn  deeply  into  the  ovary.  Chronic  inflammation 
of  the  ovary  predisposes  to  cyst  formation.  These  last  two 
conditions  are  acquired  sources  of  new  growth.  The  germinal 
epithelium  possesses  wonderful  metaplastic  properties;  from  the 
same  germinal  epithelial  cells  the  ovum,  the  cells  of  the  membrana 
granulosa,  the  interstitial  parenchymatous  cells  of  the  ovary, 
ciliated,  mucous  goblet,  syncitial,  and  cuboidal  cells  may  develop. 
The  interstitial  parenchyma  of  the  ovary  is  of  germinal  origin. 
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The  ovary  possesses  two  structures  adapted  to  internal  secretion, 
the  corpus  luteum  and  the  parenchymatous  cells.  The  fre- 
quency of  endothelioma  of  the  ov^ary  as  compared  with  true 
sarcoma  is  probably  due  to  the  mesothelial  origin  of  the  inter- 
stitial parenchyma  of  the  ovary. 

Remote  Results  of  Abdominal  Hysteropexy.- — Louis  Bazy 
(Rev.  de  gyn.  et  dc  chir.  ahd.,  June,  i,  191 2;  states  that  on  account 
of  dystocia,  resulting  from  ventrofixation  of  the  body  of  the 
uterus,  this  operation  has  been  abandoned  by  most  surgeons;  but 
fixation  of  the  isthmus  of  the  uterus  to  the  wall  with  suture  of  the 
round  ligaments  has  taken  its  place.  The  author  finds  as  a 
result  of  his  own  observation  that,  as  a  result  of  this  procedure, 
a  pocket  is  made  in  front  of  the  uterus  and  behind  the  abdominal 
peritoneum,  with  the  round  ligaments  on  both  sides  of  it  where 
it  is  possible  for  the  intestines  to  become  incarcerated  and  cause 
intestinal  obstruction.  This  actually  occurred  in  one  case  seen 
bv  him.  This  procedure  has  been  frequently  used  on  account 
of  the  freedom  that  it  gave  to  the  uterus  in  later  pregnancies. 
The  author  believes  that  it  should  be  abandoned  and  other 
operations  should  take  its  place,  on  account  of  the  danger  of 
intestinal  obstruction. 

Dystocia  due  to  Hysteropexy. — Fruinsholz  and  G.  Michel 
(Ann.  de  q,yn.  et  d'ohst.,  June,  191 2)  give  an  example  of  the  bad 
results  of  hysteropexy  in  a  woman  who  is  still  in  the  child-bearing 
period.  After  this  operation,  strong  adhesions  had  been  formed 
to  the  abdominal  wall  and  also  to  the  lateral  part  of  the  abdomen 
inclosing  the  adnexa  of  one  side.  A  first  pregnancy  occurred 
and  the  child  was  successfully  delivered,  but  in  a  second  preg- 
nancy, after  dilatation  was  complete  it  was  found,  to  be  impossi- 
ble to  deliver  the  child  by  version,  on  account  of  the  formation 
of  a  firmly  contracted  ring  of  uterine  tissue  around  the  neck  of 
the  child.  It  became  necessary  to  perform  Cesarean  section  to 
deliver  a  dead  child,  and  also  to  remove  the  entire  uterus  to 
prevent  further  accidents  of  the  same  nature.  The  authors 
think  that  we  should  limit  hysteropexy  for  prolapsus  to  women 
who  have  passed  the  menopause. 

False  Uterine  Metrorrhagia. — Leon  Pouliot  (Jour,  de  mcd.  de 
Paris,  JvAv  6,  191 2)  considers  that  metrorrhagia  is  not  always  of 
local  origin.  In  puberty  it  occurs  in  mitral  stenosis  and  in 
h\'poth\Toidism.  In  woman  in  the  child-bearing  period  it  is 
also  seen  with  cardiac  lesions,  hepatic  stasis,  lithiasis,  and  in 
leukemia.  It  is  most  common  in  women  past  the  menopause, 
when  sclerosis  of  the  uterine  arteries  has  developed,  so  that 
thev  remain  open  in  spite  of  ergot  and  hot  douches.  The 
sphymomanometer  will  assist  in  the  diagnosis  in  such  cases 
The  only  measures  that  will  assist  in  controlling  such  hemorrhages 
are  those  that  increase  the  coagulability  of  the  blood  in  the 
veins,  and  thos^  that  reduce  arterial  tension. 

Coag:ulation  Time  of  the  Blood. — Ebeler  (Monatsschr.  f.  Geb.  n. 
Gyn.,  August,  191 2)  from  a  series  of  500  observations  conducted 
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in  Engelmann's  Clinic  at  Dortmund,  claims  that  in  women  the 
blood  is  subjected  to  extreme  variations  as  regards  to  coagula- 
bility. This  period  seems  to  be  regularly  contracted  during  the 
latter  months  of  pregnancy,  persists  during  labor,  and  becomes 
prolonged  during  the  puerperium,  until  the  normal  coagulation 
time  is  reached  at  the  end  of  the  second  week.  During  the  first 
six  months  of  pregnancy  the  blood  shows  a  normal  coagulation 
time.  Not  only  during  menstruation,  but  also  in  the  presence 
of  all  other  genital  hemorrhages,  the  blood  shows  a  well-marked 
prolongation  of  the  coagulation  time;  the  only  exceptions  being 
the  postpartum  hemorrhages  and  the  latter  months  of  pregnancy. 
Extended  and  repeated  hemorrhages  produced  as  a  rule  an 
increase  in  the  coagulation  time.  The  same  author  in  connec- 
tion with  Engelmann  has  also  studied  the  coagulation  of  the 
blood  in  a  series  of  twenty-one  cases  of  eclampsia,  and  found  that 
in  the  majority  a  marked  shortening  of  the  coagulation  time  of 
of  the  blood  could  be  demonstrated,  which  would  seem  to  con- 
trovert the  theory  that  eclampsia  is  an  anaphylactic  process. 
This  observation  might  likewise  explain  the  effect  of  the  injection 
of  potassium  iodide  as  recommended  by  Sellheim  in  the  treat- 
ment of  eclampsia,  because  this  salt  possesses  the  property  of 
reducing  the  viscosity  and  the  coagulation  tendencies  of  the 
blood. 

Surgery  of  the  Cervix. — H.  P.  Newman  (Stirg.,  Gyn.,  and  Obst., 
July,  191 2)  describes  a  manner  of  operating  in  this  region  which 
is  claimed  to  possess  certain  advantages  in  comparison  with  ex- 
isting methods,  and  notwithstanding  adverse  comments,  believes 
that  cervical  stenosis,  whether  of  traumatic  or  congenital  origin, 
is  a  potent  factor  in  the  etiolog^^  of  much  pelvic  pathology  and 
an  indication  of  radical  error  in  the  hygiene  and  growth  of 
women.  What  is  known  as  congenital  stenosis  is  rarely  the 
result  of  embryonic  divergence,  but  rather  persistence  of  the 
infantile  condition  through  lack  of  proper  growth  during  puberty 
or  the  developmental  period.  The  author  terms  his  operation 
"  tracheoplasty. "  It  is  indicated  in  all  cases  where  removal  or 
plastic  surgery  of  the  lower  segment  of  the  uterus  is  required 
after  dilatation  and  curetage.  The  anterior  and  posterior  lips 
of  the  cervix  are  transfixed  with  a  specially  devised  knife  in  such 
a  manner  that  the  intervening  plug  of  diseased  tissue  can  be 
removed  with  a  curved  scissors.  The  excision  of  this  crater-like 
mass  of  tissue  produces  two  flaps  the  edges  of  which  are  approxi- 
mated with  six  or  eight  sutures.  A  uterine  tampon  of  iodoform 
gauze  is  next  inserted  and  the  vagina  likewise  packed.  This 
method  permits  accurate  approximation  of  mucous  membranes, 
avoids  granulating  surfaces,  cicatrices,  and  constrictions  of  the 
canal.     It  does  not  require  any  after-treatment. 

Relation  of  Pelvic  Disease  to  Mental  Disturbances. — E.  A.  Schu- 
mann (A'.  Y.  Med.  Jr.,  August  3,  1912)  believes  that  operations 
of  necessity  should  be  performed  wherever  indicated,  whatever 
the  mental  state  of  the  patient,  including  destructive  inflamma- 
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tory  disease  of  the  adnexa,  malignant  tumors  in  their  operable 
stage,  and  benign  growths  causing  marked  symptoms.  Purely 
elective  operations  should  not  be  performed  upon  the  insane 
unless  after  careful  consideration  and  study  of  the  indications 
with  the  alienist  it  is  determined  that  the  benefits  accruing 
from  the  operative  procedure  will  more  than  counterbalance  the 
shock  and  strain  incident  to  the  anesthesia  and  the  pain  involved. 
Operative  procedures  designed  merely  to  produce  some  reflex  or 
other  not  understood  effect  upon  mental  disorders,  and  practised 
without  definited  pathological  basis,  are  absolutely  unjustifi- 
able. This  includes  the  extirpation  of  healthy  ovaries,  indis- 
criminate dilatation,  curetage,  etc.  Schumann  believes  that 
the  keynote  of  gynecological  treatment  among  the  insane  is 
conservatism,  and  that  insanity  already  present  must  be  con- 
sidered as  a  serious  contraindication  to  any  surgical  interference 
unless  the  benefits  are  considerably  in  excess  of  the  risks  of  an 
exacerbation  of  the  mental  disease. 

Local  Anesthesia  in  Anterior  Colpohysterotomy. — H.  Tahler 
{Zent.f.  Gyn.,  June  15,  191 2)  reports  the  results  of  this  procedure 
in  Schauta's  Clinic  at  Vienna,  as  employed  in  emptying  the 
pregnant  uterus.  The  question  of  combining  the  anesthetic  with 
suprarenal  preparations  was  also  studied.  The  injected  fluid  con- 
sisted of  100  c.c.  of  warm,  sterile,  half  per  cent,  novocain  solution 
with  about  twenty  drops  of  Suprarenin  (Hochst).  Ten  cubic 
centimeters  of  the  mixture  are  injected  under  the  mucous  mem- 
brane of  the  anterior  fornix  at  the  point  where  the  incision  is  to  be 
made.  The  paracervical  tissue  on  either  side  is  then  injected,  and 
in  about  five  minutes  afterward  the  operation  begun.  The  separa- 
tion of  the  bladder  is  readily  accomplished  and  after  the  anterior 
lip  of  the  cervix  down  to  the  internal  os  is  incised,  10  c.c.  of  the 
mixture  are  injected  into  the  anterior  uterine  wall  at  the  angle  of 
the  w^ound.  The  uterus  is  then  cleared  out  and  the  incisions 
closed  by  suture  in  the  usual  manner.  If  the  fetus  is  of  larger 
size,  the  extraction  is  done  with  perforation  of  the  after-coming 
head.  The  previous  injection  into  the  bladder  of  hypnotics  or 
anesthetics  is  not  necessary.  The  operation  was  successfully 
done  in  nine  cases  of  pregnancy  varying  from  two  to  three  and 
one-half  months,  which  were  complicated  by  a  florid  phthisis, 
or  a  heart  with  broken  compensation.  Less  than  50  c.c.  of  the 
solution  were  needed  in  these  cases  and  no  after-effects  observed. 
The  recovery  was  without  complications.  The  writer  believes 
that  the  beginning  of  the  fifth  month  constitutes  the  limit  of 
pregnancy  in  which  the  method  is  justifiable. 

Complete  Absence  of  the  Vagina. — Fordyce  {Edinb.  Med.  Jr., 
August,  1912J  describes  the  case  of  a  poorly  developed  girl  of 
nineteen,  admitted  to  the  hospital,  with  severe  pain  in  the  lower 
part  of  the  abdomen,  which  had  recurred  at  regular  monthly 
intervals  for  the  previous  year.  She  had  never  menstruated,  and 
examination  showed  a  complete  absence  of  the  vagina.  An 
artificial  opening  was  made  by  dissecting  the  tissue  between  the 
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rectum  and  the  urethra.  The  resulting  canal  was  packed  with 
gauze  around  a  glass  drain.  Four  weeks  later  the  recurrence 
of  the  severe  pain  prompted  the  opening  of  the  abdomen,  and 
the  peritoneal  cavity  was  found  to  contain  a  considerable  quantity 
of  dark  fluid  blood.  The  uterus  was  normal  and  blood  was 
found  to  come  from  the  right  Fallopian  tube.  It  being  im- 
possible to  establish  any  communication  between  the  uterus  and 
the  outside,  a  double  oophorectomy  was  done,  with  the  hope  of 
stopping  menstruation,  but  notwithstanding  this,  all  her  symptoms 
reappeared  the  following  month.  Another  laparotomy  being 
deemed  necessary,  the  uterus  was  found  to  be  distended  about 
the  size  of  a  two  and  one-half  months'  pregnancy.  Amputation 
was  done  and  the  uterine  cavity  was  found  filled  with  fluid  blood. 
This  was  evidently  a  case  in  which  the  abdominal  pain  and 
tenderness  were  symptoms  of  intraperitoneal  bleeding  from 
extrusion  of  menstrual  blood  through  the  Fallopian  tube.  The 
patient  remained  well  after  the  complete  hysterectomy. 

Fatal  Poisoning  Following  the  Intraperitoneal  Use  of  Camphor. 
— Riibsamen  {Zent.  f.  Gyn.,  August  3,  1912)  employed  a  10  per 
cent,  solution  of  camphor  in  oil  as  an  intraperitoneal  prophylactic 
injection  against  peritonitis,  in  a  laparotomy  for  an  intraligament- 
ous cyst  combined  with  the  total  extirpation  of  the  uterus.  One 
hundred  and  seventy  cubic  centimeters  of  the  officinal  camphor 
oil  were  left  in  the  abdominal  cavity.  The  patient  died  two  days 
later,  with  evidences  of  a  severe  general  poisoning,  having 
complained  of  severe  headaches  and  finally  becoming  delirious, 
with  suicidal  tendencies.  The  autopsy  showed  no  evidences  of 
any  septic  infection,  but  a  progressive  necrosis  of  the  urinary 
tubules  was  evident,  due  probably  to  the  excretion  of  the 
insufficiently  oxidized  and  toxic  camphor.  The  writer  believes 
that  if  camphor  is  employed  for  this  purpose,  a  solution  not 
greater  than  i  per  cent,  in  strength  should  be  used,  for  then  the 
lethal  dose  of  the  drug  will  not  be  exceeded. 

Coagulation  Time  and  Ovarian  Function. — Keller  (Archiv  f. 
Gyn.,  Bd.  xcvii,  H.  3)  after  discussing  the  various  methods  for 
testing  this  phenomenon  believes  that  the  one  advocated  by 
Biirker  is  the  most  suitable  for  the  purpose  and  he  has  applied 
the  same  in  a  series  of  250  gjTiecological  cases  in  Fehling's  Clinic 
at  Strassburg.  He  studied  particularly  the  relation  of  the  coagu- 
lation time  to  menstruation,  to  the  menopause,  and  to  castration. 
It  was  found  that  the  coagulation  time  in  women  is  almost 
constant  and  averages  4.65  minutes.  There  is  no  change  in 
healthy  women  or  women  with  pelvic  disease,  nor  before  or  after 
menstruation.  The  menopause  does  not  seem  to  have  any 
efi'ect  on  this  phenomenon  at  any  time.  Castration  does  not 
influence  the  coagulation  time  of  the  blood  either  directly  after 
operation  or  a  prolonged  interval.  In  healthy  women  no  change 
occurs,  either  in  pregnancy  or  during  the  puerperium. 
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Maternal  feeding  should  be  the  ke3^stone  of  the  propaganda 
for  the  prevention  of  infant  mortality.  It  does  not  take  a  great 
deal  of  study  to  convince  one  that  we  fall  far  short  of  the  attain- 
able in  our  practice.  Fortunately  the  confusion  of  ideas  is  not  so 
bad  concerning  breast  feedings  as  Keller  has  shown  it  to  be  about 
artificial  feeding. 

Can  the  number  of  mothers  who  are  able  to  nurse  their  in- 
fants be  increased?  The  very  interesting  study  of  1501  clinic 
cases  reported  to  this  organization  by  Dr.  Herman  Schwarz  at 
Baltimore  showed  that,  with  careful  instruction  of  the  mothers, 
96  per  cent,  of  the  babies  were  able  to  take  the  breast  for  one 
month  or  less,  that  88  per  cent,  were  on  the  breast  for  three 
months  and  77  per  cent,  for  six  months.  Out  of  1500  women 
six  were  reported  who  could  not  nurse  on  account  of  inverted 
nipples  and  four  who  seemed  to  have  no  milk  at  all.  Jacobi's 
long  experience  has  led  him  to  conclude,  as  expressed  in  his 
presidential  address  before  the  American  Medical  Association 
last  June,  that:  "There  is  no  such  thing  as  absolute  absence 
of  milk  secretion,"  and  again:  "The  attentive  doctor  and  the 
diligent  midwife  know  that  our  women,  poor  and  rich,  suffer 
from  no  organic  mammary  degeneration." 

If  the  possible  degree  of  attainment  is  so  high,  what  are  we 
actually  accomplishing?  To  get  some  statistics  upon  this 
subject  I  sent  out  the  following  list  of  questions  to  physicians 
concerning  the  results  obtained  in  the  families  of  our  own 
profession: 

*  Read  at  the  Third  Annual  Meeting  of  The  American  Association  for  the  Study 
and  Prevention  of  Infant  Mortality,  at  Cleveland,  October  4,  1912. 
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1.  How  many  children  have  you  had? 

2.  Give  years  of  births.     First  child .     Second 

.     Third .     Fourth . 


3.  How  many  are  living? 

4.  If  you  have  lost  children,   at  what  ages,   and  from  what 
causes? 

5.  How  long  was  each  infant  at  the  breast  wholly?      (If  but  a 
few  days,  or  a  short  time,  state  as  nearly  as  possible  how  many 

days.)     First   child months.     Second 

months.     Third months. 

6.  What  intervals  were  allowed  between  feedings? 

7.  At  what  time  was  the  breast  discontinued?     First 


months.     Second months.     Third  — — — - — -  months. 

8.  Give  the  reason  for  discontinuing  the  breast  feeding  in  each 
case,  if  before  the  ninth  month. 

9.  If  the  bottle  was  given  with  the  breast,  was  it  in  addition  to 
each  breast  feeding  or  in  place  of  certain  breast  feedings? 

10.  If  mixed  feeding  was  used,  state  when  the  bottle  was 
begun. 

But  two  physicians  who  answered  indicated  that  they  had  not 
striven  to  procure  for  their  own  children  the  advantage  of  breast 
feeding.  As  delayed  answers  are  still  coming  in,  and  as  a  limited 
number  of  figures,  only,  can  be  followed  when  read,  I  shall  give 
only  the  most  essential  results  here,  and  defer  the  rest  until  they 
can  be  shown  in  complete  tabulation. 

From  the  physicians  of  Minnesota  I  received  892  answers. 
After  deducting  those  who  were  unmarried  and  those  who  were 
married  but  have  no  children  there  were  left  469  mothers  for  this 
study.  Of  these:  two  or  0.4  per  cent,  intentionally  did  not  nurse 
their  children;  seventy-five  or  16.0  per  cent,  did  not  nurse  one  or 
more  children  two  months;  seven  or  1.5  per  cent,  nursed  one  or 
more  children  two  months  but  failed  before  three  months. 
Forty-two  or  9.0  per  cent,  nursed  from  three  to  six  months  only ; 
forty-eight  or  10.2  per  cent,  nursed  six,  seven,  or  eight  months; 
295  or  62.9  per  cent,  nursed  nine  months  or  over.  Total,  100 
per  cent. 

Similar  results  were  obtained  from  the  states  of  North  and 
South  Dakota,  Montana  and  Northern  Iowa.  Seventy-six  per 
cent,  of  the  wives  of  the  physicians  answering  from  Wisconsin 
were,  however,  able  to  nurse  their  babies  nine  months  or  more. 

These  same  questions  were  also  sent  to  the  physicians  who 
registered  for  the  Section  on  the  Diseases  of  Children  at  the 
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Atlantic  City,  St.  Louis  and  Los  Angeles  meetings.  It  was 
hoped  by  this  means  to  get  answers  which  would  not  be  open 
to  the  objection  of  coming  from  one  part  of  the  countr}^  One 
hundred  and  seventy-one  answers  were  received.  Thirty-nine 
of  these  physicians  were  not  married  and  after  deducting  those 
who  vvere  married  but  childless,  ninety-four  were  left  from  which 
to  draw  conclusions.     Of  these: 

1 .  The  wnves  of  none  had  intentionally  withheld  the  breast. 

2.  Nineteen  mothers  or  20.2  per  cent,  had  not  been  able  to 
nurse  one  or  more  children  two  months. 

3.  One  mother  or  i.o  per  cent,  failed  during  the  third  month. 

4.  Twelve  mothers  or  12.8  per  cent,  nursed  three,  four,  or  five 
months. 

5.  Fifteen  mothers  or  16.0  per  cent,  nursed  six,  seven,  or  eight 
months. 

6.  Forty-seven  mothers  or  50.0  per  cent,  nursed  nine  months 
or  longer.     Total,  100  per  cent. 

If  these  be  divided  into  those  who  failed  before  the  end  of  the 
third  month,  and  those  who  carried  on  the  nursing  longer,  we 
get  the  following  results: 

For  Minnesota: 

Failed  before    the    end    of    the    third 

month 179  per  cent. 

Succeeded  longer  than  three  months  .  .      82.1  per  cent. 
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1 00.0  per  cent. 
For  those  registering  for  the  Section  on  Diseases  of  Children: 
Failed    before    the    end    of    the    third 

month •     ....•■  ....      21.2  per  cent. 

Succeeded  longer  than  three  months  .  .      78 . 8  per  cent. 


1 00.0  per  cent. 


From  the  above  it  is  probably  safe  to  conclude  that  about  80 
per  cent,  of  the  wives  of  American  physicians  succeed  in  nursing 
one  or  more  children  three  months  or  longer. 

Rietschel  found  from  the  answers  of  no  German  pediatrists 
that  but  60  per  cent,  of  their  wives  had  succeeded  in  nursing 
longer  than  three  months. 

When  we  compare  these  actual  results  with  those  accom- 
plished by  Schwarz  and  with  the  possibility  as  set  by  Jacobi  we 
see  that,   although  undoubtedly  much  better  than  the  results 
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among  the  families  of  laymen,  they  are  far  from  satisfactory. 
We  are  forced  to  the  conclusion  that  the  number  of  mothers  who 
nurse  their  infants  can  be  increased. 

By  what  means  can  the  breast  nursing  be  increased?  This 
is  naturally  considered  in  two  parts,  first  the  technic  of  breast 
feeding  and  second  the  means  of  getting  this  technic  employed. 

Breast  feeding  may  not  succeed  because  the  mother  herself  is 
not  properly  considered.  She  must  of  course  have  the  advan- 
tage of  good  nourishment  and  care  during  the  whole  of  her  preg- 
nancy. She  should  have  the  assurance  that  almost  every  mother 
can  nurse  her  child.  She  must  be  made  to  understand  the  impor- 
tance of  maternal  feeding  for  her  babe's  life  and  giowth.  She 
must  be  given  facts  to  neutralize  the  effect  of  stories  told  by  well- 
meaning  but  ignorant  busy  bodies.  Shortly  after  the  child  is 
born  she  will  receive  circulars,  very  shrewdly  worded,  which  laud 
the  ease  and  safety  of  substitute  feeding.  The  danger  of  such 
ideas,  and  interestedness  of  those  supplying  them  must  be  made 
clear  to  her. 

Nursing  must  be  made  as  little  a  burden  to  the  mother  as 
possible.  We  have  all  seen  mothers  who  have  been  directed  not 
to  eat  vegetables  or  meat,  sour  things  or  sweet  things,  and  so  on 
until  they  ask,  with  justice:  "What  is  there  left  for  me  to  eat?" 
Many  a  breast  nursing  has  gone  to  wreck  because  the  mother's 
appetite  rebelled  against  a  diet  made  up  almost  exclusively  of 
gruels,  cocoa  and  beer.  We  now  know  that  the  nursing  mother 
can  eat  what  is  proper  for  any  woman,  with  an  increase  of  food 
value,  and  reasonable  addition  of  fluids  to  cover  the  loss  through 
the  milk.  The  knowledge  that  pickles  do  not  sour  the  milk  will 
give  many  mothers  an  entirely  new  view  of  the  subject.  After 
such  information  it  should  be  explained  to  her,  of  course,  that 
no  one  advises  a  diet  largely  made  up  of  pickles  for  any  woman. 

The  mother's  comfort  should  be  considered.  By  lengthening 
the  interval  of  feeding  the  mother  is  greatly  relieved.  VerA- 
rarely  is  an  interval  less  than  three  hours  necessary  and  more 
often  a  four  hour  interval  is  best  employed.  We  frequently  hear 
that  the  baby  stays  at  the  breast  from  one-half  to  one  hour  and 
even  all  night.  This  is  very  trying  to  the  mother  and  of  no  real 
service.  Often  the  only  way  to  convince  thf  mother  of  this  is  to 
determine  the  amount  taken  in  fifteen  or  twenty  minutes  by 
weighing  the  baby  before  and  after  nursing,  and  then,  by  putting 
the  infant  back  for  five  minutes  and  weighing  again,  she  can  be 
shown  that  very  little,  if  any,  milk  is  obtained  by  the  baby  in  the 
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last  five  minutes.  Prolonged  nursing  is  a  common  cause  of 
fissured  nipples.  With  the  longer  intervals  it  may  be  necessar}' 
to  give  both  breasts  at  one  feeding.  Longer  intervals  and  shorter 
nursings  will  often  change  an  unsuccessful  and  burdensome  lacta- 
tion into  a  real  pleasure. 

Night  feedings  should  be  avoided  as  much  as  possible.  Fre- 
quently, what  appears  to  be  a  necessity  is  only  a  habit  and  two 
or  three  nights'  training  will  give  rest  for  both  mother  and  babe 
in  the  future.  Menstruation,  even  if  the  baby  is  temporarily 
restless,  is  no  reason  for  taking  the  child  from  the  breast.  Preg- 
nancy is  not  an  indication  for  immediate  weaning. 

Contagious  diseases  such  as  scarlet  fever  and  diphtheria,  and 
even  the  usual  typhoid,  I  am  speaking  from  personal  experience, 
as  well  as  from  reports  of  others,  are  not  sufficient  ground  for 
weaning  the  young  baby.  There  may  not  be  enough  milk  for  a 
time,  and  the  temporary-  addition  of  some  artificial  mixture  may 
be  necessary,  or  even  during  a  severe  fastigium,  it  may  be  advis- 
able to  take  the  baby  from  the  breast  for  a  short  time  altogether, 
but  with  the  convalescence,  the  reapplication  of  the  baby  to  the 
breast  will  bring  the  milk  back  and  the  lactation  will  proceed 
normally.  Open  tuberculosis  is  a  contraindication  to  breast 
feeding. 

The  fundamental  requirement  for  the  stimulation  and  contin- 
uation of  the  milk  flow  is  the  complete  and  regularly  repeated 
evacuation  of  the  breasts.  Specific  preparations  for  the  produc- 
tion of  the  flow  of  milk  are  of  value  principally  because  of  their 
mental  effect.  The  sucking  of  a  strong  healthy  baby  stimulates 
the  breasts  to  increased  output.  It  has  been  recently  shown  that 
the  milk  supply  can  also  be  kept  up  by  diligent  artificial  evacua- 
tion of  the  breasts,  by  the  pump  or  hand.  If  the  mother's  own 
babe  is  weak,  the  strong  child  of  another  woman  may  be  put  to 
the  breast  to  stimulate  the  milk  flow. 

From  the  baby's  standpoint,  as  well  as  from  the  mother's,  it  is 
well  not  to  nurse  it  at  less  than  three  hour  intervals.  A  large 
number  of  babies  do  well  on  three  and  a  half  or  foiu*  hour  inter- 
vals. The  infant's  stomach,  as  well  as  that  of  adults,  should  be 
allowed  a  period  of  rest.  Most  of  the  so-called  "colic"  will 
disappear  with  longer  intervals.  Likewise  it  is  best,  for  the  babe, 
not  to  let  it  lie  at  one  breast  too  long.  Fifteen  or  twenty  minutes 
are  almost  always  enough.  After  that  length  of  time  the  child 
gets  little  or  nothing. 

If  but  one  breast  is  taken  at  a  feeding,  they  should,  of  course. 
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be  offered  alternately.  If  both  are  required  each  time,  the  nurs- 
ing should  be  begun  at  one  for  the  first  feeding,  and  at  the  other 
for  the  next  feeding,  and  so  on  alternately. 

The  nipples  may  be  cleansed  with  boiled  water ;  antiseptics  are 
not  necessary  and  may  be  harmful.  The  mouth  of  a  normal 
baby  should  not  be  washed,  as  this  practice  is  often  the  means  of 
implanting  thrush,  or  other  infection,  and  the  mechanical  injury 
may  cause  Bednar's  Aphthae  or  simple  stomatitis.  Cracked 
nipples  should  receive  care  and  protection  preferably  by  nipple 
shields,  as  by  furnishing  an  opening  for  infection  they  may  be 
the  cause  of  inflammation  of  the  breast  proper. 

If  the  baby  does  not  gain  in  weight,  it  is  rarely,  if  ever,  because 
the  "breast  milk  does  not  agree  with  it,"  but  usually  because  the 
quantity  of  milk  is  insufficient.  When  the  baby  is  taken  from 
the  breast  because  the  milk  is  supposed  to  be  poor  in  quality,  it  is 
a  mistake  in  nearly  every  case.  Poor  milk  cannot  be  recognized 
by  looking  at  a  few  drops  or  a  glassful  expressed  from  the  breast. 
The  rough  method  of  milk  analysis  by  hydrometer  and  cream- 
ometer  has  been  the  cause  of  many  deaths  through  depriving 
babies  of  breast  milk  on  the  ground  of  incorrect  determinations 
of  the  contents.  Accurate  analyses  by  competent  chemists  are 
of  little  clinical  value  as  the  variations  shown  from  the  normal 
are  so  slight  that  they  do  not,  in  the  present  state  of  our  knowl- 
edge, warrant  weaning. 

If  the  infant  is  well  otherwise,  but  still  does  not  gain  at  the 
breast,  it  is  not  because  the  "Mother's  milk  does  not  agree  with 
the  baby,"  but  because  it  cioes  not  get  enough.  This  can  be 
determined  by  weighing  the  baby  before  and  after  each  feeding 
for  twenty-four  hours.  If  the  amount  is  found  to  be  insufficient, 
regularly  repeated  complete  evacuation  of  the  breasts,  patiently 
persisted  in,  will  usually  bring  the  amount  up.  The  mother's 
health  and  nourishment  should,  of  course,  be  looked  into.  If  the 
quantity  is  found  to  be  definitely  deficient,  sufficient  additional 
or  complemental  feeding  may  be  given  after  each  nursing  to 
nourish  the  child  properly,  all  through  the  lactation,  or  until  the 
breast  can  supply  enough.  The  fact  must  not  be  lost  sight  of, 
however,  that  the  repeated,  complete  evacuation  is  the  essential. 
The  mother  is  often  led  to  believe  that  she  has  not  enough  for 
five  or  six  nursings,  and  drops  one  breast  feeding,  putting  in  its 
place,  a  bottle  feeding,  hoping  to  have  more  for  the  nursing  that 
she  does  give.     This  does  seem  to  be  the  case  at  first,  but  the 
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breast  soon  adjusts  itself  and  there  is  really  less  milk  as  she  has 
transgressed  the  law  of  repeated,  complete  evacuation. 

There  is  general  agreement  that  weaning  should  be  begun  in 
the  last  quarter  of  the  first  year,  and  carried  out  gradually. 
First  one  breast  nursing  should  be  supplanted  by  an  artificial 
feeding  and  when  the  breasts  have  adjusted  themselves,  a  second 
nursing  should  be  dropped,  and  so  on  until  all  are  given  up. 
This  should  require  three  weeks  or  longer. 

What  are  the  difficulties  practically  experienced  in  carrying 
out  the  technic  of  nursing?  Among  the  questions  sent  out  to  the 
physicians  by  me,  was  one  asking  the  reason  for  discontinuing 
the  breast  feeding  in  each  case,  if  done  before  the  end  of  the  ninth 
month.  We  have  here  the  means  of  studying,  not  one  man's 
experience,  but  that  of  many  in  the  field.  Let  us  consider  the 
various  causes  of  failure  as  to  the  number  of  times  they  occur, 
their  justness  and  remedy. 

Insufficient  quantity,  as  one  would  expect,  is  most  frequently 
put  down  as  the  reason  for  discontinuing  the  breast  feeding. 
This  is  given  for  the  reason  with  228  babies  of  the  Minnesota  list 
and  forty-eight  times  in  the  answers  from  the  list  of  the  members 
of  the  Pediatric  Section  of  the  American  Medical  Association. 
Insuffi^cient  quantity  is  in  most  cases  an  indication  for  mixed 
feeding,  that  is,  a  complemental  feeding  with  the  breast,  not 
replacing  the  breast,  a  supplemental  feeding.  Undoubtedly  this 
number  would  not  be  so  large  if  it  were  confined  to  those  of  the 
past  decade,  as  Prof.  Schlossmann  stated  in  the  discussion  of 
Rietschel's  figures.  Schlossmann  confessed  that  in  the  case  of 
his  own  family  he  was  confident  that,  had  the  lactations  fallen  in 
the  last  decade,  the  result  would  have  been  better  for  the  breast 
feedings.  Included  with  the  reason  of  "insufficient  quantity" 
should  probably  be  the  answer:  "No  milk,"  fifty -four  times  for 
the  Minnesota  list  and  eleven  times  for  the  American  Medical 
Association  list.  It  is  generally  considered,  to-day,  that  there 
is  no  such  condition  as  complete  agalactia.  "  No  gain  in  weight," 
which  appears  for  twenty-five  babies,  should  probably  appear 
with  insufficient  quantity  as  an  indication  for  mixed  feeding, 
rather  than  weaning. 

In  the  larger  list  the  "mother's  condition"  was  given  as  a 
reason  for  discontinuing,  ninety  times  for  forty-six  mothers  and 
nineteen  times  for  thirteen  mothers  in  the  shorter  list.  Little 
competent  criticism  can  be  made  of  this  reason,  except  that  it 
appears  much  oftener  than  in  Schwarzs'  series  and  one  suspects 
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that  in  some  of  the  cases  the  babe's  right  to  the  breast  milk  and 
the  dangers  of  artificial  feeding,  were  not  given  sufficient  con- 
sideration in  the  decision. 

In  the  light  of  the  modern  understanding,  the  next  reason 
"Poor  quality  of  the  milk,"  which  appears  eighty-three  times 
in  the  Minnesota  list  and  thirteen  times  in  the  A.  M.  A.  list 
would,  with  rare  exceptions,  be  considered  as  no  reason,  but 
simply  a  misinterpretation  of  some  illness  of  the  baby  or  trouble 
caused  by  some  error  in  the  technic  of  breast  feeding. 

"Colic,"  which  is  given  as  a  reason  five  times,  does  not  appear 
in  the  list  of  the  babes  that  were  fed  with  an  interval  every 
three  hours. 

Menstruation  appears  as  a  reason  but  five  times,  which  is 
probably  five  times  too  often. 

Mastitis  appears  but  eight  times  and  troubles  with  the  nipples 
four  times.  This  shows  how  rarely  it  is  that  this,  at  times, 
adequate  reason  for  giving  up  the  breast  feeding,  cannot  be 
overcome.  Other  scattering  reasons  are  given,  but  none  of 
importance  for  the  matter  in  hand. 

The  justification  for  taking  your  time  with  the  above  will, 
I  hope,  become  apparent  when  we  come  to  consider  what  is 
to  be  done  to  increase  the  number  of  successful  lactations. 

Those  whom  we  must  reach  may  be  divided,  as  South  worth 
suggests,  into 

"  I.  Ultra  social  group. 

"2.  The  educated  classes  of  means,  large  or  small. 

"3.  The  great  middle  classes,  including  well-paid  artisans 

"4.  The  very  poor  and  ignorant,  including  the  foreign  immi- 
grants." 

How  can  we  get  information  concerning  the  importance 
and  technic  of  breast  feeding  before  these  various  groups? 

Group  one  can  undoubtedly  be  reached  best  through  their 
medical  advisers. 

This  is  undoubtedly  also  true  of  the  educated  group  two. 
Even  the  students  of  sociology  and  social  workers,  editors, 
clergy,  philanthropists  and  nurses,  who  are  doing  such  valiant 
work  for  the  prevention  of  infant  mortality,  as  well  as  the 
midwives,  must  draw  their  information  upon  this  technical 
subject,  from  the  medical  profession. 

Class  three,  the  bulk  of  the  population,  must  be  reached 
through  their  medical  attendants  and  others  of  class  two. 
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And  finally,  class  four  must  depend  upon  the  activities  of  class 
two,  with  the  inclusion  of  the  midwives. 

It  comes  right  back  to  the  medical  profession.  It  is  not 
possible  that  every  physician  should  be  an  expert  rhinologist, 
dermatologist,  surgeon  or  even  pediatrist,  but  it  is  practicable 
and  highly  advisable  that  every  young  physician  who  goes  out 
from  a  medical  college  shall  have  proper  instruction  concerning 
the  importance  and  simple  technic  of  the  establishment  and 
maintenance  of  lactation.  It  is  also  possible  to  put  the  practical 
essence  of  the  advance  made  during  the  past  decade  in  the 
knowledge  of  the  function  of  lactation  in  the  hands  of  every 
physician  in  the  country.  As  a  preliminary  step,  leading 
toward  uniformity  of  instructions  to  mothers,  a  concerted 
effort  should  be  made  by  the  various  branches  of  this  organiza- 
tion, to  put  the  official  pamphlet  now  being  prepared  by  our 
committee,  into  the  hands  of  every  physician  in  the  various 
localities. 

Dr.  Jacobi's  advice  concerning  the  instruction  of  midwives 
is  excellent  and  if  carried  out  will  accomplish  much.  Ever>' 
midwife  should  have  a  copy  of  the  booklet  also. 

The  consultations  and  dispensaries  allied  with  this  organization 
are  doing  fine  and  ever  increasing  work  in  getting  information 
concerning  breast  feeding,  not  only  to  Southworth's  fourth 
class,  but  also  before  all  the  other  groups. 

The  newspapers  can,  and  some  now  do,  through  "  Babies' 
Friend"  departments,  give  great  aid  in  distributing  knowledge 
about  breast  feeding.  Such  departments  may,  however,  do 
definite  harm  if  not  carried  on  under  the  direction,  or  with  the 
advice  of  competent  pediatrists.  I  can  conceive  of  no  editor, 
before  whom  this  need  is  properly  put,  who  would  not  feel  in 
sympathy  with  the  movement. 

Clergymen  can,  and  undoubtedly  will,  if  properly  approached, 
insist  upon  the  mother's  first  duty. 

Much  can  be  done,  and  a  start  has  already  been  made  through 
Dr.  Putnam's  committee,  in  getting  such  instruction  into  the 
schools. 

Premiums   for   nursing   mothers   and    allied    means   are   not 
practicable  in  this  country.     The  keynote  is  dissemination  of 
information  concerning  the  importance,  possibility  and  technic 
of  breast  feeding.     Let  us  unite  upon  this  platform. 
820  Donaldson  Building. 
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A  STUDY  OF  OPHTHALMIA  IN  THE  NEW-BORN.* 

BY 

ALICE  WELD  TALLANT, 

Professor  of  Obstetrics,  Womans  Medical  College  of  Philadelphia 

Philadelphia. 

(With  Nine  Charts.) 

On  seeing  the  title  of  this  paper  one  might  well  wonder  how 
anyone  should  have  the  hardihood  to  think  of  serving  up  again 
a  subject  in  which  for  most  people  the  first  and  last  words  are 
summed  up  in  the  Crede  treatment,  now  some  thirty  years  old. 
I  shall,  however,  do  my  best  to  justify  my  choice  of  a  subject. 

Strictly  speaking  ophthalmia  neonatorum  is  an  acute  con- 
junctivitis which  appears  in  the  new-born  and  may  be  due  to  a 
variety  of  organisms  or  even  to  irritation  without  organisms,  as 
in  the  so-called  silver  catarrh.  Practically  it  means  but  one  thing 
to  us  all — inflammation  of  the  conjunctiva  caused  by  the  gono- 
coccus,  and  characterized  by  swelling  of  the  lids,  a  discharge  of 
pus  from  the  eyes  and  chemosis,  which  may  go  on  to  the  forma- 
tion of  corneal  ulcers  and  even  to  total  blindness,  if  not  controlled 
'  in  time. 

The  present  study  of  ophthalmia  neonatorum  is  based  on  a 
series  of  thirty-seven  cases,  occurring  in  3225  births  in  the  service 
of  the  Maternity  of  the  Woman's  Medical  College  of  Pennsylvania 
(a service  including  both  Hospital  and  Out-practice  Departments). 

From  this  number  I  shall  at  once  cut  out  six  out-practice 
cases,  four  evidently  due  to  silver  reaction  and  two  of  such  mild 
character  (yielding  to  simple  boric  flushing)  and  such  short 
duration  (two  or  three  days)  that  only  the  overconscientiousness 
of  a  student  would  have  recorded  them.  This  leaves  us  then 
thirty-one  cases,  from  which  to  draw  conclusions — a  small 
number,  yet  enough  to  yield  results  if  studied  carefully. 

Ophthalmia  is  usually  classified  as:  Antepartum  or  intrauter- 
ine; cases  developing  before  birth.  Primary:  The  infection 
received  at  birth,  the  disease  developing  the  first  to  the  fifth 
day  inclusive.  Secondary:  The  disease  appears  after  the  fifth 
day  and  is  therefore  not  a  birth  infection,  but  has  been  acquired 
later  from  the  mother  or  from  another  source. 

Of  these  the  antepartum  variety  is  so  much  the  least  frequent 
that  those  who  see  cases  usually  hasten  into  print  with  their 

*  Read  before  the  Philadelphia  Pediatric  Society-,  March  12,  1()T2. 
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observations.  It  is  true  that  it  is  rare  for  a  child  to  be  born  with 
an  advanced  case  of  ophthalmia,  with  corneal  ulcers  for  example 
— yet  Friendenwald  as  long  ago  as  1895  collected  notes  on  twenty 
cases  including  one  his  own,  while  Holzbach  in  1908  cited  a 
number  of  others.  Only  recently  Borland  has  reported  a  case  of 
advanced  intrauterine  infection.  Sydney  Stephenson  includes 
also  under  this  heading  cases  in  which  the  baby  develops  the 
disease  wdthin  a  few  hours  of  birth,  thus  widening  the  limit 
considerably.  It  is  usual  to  assign  as  the  cause  of  antepartum 
infection  rupture  of  membranes  long  before  birth,  but  Stephenson 
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Gonorheal  Ophthalmia  developing  on  third  day. 
could  explain  only  twenty-six  of  seventy-one  cases  in  this  way, 
and  when  we  consider  that  babies  born  in  the  membranes  have 
had  the  disease  already  present,  we  must  believe  that  the  infec- 
tion can  pass  into  the  amniotic  sac. 

In  my  series  there  were  three  true  antepartum  cases  with 
inflammation  present  at  birth  and  three  more  which  would  be 
claimed  by  Stephenson,  because  the  disease  appeared  within  a 
few  hours.  In  only  one  was  there  a  history  of  early  rupture  of 
membranes  and  that  only  six  hours  before  the  birth  of  the  child. 

Hospital  Out-practice  Total  Pei"    cent. 

Antepartum 3                    o  3  9  67 

Primary 10                    3  13  41-93 

Secondary 14                   i  15  48.38 

27  4  31 

I  shall  have  occasion  later  to  refer  again  to  the  large  proportion 
of  secondary  cases.  .     ,    ; 

As   already   stated,    ophthalmia   may   be   caused' by   various 
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organisms  besides  the  gonococcus,  the  pneumococcus  giving  5  to 
15  per  cent,  of  the  cases,  according  to  different  figures  quoted 
by  Dimmer.  The  proportion  of  gonococcic  infection  is  variously 
given  as  from  41  to  72  per  cent.  Probably  60  per  cent,  is  a  fair 
estimate.  In  our  series  the  proportion  differs  according  as  we 
accept  clinical  or  laboratory  findings.  In  this  connection,  I 
might  say  that  the  out-practice  of  our  Maternity  covers  a  large 
part  of  the  southeastern  quarter  of  the  city,  and  that  the  Hospital 
itself  receives  many  unmarried  women  and  others  in  most 
destitute  and  often  diseased  condition.  We  have  no  illusions  on 
the  subject  of  venereal  disease,  and  we  run  absolutely  counter  to 
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Weight  chart.     Baby  E.     Ophthalmia,  Eleventh  day.     Moderate  effect  on  weight. 

the  common  law  in  believing  every  case  guilty  until — and  often 
after — it  is  proved  innocent.  We  feed  gray  powder  to  our 
babies  on  the  slightest  provocation  and  with  good  result.  In 
like  manner  we  consider  every  case  of  conjunctivitis  a  gonococcus 
infection  and  so  treat  it,  while  we  are  waiting  for  the  laboratory- 
report;  if  that  comes  back  negative,  we  usually  continue  the 
treatment  openly  and  the  diagnosis  in  our  hearts.  These  are 
the  findings  in  our  thirty-one  cases. 

Clinical  diagnosis  Bacteriological  diagnosis 

Positive 25  14 

5  3 

I  9 

—  5 


Doubtful. 
Negative . 
No  record 


31  31 

The  proportion  of  gonorrheal  cases  thus  varies  between  45.16 
per  cent,  and  80.64  per  cent. 
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In  behalf  of  the  clinicians  it  may  be  added  that  in  five  of  the 
nine  cases  negative  according  to  the  microscope  the  duration  of 
the  infection  was  at  least  two  weeks — a  long  time  for  a  non- 
gonorrheal  condition ;  in  one  the  disease  was  present  at  birth ; 
the  other  three  were  doubtful  clinically. 

It  has  been  stated  that  male  children  are  more  often  affected 
by  this  disease.  Our  proportion  of  sixteen  males  and  fifteen 
females  hardly  bears  out  this  contention,  when  we  realize  that 
more  male  children  are  born. 

It  would  seem  reasonable  to  suppose  that  the  severity  of  the 
symptoms  of  the  disease  in  the  mother  would  bear  some  relation 
to  the  virulence  of  the  infection  in  the  child.  In  point  of  fact 
twenty-one  of  the  women  passed  through  the  puerperium  without 
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Gonorrhea.     No  constitutional  disturbance.     Child's  eyes  infected  on  eighth  day. 

the  slightest  systemic  disturbance,  even  though  the  smear  from 
the  cervix,  vagina  or  urethra  was  positive;  and  three  had  but  a 
slight  reaction,  the  temperature  running  a  few  times  over  ioo°. 
Only  seven  showed  the  variations  of  temperature  with  abdominal 
or  ovarian  pain,  characteristic  of  a  gonococcus  infection  in  the 
puerperium.  The  three  worst  cases  in  our  series  were  contracted 
from  mothers  who  showed  at  most  but  a  mild  reaction.  On  the 
other  hand  the  most  severe  conditions  have  been  encountered  in 
the  mother  without  a  sign  of  infection  in  the  child. 

It  might  also  be  expected  that  the  general  condition  of  the 
child  would  suffer  from  the  effects  of  such  an  infection,  and  the 
statement  is  made  that  constitutional  disturbance,  fever  and 
loss  of  weight,  may  accompany  it.  Von  Holzbach,  quoting 
Mayer,  goes  even  so  far  as  to  say,  that  the  children  of  gonorrheal 
mothers  are  mostly  poorly  developed  and  show  little  resistance, 
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and  adds  that  the  bad  state  of  nutrition  reacts  unfavorably  upon 
the  eye  condition,  forming  a  vicious  circle  (what  Mayer  actually 
says  is,  "  es  fallt  auf  " — it  is  striking — that  four  out  of  six  children 
were  poorly  developed  at  birth  and  the  two  others,  normal  at 
birth,  did  badly) . 

Of  our  thirty-one  babies,  twenty-six  presented  a  normal  tem- 
perature throughout,  one  had  variations  to  ioo°,  four  had  a 
marked  rise  of  temperature.  Two  of  these  were  probably  cases 
of  "starvation  temperature,"  one  was  apparently  syphilitic,  and 
the  fourth  had  fever  only  during  an  attack  of  bronchitis  which 
developed  on  the  eleventh  day.  In  other  words  there  was  in  no 
case  any  marked  change  in  temperature  which  could  be  attributed 
to  the  infection  in  the  eyes. 
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Lena  L.    Xormal  purperium.    This  woman's  child  was  our  worst  case  of  ophthalmia. 

The  average  birth  weight  of  thirty  babies  (omitting  the  one 
case  which  was  negative  according  to  both  clinical  and  laboratory 
findings)  was  about  7  i  /  3  pounds,  which  may  fairly  be  considered 
as  an  index  of  average  development.  In  studying  the  effect  of 
the  disease  on  the  child's  weight  we  must  leave  out  six  cases  in 
which  the  charts  were  not  available,  although  it  might  be  stated 
that  four  of  these  babies  were  discharged  "in  excellent  general 
condition."  Of  the  remaining  twenty-four,  fourteen  gained 
well  and  two  slowly  throughout  their  illness,  including  two  who 
were  artificially  fed,  five  lost  for  a  time  but  were  gaining  well 
when  discharged,  and  only  three  lost  steadily. 

The  practical  point  to  be  gleaned  from  this  study  of  the  general 
condition  of  the  child  is  that  there  is  no  reason  to  separate  the 
child  from  the  mother,  even  if  she  be  diseased,  since  her  milk  is 
not  affected  and  the  babies  do  much  better  if  breast  fed.     Only 
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if  the  mother  is  particularly  ignorant  or  uncleanly,  will  it  be 
wise  to  take  the  baby  from  her  to  avoid  the  chance  of  continual 
reinfection  as  was  finally  necessary  in  one  of  our  cases.  The 
mother  of  this  child  was  so  deficient  mentally  that  it  was  im- 
possible to  reason  with  her  or  control  her  actions,  and  there 
seemed  to  be  no  hope  of  a  cure  for  the  baby  as  long  as  she  was 
with  it. 

The  present  methods  of  prophylactic  treatment  for  ophthalmia 
are  direct  descendants  of  the  method  which  Cred6  introduced  in 
1882.  His  original  2  per  cent,  solution  of  silver  nitrate  proved 
to  be  too  irritating  (Gewin  in  a  recent  article  reports  about  61/4 
per  cent,  of  cases  of  "silver  catarrh"  following  the  use  of  i  1/2 
and  2  per  cent,  silver  nitrate,  and  Cragin  also  calls  attention  to 
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Gonorrheal  Ophthalmia  developed  on  eleventli  day. 

this  objection)  and  was  soon  replaced  by  the  i  per  cent,  solution, 
which  is  now  so  widely  employed.  This  is  what  we  use  at  the 
College  Maternity,  neutralizing  it  with  salt  solution,  and  then 
flushing  the  eyes  with  boric  acid  solution. 

It  would  take  too  long  even  to  mention  all  the  new  organic 
compounds  of  silver  which  are  still  being  brought  out.  Argyrol 
is  one  of  the  best-known,  particularly  in  this  vicinity,  and  may 
stand  as  a  type  of  the  class.  It  is  certainly  less  irritating  than 
silver  nitrate,  if  more  expensive,  and  Cragin  claims  that  it  gives 
better  results.  The  most  marvelous  figures,  however,  are 
given  for  sophol  by  von  Herff,  who  used  it  in  over  7000  cases, 
with  only  two  subsequent  infections  (one  early  and  one  late),  or 
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.026  per  cent.  He  drops  the  solution  on  the  closed  lids,  in  order 
to  saturate  the  lashes  and  the  edges  of  the  lids,  where  gonococci 
are  likely  to  lurk. 

The  results  of  prophylactic  treatment  as  seen  in  our  out-practice 
are  as  follows  (although  our  work  corresponds  in  many  ways  to 
general  practice,  it  seems  fair  to  say  that  we  might  expect  less 
favorable  results  on  account  of  unsanitary  living  conditions, 
overcrowding  and  the  like).     In  a  series  of  2275  cases  we  found 

Marked  silver  reaction 4 

Slight  reaction 2 

Conjunctivitis  (not  gonorrheal  clinically  or  microscopically  4 
Gonococcus  infection  clinically  (negative  microscopically)  2 
Gonococcus  infection,  both  clinically  and  microscopically)    2 

Total 14  or  0.61  per  cent. 

Omitting  the  first  cases  of  silver  reaction,  there  remain  eight 
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Weight  chart.     Baby  B.     Ophthalmia  developed  third  day. 
cases  of  ophthalmia  (0.35  per  cent,  of  which  at  most  four  (0.175 
per  cent,  were  gonococcus  infections). 

Quite  other  results  obtain  in  the  service  of  the  hospital,  where 
in  950  cases,  ophthalmia  occurred  twenty-seven  times  (2.84  per 
cent.).  Such  a  percentage  would  have  been  most  discouraging, 
had  I  not  found  that  Cragin,  when  using  i  per  cent,  silver  nitrate 
at  the  Sloane  Maternity,  had  thirty-four  cases  per  1000  (3.4  per 
cent.).  With  20  per  cent,  argyrol  his  proportion  was  21  per  1000. 
But  it  is  just  here  that  I  wish  to  refer  back  to  the  classification  of 
our  cases,  since  it  has  a  distinct  bearing  on  this  point  of  the  value 
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of  prophylaxis.  It  stands  to  reason  that  no  silver  solution  on 
earth  can  be  expected  to  prevent  an  inflammatory  condition 
which  is  present  at  the  birth  of  the  child  as  in  three  of  our  cases. 
Moreover,  it  cannot  be  expected  that  the  effect  of  treatment  at 
birth  will  last  forever  and  it  is  generally  admitted  that  if  a  case  of 
ophthalmia  develops  after  the  fifth  day  the  infection  has  been 
acquired  after  birth,  and  so  can  hardly  be  considered  to  reflect 
on  the  method  of  prophylaxis.  We  thus  find  that  i  per  cent, 
silver  nitrate  failed  to  protect  in  ten  cases  eight  if  we  accept 
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Weight  chart.     Baby  L.       Our  worst  case  of  Ophthalmia.     No  effect  on  weight. 


Stephenson's  classification)  out  of  950  births  or  10.5  per  1000 — 
and  I  think  we  shall  tr}^  it  awhile  longer,  particularly  in  view  of 
the  excellent  results  in  the  out-practice. 

The  secondary  cases  should  not  be  thus  lightly  brushed  aside, 
however,  and  regarded  as  of  secondary  importance  as  well. 
Their  frequent  occurrence  in  our  series  is  a  point  which  has  struck 
me  so  forcibly  that  I  am  grateful  to  the  Pediatric  Society  for 
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causing  me  to  write  this  paper  and  so  discover  it.  It  is  true  that 
they  are  not  the  result  of  inefficient  prophylaxis  at  birth,  but  for 
all  that,  I  feel  that  they  ought  not  to  and  need  not  occur,  and 
I  mean  promptly  to  take  steps  for  their  prevention.  Certainh' 
their  number  could  be  greatly  diminished  by  the  repetition  of 
some  prophylactic  treatment  at  intervals  of  two  or  three  days 
through  the  puerperium,  when  gonorrhea  is  suspected  in  the 
mother.  It  will  probably  be  better  to  use  argyrol  than  silver 
nitrate  on  account  of  its  less  irritating  character. 

I  also  feel  that  these  secondarj'^  cases  must  be  responsible  for 
a  certain  per  cent,  of  the  blindness  dating  from  infancy,  and  for 
that  reason  would  recommend  most  careful  inspection  of  the 
baby's  eyes  throughout  the  puerperium,  even  though  prophy- 
lactic measures  have  been  taken  at  birth.  It  is  clear  from  the 
records  of  blind  asylums  in  this  country  that  the  proportion  of 
their  inmates  whose  affliction  is  attributed  to  ophthalmia  neona- 
torum is  not  falling  off  to  any  extent.  This  means  that  the 
necessity  of  prophylaxis  at  birth  should  be  vigorously  pushed  on 
all  sides.  It  has  been  customary  to  put  the  blame  serenely 
upon  the  ignorant  midwives  and  demand  regulation  of  their 
practice,  but  we  must  also  recognize  that  physicians  are  to 
blame  as  well — in  from  29  per  cent,  to  70  per  cent,  in  different 
series — and  urge  them  to  practice  more  thoroughly  what  they 
preach.  Much  will  also  be  gained  when  this  disease  is  report- 
able, since  secondary  as  well  as  primary  cases  will  then  receive 
attention  which  they  deserve. 

The  treatment  in  these  cases  I  shall  not  detail,  nor  shall  I 
make  any  comparisons  of  the  methods  used  by  the  various 
ophthalmologists  who  have  directed  the  management  of  our 
more  severe  cases.  We  have  depended  for  the  most  part  on 
argyrol,  supplemented  at  need  by  silver  nitrate,  boric  flushings, 
hot  and  cold  compresses  for  the  swollen  lids,  and  atropine  for 
dilatation  of  the  pupil.  Vaccine  was  used  in  the  last  case. 
Whatever  the  treatment  the  results  have  been  uniformly  good, 
except  in  the  case  of  one  child  who  died  from  uncontrollable 
hemorrhage  from  the  entire  conjunctiva  of  both  eyes — perhaps 
a  case  of  hemorrhagic  disease  of  the  new-born. 

In  conclusion  my  thanks  are  due  to  those  ophthalmologists 
who  have  contributed  so  largely  to  our  satisfactory  results,  as 
well  as  to  all  those  whose  carefully  kept  records  have  made  this 
paper  possible. 
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THE  CARE  OF  THE  NOSE  AND  THROAT  IN  CHILDREN. 

BY 

HAROLD  IL\YS,  A.  M.,  M.  D., 

Assistant  Surgeon  in  Otology  at  the  New  York  Eye  and  Ear  Infirmary. 

The  commonest  portal  of  entry  of  infection  naturally  is  the 
mouth,  the  nose  deserves  second  place,  and  if  it  were  not  for  the 
vast  amount  of  lymphatic  tissue  contained  within  Waldeyer's 
ring,  numerous  bacteria  of  menace  to  the  little  patient  would 
find  their  way  into  the  intestinal  canal,  lungs  and  circulation. 
We  have  evident  proof,  for  example,  of  the  vast  amount  of  work 
performed  by  the  tonsils,  for  on  microscopic  examination  numer- 
ous bacteria  can  often  be  seen  in  the  parenchyma,  and  experi- 
ments with  various  chemicals  have  also  shown  that  there  is  a 
definite  connection  between  these  two  organs  and  the  lymphatic 
structures  of  the  neck.  In  infancy  and  early  childhood  enlarge- 
ment of  the  upper  cervical  glands  is  not  an  uncommon  occurrence. 
This  is  due  for  the  most  part  either  to  teething  with  its  inflam- 
matory accompaniment  or  to  the  attempt  on  the  part  of  nature 
to  destroy  bacteria  which  otherwise  might  cause  a  great  deal  of 
harm. 

At  this  day  the  question  of  tonsil  enucleation  is  occupying  a 
large  space  in  the  literature  and  it  is  often  a  question  whether  or 
not  it  is  advisable  to  remove  tonsils.  In  a  former  paper  {New 
York  Medical  Journal,  July  13,  1912),  I  remarked:  "I  believe 
that  the  tonsils  are  of  a  great  deal  of  value  in  early  infancy  and 
childhood,  but  that  as  a  result  of  the  vast  amount  of  work  which 
they  perform  during  the  first  few  years  of  life,  they  eventually 
become  in  most  instances  a  menace  and  a  source  of  danger." 
I  work  upon  the  principle  that  no  tonsils  are  of  so  little  value 
during  the  first  two  years  that  they  should  be  removed  unless 
they    cause    definite    symptoms,    directly    or   reflexly,    such    as 
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impairment  of  breathing,  frequent  attacks  of  tonsillitis  or  a 
tendency  toward  a  suppuration  of  the  glands  of  the  neck. 
Many  children  who  are  brought  to  the  specialist  for  nasal  obstruc- 
tion suffer  from  a  very  slight  hypertrophy  of  the  tonsils  and  a 
great  deal  of  adenoid  tissue  in  the  nasopharynx. 

It  is  impossible  in  these  cases  to  say  whether  the  adenoids  are 
the  sole  cause  of  the  obstruction  or  whether  the  tonsils  by  their 
enlargement  backward  into  the  nasopharynx  also  contribute 
toward  the  stenosis.  The  nasopharynx  in  a  child  under  two 
years  of  age  will  just  about  admit  the  tip  of  the  little  finger. 
And  tonsils  the  size  of  hazel-nuts  or  possibly  of  peanuts  may  be 
large  enough  to  cause  as  much  trouble  as  the  adenoid  tissue  which 
is  lodged  behind  the  palate.  The  relation  between  the  size  of 
the  tonsils  and  the  individual  throat  is  of  far  more  importance 
than  the  size  of  the  tonsil  taken  by  itself. 

Whether  the  tonsils  exercise  some  individual  function  such  as 
the  secretion  of  an  internal  product  which  may  be  likened  to  the 
thyroid  secretion  is  questionable.  Yet  during  the  first  two  years 
it  is  better  to  assume  that  such  is  the  fact.  Adenoids  are  not 
supposed  to  contain  any  internal  secretion,  yet  it  has  been  defi- 
nitely established  that  there  is  a  direct  relationship  between 
the  thyroid  gland  and  adenoids  and  in  some  instances  when  the 
thyroid  gland  is  lacking  and  the  adenoids  have  been  removed 
symptoms  of  cretinism  have  been  observed.  Conversely,  it 
has  been  stated  by  some  English  authorities  that  the  administra- 
tion of  th3rroid  extract  will  often  reduce  the  size  of  an  adenoid 
and  that  it  is  a  wise  policy  to  administer  small  amounts  of  the 
extract  of  this  gland  in  those  cases  in  which  the  child's  general 
physical  condition  does  not  improve  after  the  removal  of  these 
vegetations. 

If  it  is  decided  to  remove  the  tonsils,  enucleation  is  the  only 
operation  permissible.  Tonsillotomy  is  not  a  surgical  procedure 
and  the  after  results  of  such  an  operation  are  often  disastrous 
for  it  may  be  necessary  to  reoperate  these  children  and  when 
such  an  operation  is  done  various  difftculties  are  encountered 
which  make  the  procedure  anything  but  easy.  I  have  come 
across  numerous  cases  in  which  the  tonsils  had  been  previously 
removed  once,  twice  and  three  times  and  in -which  it  has  then 
been  necessary  to  do  a  tonsillectomy.  Numerous  adhesions 
had  been  formed  between  the  anterior  and  posterior  pillars  and 
the  segment  of  tonsil  that  remained  and  portions  of  the  palate 
had  become  enmeshed  in  the  adhesions  and  in  some  cases  the 
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segment  had  become  so  adherent  to  the  sides  of  the  throat  that 
it  was  impossible  to  do  a  thoroughly  clean  operation  without  a 
great  deal  of  mutilation  of  the  tissues.  Yet  in  these  cases  it  was 
necessary  to  do  something  and  the  end  justified  the  means. 

There  is  no  question  that  removal  of  adenoids  is  necessary  in 
children  and  this  procedure  is  considered  so  simple  that  it  is 
often  performed  by  the  most  incompetent  operators.  The 
removal  of  adenoids  is  not  a  difficult  procedure  but  one  must 
know  how  to  do  the  operation  and  one  must  perform  it  many 
times  before  he  can  be  satisfied  that  all  the  tissue  he  seeks  to 
remove  is  removed.  Even  with  the  utmost  care  the  most 
competent  operator  cannot  promise  that  the  adenoids  will  not 
recur,  for  at  the  time  of  operation,  on  account  of  the  great 
amount  of  bleeding  and  the  inability  to  see  the  nasopharynx, 
one  may  have  been  unfortunate  enough  to  leave  a  small  piece 
of  adenoid  tissue  which  will  grow  again.  In  children  over  five 
years  of  age  I  have  been  able  five  or  six  days  after  the  operation, 
in  many  instances,  to  get  a  clear  view  of  the  nasopharynx  by 
means  of  my  pharyngoscope  and,  therefore,  I  have  often  been 
able  to  assure  myself  that  no  tissue  remained. 

Although  tonsils  and  adenoids  are  the  two  bugbears  of  infancy 
and  childhood  there  are  one  or  two  other  conditions  which  are  of  a 
great  deal  of  importance.  I  might  first  mention  the  condition  of 
high,  arched  palate  with  narrow  nasal  orifices,  which  is  account- 
able for  a  great  deal  of  mouth  breathing  in  children.  These 
cases  belong  more  particularly  to  the  orthodontist.  They  must  be 
recognized  however  by  the  nose  and  throat  surgeon.  It  makes 
no  difference  how  much  tissue  is  removed  from  the  throat  and 
nasopharynx  if  the  nasal  orifices  are  small,  for  until  such  a  condi- 
tion is  corrected  breathing  will  naturally  take  place  through 
the  mouth.  It  is  marvelous  to  see  the  wonderful  effect  which  the 
orthodontist  can  procure  by  the  widening  of  the  upper  jaw.  In 
those  cases  which  I  have  referred  to  a  competent  orthodontist 
who  has  been  able  to  spread  the  jaw  from  one-half  to  three- 
quarters  of  an  inch,  cases  in  which  tonsils  and  adenoids  have  been 
thoroughly  removed,  and  in  which  there  was  still  a  nasal  ob- 
struction, the  nasal  orifices  became  sufficiently  enlarged  to  allow 
of  proper  breathing,  and  the  result  upon  the  child  was  as  miracu- 
lous as  if  he  had  been  a  cretin  to  whom  th\Toid  extract  had  been 
administered. 

Suppuration  of  glands  of  the  neck  in  definite  relationship  to  the 
tonsils  is  not  an  uncommon  condition  in  infancv  and  earlv  child- 
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hood.  It  is  often  a  question  whether  it  is  more  advisable  to  get 
at  the  source  of  the  condition  and  remove  that  or  to  remove  the 
gland  itself.  It  has  been  definitely  proven  by  Wood  of  Philadel- 
phia, and  Beck  of  Chicago,  that  an  infection  of  these  so-called 
tonsillar  glands  takes  place  and  in  many  cases  the  removal  of  the 
tonsil  has  caused  a  subsidence  of  the  inflammatory  suppurative 
condition  of  the  gland.  Beck  cites  one  case  in  which  there  was  a 
diffuse  inflammatory  condition  of  the  glands  on  both  siies  of  the 
neck.  He  performed  a  radical  operation  on  the  glands  of  one 
side  leaving  the  tonsil  intact,  and  on  the  other  side  removed  the 
tonsil  without  touching  the  glands.  On  the  side  where  the 
glands  had  been  removed  there  was  a  recurrence,  but  on  the 
side  where  the  tonsil  only  had  been  removed  the  inflammatory 
condition  subsided  entirely.  This  experience  has  been  encoun- 
tered by  others  and  it  is  my  policy  in  every  instance  to  remove 
the  tonsil  totally  first  and  then  if  necessary  (and  it  is  sometimes 
necessary)  to  remove  the  offending  gland  six  or  eight  weeks  later. 
Often  in  these  cases  where  the  glands  are  removed,  if  the  source 
of  the  condition,  thatis  the  tonsil,  is  allowed  to  remain,  re- 
currence will  almost  invariably  take  place. 

A  very  common  condition  of  childhood  which  is  very  often 
overlooked  and  is  of  a  great  deal  of  importance  is  a  suppurative 
condition  of  the  ethmoid  cells.  Many  children  run  about  for 
weeks  and  weeks  with  a  so-called  cold  which  gradually  impairs 
their  general  body  vitality  and  which  causes  the  parents  to  sus- 
pect that  the  condition  is  due  to  adenoids.  One  will  often  see  a 
swollen  and  turgescent  mucous  membrare  in  the  nose  and  pus  or 
mucopus  exuding  from  both  nostrils  which  have  become  ecze- 
matous  on  account  of  the  frequent  wiping  of  the  nose,  or  on 
account  of  the  irritation  of  the  secretion. 

Too  much  instrumentation  in  these  cases  is  absolutely  perni- 
cious and  yet  something  must  be  done.  In  older  children  simple 
sprays  may  be  used  and  the  membranes  kept  clean  by  postnasal 
pharyngeal  douching.  In  young  children  and  in  infants  this  is 
almost  impossible  and  one  must  rely  on  such  simple  remedies  as 
can  be  applied  with  a  medicine  dropper.  The  principle  to  aim  at 
is  to  shrink  the  mucous  membrane  and  allow  as  much  space  as 
possible  for  the  elimination  of  the  secretion.  In  infants  and 
younger  children  I  employ  the  simple  expedient  of  liquid  al- 
bolene  perhaps  using  a  few  drops  of  i/ioooo  adrenalin  chloride 
beforehand.  The  use  of  boric  acid  or  any  other  mild  alkaline 
solution  is  permissible  if  one  is  sure  to  use  some  oily  liquid  after  it, 
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but  the  use  of  these  alkaline  solutions  alone  will  cleanse  the  mucous 
membrane  to  such  an  extent  that  their  protective  covering  is 
removed  and  therefore  the  passages  are  more  open  to  infection. 
Argyrol  in  lo  per  cent,  solution  often  helps  considerably,  but  I 
have  kno^^-n  cases  in  which  the  suppuration  has  gone  on  to  the  ex- 
tent of  causing  such  a  destruction  that  a  radical  operation  was 
necessary. 

The  sinuses  of  children  are  more  open  to  infection  than  one 
usually  supposes.  Anatomically  they  are  very  very  small  and  in 
infants  under  one  year  of  age  it  is  seldom  that  the  sinuses  are  well 
enough  developed  to  allow  of  any  infection  at  all,  but  cases  do 
occur  where  abnormally  large  sinuses  are  present  in  infants  and 
children  and  it  is  in  these  cases  that  infection  must  be  looked  for. 
The  employment  of  any  radical  medicinal  treatment  will  be  liable 
to  cause  more  harm  than  good,  for  the  children  fight  against  the 
treatment  and  often  the  continued  crying  and  struggling  will 
cause  a  reaction  inflammation  which  plugs  up  the  channels  more 
effectively  than  they  were  before. 

Of  course,  there  are  other  conditions  in  infancy  and  childhood 
with  which  the  specialists  have  to  deal  but  those  outlined  above 
are  the  most  common  and  occur  so  frequently  that  they  must  be 
given  serious  attention.  As  a  rule  the,  general  practitioner  is  not 
competent  to  deal  with  such  cases  and  where  nasal  obstruction 
or  nasal  suppuration  lasts  over  a  considerable  length  of  time  the 
only  wise  course  to  pursue  is  to  refer  these  cases  to  the  specialist 
who  can  use  the  proper  instrumentation  in  examination  and  diag- 
nosis of  conditions  which  may  turn  out  to  be  far  more  serious  than 

one  would  at  first  suppose. 
II  West.  Eighty-first  Street. 


THE  MARANTIC  INFANT. 

BY 

GEORGE  F.  LITTLE,  M.  D., 

Brooklyn,  N.  Y. 

Marasmus  is  fortunately  not  so  much  observed  in  pediatric 
practice  unless  one  be  called  into  the  tenement  house  districts. 
In  hospital,  institutional  and  dispensary'  work,  however,  it  is 
more  or  less  constant. 

In  the  International  List  of  Causes  of  Death,  the  word  maras- 
mus is  held  as  insufficient — this  because  of  frequent  misuse  at 
home  and  a  different  definition  abroad. 
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The  term  as  used  by  our  foreign  colleagues  is  expressive  of 
organic  fault.  Fruhwald,  for  example,  in  his  handbook  of 
diseases  of  children,  writes:  "Atrophy  (marasmus)  develops  in 
children  who,  owing  to  some  organic  defect,  are  unable  to  assimi- 
late their  food,  although  the  latter  is  both  adequate  in  quantity 
and  suitable  in  quality."  Among  American  writers,  however, 
the  disease  is  classed  as  a  condition  without  local  organic  lesion. 
As  Holt  expresses  it,  "A  vice  of  nutrition  only."  Marasmus 
(from  the  Greek  "to  wither")  is  therefore  only  comprehensive 
as  a  disease  entity  when  used  according  to  this  latter  definition. 

Synonymous  terms  in  use  are  as  numerous  as  remedies  for 
whooping  cough:  Simple  atrophy,  athrepsia,  pedatrophy,  simple 
wasting,  infantile  atrophy,  extreme  malnutrition,  simple  infantile 
atrophy,  gastrointestinal  atrophy,  chronic  atrophy,  progressive 
wasting,  etc.  Certainly  there  are  many  fancy  ways  of  expressing 
the  simple  idea  of  starvation  from  nonassimilation  of  food. 
Between  malnutrition,  marasmus  and  acute  inanition  there,  can 
be  no  sharp  dividing  line;  nor  is  it  essential  to  so  subdivide, 
except,  perhaps,  to  make  a  little  more  clear  the  degree  of 
starvation  present. 

Etiology. — While  improper  feeding  is  the  main  causative  factor, 
yet  bad  hygiene,  and  surroundings  which  do  not  afford  a  suffi- 
ciency of  fresh  air  and  sunlight,  or  inherited  weakness  of  constitu- 
tion are  matters  that  must  be  very  fully  taken  into  account. 
An  infant  deprived  of  a  plenitude  of  fresh  air  and  sunshine  will 
droop  like  a  withered  flower  and  its  digestive  powers  wiU 
decrease  often  to  a  point  where  even  fully  adapted  food  is  not 
properly  assimilated. 

Under  the  first  head,  improper  feeding,  the  use  of  condensed 
milk  easily  outranks  all  other  faults.  Among  the  poorer  classes 
this  preparation  is  widely  employed  as  being  cheap,  easy  to  make 
into  mixtures  and  of  indefinite  keeping  qualities.  While  condensed 
milk  may  be  made  into  a  proper  food,  for  temporary'  use,  by  such 
a  dilution,  for  example,  as  one  in  eight,  with  cream  addition,  the 
average  mother  uses  a  greater  dilution  and  omits  cream.  Some 
of  the  babies  receive  a  mixture  that  would  undernourish  a  pre- 
mature kitten.  The  writer  has  for  several  years  made  it  a  point 
to  examine  for  rachitis  all  babies  who  have  been  fed  for  any 
length  of  time  on  condensed  milk.  He  seFdom  fails  to  find  it. 
Such  commercial  infant  foods  as  do  not  call  for  mixture  with 
cow's  milk  are  usually  creators  of  the  marantic  condition.  A 
proportion  of  cases   are   found   dependent   upon   the   improper 
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modification  of  the  proper  artificial  food,  i.e.,  cow's  milk. 
Analyses  of  such  group  would  doubtless  show,  in  the  large 
majority,  mixtures  too  weak  for  the  infant's  needs.  Too  weak 
occasionally  in  fats,  most  often  in  proteins. 

Diagnosis. — The  marantic  infant  presents  a  picture  so  strik- 
ing and  so  familiar  that  description  is  superfluous.  Some  of  us 
perhaps,  would  claim  to  recognize  such  cases  a  block  away.  It  is 
on  this  ready  recognition  that  we  sometimes  fall  into  grevious 
error.  The  younger  brothers  of  our  profession  especially  are 
prone  to  say  "marasmus"  Avhenever  the  little  pinched  features, 
claw-like  hands  and  pipe-stem  legs  appear.  A  searching  exami- 
nation is  necessary  to  exclude  wasting  from  organic  disease. 
Tuberculosis,  for  example,  is  difflcult  to  exclude.  I  have  seen 
more  than  one  case  of  hereditary  syphilis  diagnosed  as  marasmus, 
likewise  the  wasting  due  to  empyema.  Gastroenteric  disease 
must  also  be  considered.  Thinking  that  he  who  runs  may  read 
the  signs  of  marasmus,  the  runner  must  be  sure  he  isn't  going  too 
fast. 

Prognosis. — The  prognosis  must  be  guarded;  it  will  depend  on 
the  condition  of  the  child  and  its  surroundings,  together  with 
its  response  to  proper  measures  of  feeding  and  hygiene.  The 
age  of  the  infant  and  the  duration  of  the  marantic  condition  are 
factors  of  importance.  The  outlook  in  a  given  case  will  depend, 
in  the  largest  degree,  upon  environment,  in  other  words,  whether 
every  detail  of  treatment  can  be  carried  out.  The  liability  of 
these  nonresistant  little  ones  to  intercurrent  disease  should  be 
borne  in  mind. 

Prophylaxis. — -An  ounce  of  prevention  in  this  disease  is  worth 
many  pounds  of  cure  and  prophylaxis  is,  therefore,  the  essential 
thing.  Education  along  proper  lines  has  saved  and  will  save 
thousands  of  little  lives  which  are  valuable  in  our  political 
economy.  The  Spartan  idea  of  backing  up  the  theory  of  "The 
survival  of  the  fittest "  by  exposing  weak  infants  upon  the  moun- 
tains has  no  place  in  our  modern  preventive  medicine.  It  is  our 
desire  to  make  the  weak  infant  strong,  but  far  more  to  prevent 
his  being  weak. 

There  is  room  for  much  more  of  effort  along  these  lines — room 
for  more  instruction,  for  more  milk  stations,  for  better  milk,  for 
central  laboratories  supplying  the  stations  with  special  formulae 
ordered  by  physicians,  for  better  fresh  air  opportunities,  for 
improved  tenements,  for  more  extended  institutional  and  hospital 
facilities. 
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Harper's  Weekly  estimates  that  there  are  12,000  births 
annually  in  the  borough  of  Manhattan  alone,  where  the  help  of 
the  milk  stations  and  the  instructions  of  visiting  nurses  are  vital 
necessities  for  the  welfare  of  the  babies.  Millions  are  being 
given  to  endow  colleges,  to  found  public  libraries;  the  babies 
have  had  no  just  share  in  the  plans  of  our  wealthy  and  public 
spirited  citizens.  There  is  an  opening  here  for  men  of  large 
means  who  wish  to  give  without  pauperizing,  an  opening  to  give 
life  and  strength  to  the  little  ones,  who  will  be  the  men  and 
women  of  tomorrow. 

Treatment. — First  and  foremost,  a  wet  nurse  offers  the  marantic 
infant  its  very  best  chance.  Unfortunately  not  one  case  in  a 
hundred  can  be  so  handled  through  lack  of  means  on  the  parent's 
part  or  lack  of  such  provision  in  institutions.  In  hospitals 
having  both  children  and  maternity  divisions  a  breast  is  occasion- 
ally available.  It  may  seem  Utopian,  yet  it  is  possible  that  some 
day  we  may  have  pavilions  for  the  care  of  these  children  with  a 
sufficiency  of  foster  mothers,  separate  rooms  and  a  plenitude  of 
fresh  air  and  sunshine.  So  long  as  we  believe  that  human  lives 
are  worth  saving,  so  long  will  there  be  a  chance  for  such  a  develop- 
ment as  this.  The  ordinary  hospital  ward  is  no  place  for  these 
cases.  No  matter  how  carefully  the  food  is  adapted,  the  baby 
still  is  handicapped  by  the  necessity  of  spending  practically  all 
of  its  time  in  a  crib.  The  exercise  afforded  in  being  carried  about 
— the  daily  outings — in  other  words,  the  individual  care  that  the 
little  one  should  receive — these  advantages  cannot  be  given 
without  a  much  larger  force  of  attendants  than  is  generally  found. 
Under  present  conditions  we  must  try  to  nourish  the  infant 
artificially  and  give  as  much  fresh  air  and  sunshine  as  the  limita- 
tions of  environment  will  allow.  Chapin  much  reduced  his 
mortality  and  best  solved  the  problem — so  far  as  it  can  be  solved 
without  wet  nursing — by  organizing  a  society  to  place  the  little 
ones  in  children's  country  homes,  just  enough  being  paid  in  the 
way  of  board  to  cover  expenses. 

A  cardinal  fault  is  to  give  the  baby  too  strong  mixture  at  first. 
A  case  being  eight  months  old,  a  six  months'  formula  is  tried. 
But  the  little  patient  happens  to  weigh  only  nine  pounds,  not 
much  above  birth  weight  and  has  badly  impaired  digestive 
functions  at  that.  One  might  well  feel  his  way  with  a  four  to  six 
weeks  mixture,  after  resting  the  stomach  for  a  day  or  so  upon  a 
barley-water  diet.  It  takes  a  man  some  time  to  get  rid  of  the 
notion,  drilled  into  him  by  text-book  feeding  tables,  that  age  is 
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the  main  factor  in  the  selection  of  a  formula  for  a  baby.  No 
rules  or  set  of  formulas  can  be  given,  of  course,  for  the  marasmic 
cases,  percentages  must  be  varied  to  suit  the  individual. 

Recent  investigations  would  indicate  that  these  little  patients 
have  their  greatest  difficulty  in  handling  the  fats  of  cow's  milk. 
Fat  percentages  must  therefore  be  kept  low,  i  to  i  1/2  per  cent, 
is  proper  at  the  start,  with  increase  shortly  to  2  per  cent.  Above 
this  in  most  cases  it  is  not  advisable  to  go,  although  a  further 
half  per  cent,  is  tolerated  in  some  cases. 

The  proteins  should  be  rather  high,  but  the  weakened  digestion 
will  often  cause  the  appearance  of  curd  in  the  stools.  By  the  use 
of  whey,  cream  and  skim  milk  modifications,  "the  split  protein 
method,"  the  infant  may  receive  a  sufficiency  of  this  vital  food 
element  with  light  digestive  tax.  Finkelstein  to  the  contrary, 
the  writer,  after  experience  covering  a  period  of  years,  finds  these 
mixtures  of  great  value  in  the  majority  of  cases.  While  the 
figuring  of  split  protein  formulas  has  heretofore  been  a  complicated 
matter,  a  way  has  been  devised  by  which  the  practitioner  may 
employ  them  with  ease  and  delicate  scientific  accuracy. (i) 

Sugar,  in  any  form  of  food,  may  be  started  at  5  per  cent,  and 
increased  to  toleration,  usually  61/2  per  cent. 

Recent  experiments  by  Holt  and  Levene(2)  give  indication 
that  the  addition  of  olive  oil  to  the  usual  diet  improves  the 
utilization  of  the  total  fat.  The  deficiency,  therefore,  caused  b>' 
the  cutting  down  of  fats,  can  be  made  good.  This  is  extremely 
desirable  and  has  worked  well  in  the  ^vriter's  practice  during  the 
past  few  months.  A  half  teaspoonful  of  the  oil  is  given  twice 
daily,  immediately  after  feedings.  In  most  cases  the  frequency 
of  the  dose  may  be  gradually  increased  until  it  is  given  after  each 
feeding — six  or  seven  times  a  da)^ 

Where  ordinarv^  modifications  of  milk  are  employed,  the  use 
of  cereal  waters  or  gruels  is  a  matter  of  consideration. 

Partial  or  full  peptonization  is  sometimes  necessary  for  a 
limited  period,  especially  where  the  proteins  are  not  split.  The 
addition  of  sodium  citrate,  one  or  two  grains  to  each  ounce  of  the 
milk  and  cream  in  the  mixture  is  often  an  efficient  substitute. 
"  Malt  soup  "  is  a  concoction  worth  bearing  in  mind  for  temporarv^ 
use — it  will  occasionally  adapt  itself  and  cause  an  increase  in 
weight  where  other  diet  measures  have  failed. 

It  is  surprising,  sometimes  painfully  so,  how  the  weight  of 
these  little  ones  may  change  in  a  few  days.  There  must  be  an 
accurate  weighing  every  second,  or  at  the  most  every  third  day. 
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Instead  of  being  reported  as  to  their  character,  the  stools 
themselves  should  come  under  the  observation  of  the  physician. 

These  infants,  showing  as  they  do,  a  tendency  to  subnormal 
temperature,  will  present  a  cool  body  surface  often,  with  cold 
hands  and  feet.  Artificial  heat  is  very  frequently  indicated. 
The  hot  water  bag  or  bottle  will  generally  suffice — with  extreme 
care  not  to  cause  burns.  A  very  weak  baby  with  markedly  sub- 
normal temperature  may  require  wrapping  in  cotton  wool  after 
inunction  with  oil. 

Where  there  is  but  little  crying,  only  the  weak  marantic  wail, 
crying  spells  must  be  induced  several  times  a  day  to  expand  the 
lungs.  Annoying  the  baby  will  sometimes  accomplish  the 
result.  Most  often  it  will  have  to  be  spanked,  a  la  Holt.  Orders 
for  this  process  are  entered,  in  the  writer's  hospital  wards,  as  for 
"the  breathing  exercise." 

Daily  inunctions  of  the  infant's  body  with  fats  are  of  some 

possible  value — cod  liver  oil  appears  to  be  the  most  fashionable 

application,  at  least  among  the  laity.     Olive  oil  is  a  desirable 

substitute.     Those  who  have  had  dealings  with  the  marantic 

infant  will  have  noted  that,  owing  to  the  character  of  the  stools, 

the  odor  radiated  in  the  immediate  neighborhood  is  not  that  of 

an  exotic  flower,  not  even  that  of  the  common,  or  garden  variety 

of  geranium.     The  admixture  of  a  constant,  stale  cod-liver  odor 

might  be  held  as  a  sufficient  justification  for  a  mother  to  desert 

her  own  child. 
469  Clinton  Avenue. 
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REPORT    OF   A    CASE   OF   STREPTOCOCCUS    EMPYEMA 
COMPLICATED  BY  ERYSIPELAS.* 

BY 
A.  HYMANSON,  M.  D  , 

New  York 

Child  I.  Sp.,  six  months  old,  was  admitted  to  Beth  Israel 
Hospital  (Dr.  Huber's  Service)  June  15,-1910.  The  family 
history  was  negative;  the  baby  was  breast-fed  and  perfectly 
well  until  four  weeks  before  admission,  when  he  was  vaccinated. 
The  vaccination  did  not  heal;  there  was  always  some  sloughing. 

*  Case  presented  before  a  meeting  of  the  Alumni  of  the  Beth  Israel  Hospital. 
December,  iqii. 
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The  present  illness  began  three  days  before  admission.  There 
was  high  fever,  vomiting,  dyspnea  and  mild  cough.  On  examina- 
tion, a  distinct  pneumonia  was  found  at  the  left  upper  lobe 
posteriorly  and  flatness  at  the  lower  lobe. 

Moro  and  Von  Pirquet  tests  were  negative.  The  urine  con- 
tained traces  of  albumin,  but  no  casts.  The  blood  examination 
showed  hemoglobin  65  per  cent,  and  marked  leukocytosis  from 
19,000  to  39,000. 

On  June  22,  signs  of  effusion  in  the  left  side  of  the  chest  were 
quite  marked  and  an  exploratory  aspiration  at  the  seventh  inter- 
space was  made  and  pus  obtained.  On  the  twenty- third  of 
June,  a  thoracotomy  was  performed  and  a  considerable  amount 
of  thin  pus  evacuated  which  contained  numerous  streptococci, 
but  very  little  fibrin. 

Three  days  after  the  operation,  erysipelas  appeared  around 
the  incision,  and  spread  all  over  the  body  and  extremities  during 
the  course  of  ten  days.  Internal  as  well  as  local  remedies  had  no 
effect  on  the  spread  of  the  disease.  We  then  resorted  to  the  in- 
jection of  a  polyvalent  streptococcus  serum.  From  the  first  to 
the  fifth  of  July,  we  gave  five  injections — 85  c.c.  in  all.  The 
serum  seemed  to  diminish  the  severity  of  the  disease. 

The  empyema  did  not  improve,  although  there  was  ample 
drainage  from  the  cavity.  There  was  some  necrosis  of  the  ribs. 
The  hectic  temperature  continued  for  about  two  and  one-half 
months.  During  this  time,  horse  serum  was  injected  into  the 
pleural  cavity  several  times,  the  total  quantity  being  about 
60  c.c.  These  injections  were  made  at  intervals  of  two  or  three 
days.  The  horse  serum  appeared  to  have  a  marked  influence 
on  the  character  of  the  pus  and  the  number  of  cocci  was  somewhat 
diminished.  The  change  for  the  better  was  simply  temporary, 
the  empyema  with  the  rise  of  temperature  persisted. 

On  September  5,  I  made  a  resection  of  the  sixth  and  seventh 
ribs  and  by  introducing  the  finger  into  the  cavity  broke  up  some 
adhesions  of  the  lung  and  a  yellowish-brown  pus  was  discharged. 
During  the  months  of  July,  August,  and  September,  and  the 
first  half  of  October  the  child  had  intermittent  pyrexia.  He  had 
six  attacks  of  bronchopneumonia,  almost  a  steady  gastrointesti- 
nal derangement,  mostly  diarrheic,  some  rise  of  temperature  and 
anorexia.  In  spite  of  medication  and  change  of  diet,  the  child 
did  not  thrive.  The  wound  was  dressed  until  November  23, 
when  it  healed  completely.  The  child  showed  marked  improve- 
ment during  the  month  of   December  and  gained  4   pounds. 

The  points  of  interest  in  this  case  are:  First,  the  outcome  of 
the  case.  According  to  Holt,  (i)  the  mortality  of  infants  under  one 
year,  particularly  hospital  cases,  is  very  high — fully  90  per  cent. 
Second,  E.  Feer(2)  claims  that  the  prognosis  of  streptococcic 
empyema  is  bad.  He  cites  Netter  who  lost  seven  out  of  nine 
cases  operated  upon,  his  cases  being  much  older  than  the  one 
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described.  Third,  according  to  Hans  Spitzy,(3)  the  prognosis  of 
erysipelas  in  infants  is  absolutely  unfavorable,  although  it  gets 
better  with  each  year.  Erysipelas  ambulans  is  in  itself  a  serious 
affection  and  more  so  as  a  complication  of  another  disease. 
Fourth,  six  attacks  of  bronchopneumonia  and  the  gastrointestinal 
disturbance  having  lasted  throughout  the  summer  months,  the 
baby  being  so  young,  made  the  case  very  difficult  to  contend  with. 
Fifth,  the  serum  therapy  during  the  migratory  attacks  of  ery- 
sipelas and  the  horse  serum  injection  into  the  pleural  cavity 
undoubtedly  had  something  to  do  with  the  recovery  of  the  baby. 
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THE  SHORT  SPICA  IX  THE  TREATMENT  OF  HIP-JOINT 

DISEASE. 

BY 
CARL  R.  KEPPLER,  ^L  D., 

Prof«sor  of  Orthopedic  Surgery  Fordham  Medical  College;  Consulting  Orthopedic  Surgeon 

Fordham  Hospital;  Visiting  Orchopedic  Surgeon,  Fordham  Hospital,  O.  P.D.; 

Orthopedic  Surgeon  German  Poliklinik;  Visiting  Orthopedic  Surgeoa, 

St.  Elizabeth's  Hospital,  Elizabeth,  N.  J. 

In  the  relative  order  of  frequency  of  tuberculous  disease  of  the 
bones  and  joints  the  hip-joint  is  attacked  secondarily  to  the  spinal 
column,  and  much  more  frequently  in  childhood  than  in  adult 
life.  The  disease  is  a  slowly  progressive  one,  with  more  or  less 
destruction  of  bone  and  joint  tissues.  In  as  far  as  possible  the 
body  resists  the  progress  of  the  disease,  rest  of  the  affected  parts 
being  maintained  by  muscular  spasm.  If  uncontrolled,  the  proc- 
ess runs  its  course  in  from  three  to  five  years,  when  natural  cure 
may  result,  leaving  the  joint  in  a  more  or  less  destroyed  and  dis- 
torted condition.  This  end  can  be  artificially  prevented,  the 
disease  can  be  controlled,  its  destructive  progress  checked.  The 
means  thereto  are 

(a)  Surgical  intervention  with  removal  of  the  diseased  bone. 

(b)  Enforced  rest,  by  mechanical  means  to  assist  nature's 
cure,  while  the  limb  is  maintained  in  the  correct  attitude,  with  or 
without  the  administration  of  medicines,  or  operation. 

Undeniably,  ideal  surgical  interference  is  limited.  Only 
complete  removal  of  an  entire  tuberculous  focus,  or  of  the  numer- 


keppler:  treatmext  of  hip-joixt  disease.  889 

ous  foci,  will  be  curative,  and  this  accomplishment  we  can  never 
be  fully  certain  of  in  the  hollow  bones. 

As  the  removal  of  the  end  of  any  bone  (epiphysis)  will  stop  its 
growth,  it  is  not  advisable  to  operate  in  children  on  account  of 
the  resultant  shortening.  Operative  intervention  can  only  be 
advised  even  in  adult  cases  where  rapid  recovery  from  a  serious 
illness  is  of  more  importance  than  the  maintenance  of  a  good 
functionating  limb.  If  the  disease  has  so  far  progressed  as  to 
demand  excision,  a  perfect  functional  result  cannot  be  expected 
for  the  integrity  of  the  joint  is  lost. 

Expectant  (fixation)  treatment  is,  therefore,  of  necessity  the  one 
usually  selected.  For  though  retardation  of  growth  of  the  limb 
is  the  rule  after  coxitis,  and  this  bears  a  distinct  relation  to  the 
amount  and  duration  of  restraint,  still  complete  interference  with 
function  in  the  diseased  joint  must  be  enforced  for  a  long  period 
as  the  least  of  evils. 

Its  objects  are: 

1.  To  give  relief  and  comfort. 

2.  To  arrest  the  progress  of  the  disease. 

3.  To  prevent  deformity  or  contracture. 

4.  To  overcome  existing  deformity. 

The  fixation  is  based  upon  natural  law — complete  rest,  pro- 
ducing local  anemia,  being  found  to  hasten  local  repair  and  body- 
resistance  and  avoiding  further  traumatism.  In  one  important 
respect  this  differs  from  the  spasm  naturally  maintained,  in  that 
the  most  useful  and  restful  position  of  the  leg  is  enforced.  At 
first  it  was  assumed  that  traction  of  the  limb  was  always  a  neces- 
sary adjuvant  to  immobilization,  in  that  it  tends  to  keep  the 
diseased  surfaces  of  the  joint  separated;  this  to  prevent  its  de- 
struction with  consequent  ankylosis.  While  lying  prone  this 
can  be  done,  but  except  in  the  very  young  the  length  of  time 
required  for  treatment  in  the  recumbent  position  seriously 
impairs  the  general  health.  So  portative  apparatus  combining 
fixation  with  traction  is  indicated.  Of  late  it  has  been  proved 
that  no  apparatus  can  satisfactorily  maintain  this  separation  of 
the  joint  when  the  erect  posture  is  assumed  and  weight  put  upon 
the  part.  Nevertheless  the  long  or  short  traction  hip  splints, 
cumbersome  and  irksome  as  they  are,  are  still  very  generally  used. 
They  consist  of  a  long  straight  steel  bar  running  down  the  out- 
side of  the  body  and  limb,  larger  by  several  inches  than  the  leg 
and  with  a  right  angle  cross-piece  and  a  hard  rubber  pad  upon 
which  the  child  walks.     Above,  the  brace  is  attached  to  the  body 
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by  means  of  a  ring  and  straps,  below  the  foot  hangs  freely  and  is 
pulled  down  to  the  cross-piece  by  means  of  straps  and  buckles. 
On  the  well  leg  a  high  sole  is  made  on  the  shoe,  so  that  the  child 
practically  walks  on  a  stilt. 

The  traction  splint  is  necessarily  heavy  to  be  strong  enough  and 
immobilizes  so  much  of  the  trunk  and  limb  as  to  prevent  any 
enjoyment  of  free  body  motion.  The  fixation  is  not  complete 
and  the  traction  is  necessary  to  aid  this ;  in  itself  the  splint  has  no 
effect  on  separating  the  surfaces  of  the  joint.  The  employment 
of  the  adhesive  straps  to  the  leg,  continuously  constricting  the 
blood-vessels,  necessarily  causes  atrophy  and  more  or  less  irrita- 
tion of  the  skin  of  the  leg,  and  often  marked  relaxation  of  the 
ligaments  of  the  knee-joint.  The  ugliness  of  the  splint  is  irk- 
some, its  restraint  weakening  to  the  general  health  of  the  child. 

It  has  long  been  recognized  that  after  very  severe  hip- joint 
disease  with  much  destruction,  ankylosis  of  the  joint,  so  long  as 
a  useful  weight-bearing  nondeforming  position  of  the  limb  could 
be  maintained,  was  rather  better  than  otherwise,  and  a  movable 
distorted  joint  a  source  of  evil.  Furthermore,  fixation  alone,  if 
early  enough  applied,  will  as  effectively  counteract  the  disease 
as  traction  and  fixation. 

Basing  his  treatment  upon  these  findings,  Lorenz  employs  a 
short  plaster-of-Paris  spica  encasing  thigh  and  pelvis  only. 
This  gives  absolute  immobilization  of  the  hip-joint  and  the  posi- 
tion of  natural  rest  and  protection,  abduction  and  extension,  can 
be  produced  while  it  is  being  applied  and  maintained  naturally 
by  it  after  it  has  hardened.  The  result  of  treating  hip-joint 
disease  by  this  means  is  satisfactory  enough  to  make  its  employ- 
ment very  general. 

The  method  of  application  of  the  spica  is  as  follows: 

The  child  is  placed  upon  its  back  on  a  hip  and  shoulder  rest. 
The  shoulders  are  held  above  the  feet  by  an  assistant,  the  feet 
being  supported  by  another.  Over  the  body  and  affected  limb 
seamless  shirting  is  drawn,  and  under  this  runs  a  flannel  or  silk 
scratch  band.  Over  the  shirting  padding  is  wound  to  sufficient 
thickness,  especially  over  the  anterior  superior  spines,  the  peri- 
neum and  at  the  knee.  The  leg  is  now  drawn  into  the  position 
of  abduction  and  overextension  with  slight  traction  to  maintain 
this  attitude.  If  flexion  and  adductive  deformity  are  present 
they  must,  as  far  as  possible,  be  overcome  and  any  rotation  of 
the  leg  be  prevented.  Then  if  ankylosis  occurs  later  the  real 
shortening  of  the  limb  from  destruction  of  the    joint  parts  is 
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masked  and  equalized  by  the  necessary  tilting  of  the  pelvis. 
When  ankylosed  the  leg  is  brought  down  parallel  to  its  fellow 
in  the  act  of  locomotion.  While  this  position  is  being  main- 
tained the  plaster  of  Paris  is  applied  and  should  extend  from 
just  above  the  pelvis  to  the  knee.  It  is  of  importance  to  mould 
it  sungly  over  the  iliac  crests  and  around  the  condyle  of  the 
femur.  This  holds  the  pelvis  and  thigh  firmly  and  prevents 
slipping  of  the  spica  or  rotation  or  movement  in  the  hip-joint 
or  of  the  leg.  The  plaster  is  made  thickest  around  the  joint 
and  in  front  of  the  body,  to  prevent  breakage  as  it  is  well  cut 
away  here. 

As  soon  as  the  bandages  begin  to  set  the  patient  is  taken  off 
the  hip  rest  and  while  lying  on  a  table,  trimming  is  begun.  The 
front  part  is  cut  out  along  its  upper  border  to  below  the  umbili- 
cus, along  its  lower  so  as  to  expose  the  genitals  and  allow  right- 
angle  flexion  of  the  healthy  thigh.  On  the  sides  it  is  left  high 
enough  to  encase  the  iliac  crests  well;  behind,  the  buttocks  are 
left  exposed  and  the  upper  border  is  cut  out  far  enough  to  permit 
as  free  a  motion  of  the  spine  as  possible.  At  the  knee  the  front 
and  back  are  trimmed  away  sufficiently  to  allow  right-angle 
flexion  of  the  joint  and  free  motion  of  the  patella,  but  it  should 
extend  laterally  well  over  the  condyles.  When  the  spica  has  fully 
hardened,  which  should  take  place  in  fifteen  to  twenty  minutes, 
free  parts  of  the  shirting  are  drawn  over  it  and  sewed  together  so 
as  to  completely  cover  it.  The  scratch  band  is  now  pulled  up  and 
down  to  test  its  freedom  of  motion  and  is  then  tied  together  over 
the  spica  and  should  be  used  by  the  patient  daily  all  around  to 
insure  perfect  cleanliness  of  the  skin  under  the  bandage. 

On  accoimt  of  growth  and  also  to  make  observation  of  the 
progress  of  treatment  certain,  the  spica  is  changed  about  every 
three  monhs.  Should  any  vicious  position  not  have  been  fully 
overcome  we  employ  more  marked  corrective  abduction  and 
extension,  and  the  spica  is  reapplied. 

It  has  to  be  worn  generally  two  years  or  more  and  its  discon- 
tinuance depends  upon  what  is  revealed  by  the  3c-ray,  together 
with  the  clinical  findings. 

Observation  of  the  patient  should  be  enforced  for  some  time, 
even  after  cure  appears  complete. 

During  the  progress  of  the  disease  and  the  time  of  treatment 
any  of  the  following  complications  may  arise : 

1.  Exacerbation  of  the  local  disease. 

2.  Abscess  formation. 
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3.  Rupture  of  pus  sac  externally  with  sinus  formation. 

4.  Extension  of  the  tubercular  disease  to  other  joints. 

5.  Assumption  of -distorted  position  of  the  limib. 

6.  General  cachexia,  amyloid  degeneration  of  internal  organs 
and  metastasis. 

Should  exacerbation  occur,  which  is  rare,  rest  in  bed  with  com- 
plete fixation  is  indicated.  As  soon  as  possible  a  long  spica 
including  the  calf  and  foot  is  applied,  and  is  changed  to  the  short 
spica  only  when  the  acute  symptoms  have  subsided. 

Should  abscess  formation  occiu-  the  pointing  sac  should  be  well 
protected.  The  pus  is  usually  absorbed  in  time  after  the  acute 
destructive  process  of  disease  causing  it  is  controlled.  On  ac- 
coimt  of  the  danger  of  mixed  infection  and  sinus  formation, 
aspiration  or  incision  are  only  indicated  when  the  abscess  is  very 
large,  ready  to  burst,  or  when  extensive  birrrowing  occurs,  as 
this  may  extend  to  the  periosteum  of  the  femur  causing  tubercular 
osteoperiostitis. 

For  the  sinuses  several  methods  of  treatment  have  been 
employed,  such  as  injections  into  them  of  iodoform,  glycerine, 
balsam  of  Peru  emulsion  or  bismuth  paste.  The  latter  has  been 
the  most  successful  often  bringing  about  closure  of  the  sinus  and 
hastening  repair  in  the  diseased  joint. 

If  some  other  joint  becomes  involved,  which  is  rather  rare, 
such  treatment  as  is  indicated  must  be  employed. 

If  distortion  of  the  limb  follows  the  cessation  of  the  disease, 
operative  correction  is  necessary  to  overcome  it. 

General  means  must  be  employed  to  overcome  the  systemic 
poisoning  of  the  disease;  fresh  air,  sunlight,  light  wholesome  diet, 
fats,  such  as  are  indicated  in  any  tubercular  cases. 

The  emplo^Ttnent  of  the  spica  is  very  satisfactory.  Abscess 
formation  is  rare.  .  End.residts  are  usualh'  good,  the  limb  after 
recovery  is  firm,  warm,  but  slightly  atrophied  and  the  knee  and 
ankle-joint  are  well  maintained.  Contractions  and  distortions 
never  occur  if  the  spica  is  always  carefully  applied.  The  tim.e 
of  recovery  is  longer  delayed  than  by  brace  treatment. 

Finally,  druing  the  time  of  treatment  the  children  are  but 
slightly  inconvenienced  by  the  spica ;  their  gait  is  rather  good  on 
account  of  the  short  leverage  of  the  fixed  portion  of  the  body. 
They  wear  their  clothes  over  the  completed  dressing,  wear  no 
high  shoe,  suffer  no  mental  anguish  through  ridicule  on  account 
of  undue  clumsiness  or  distortion. 
2  West  Eighty-sixth  Street. 
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DISEASES  OF  CHILDREN. 

Infantile  Diatheses. — Geo.  Schreiber  (Arch,  de  med.  des.  enf., 
June  22,  1912)  defines  a  diathesis  thus:  a  vice  of  nutrition  with 
which  some  children  are  bom,  which  determines  peculiar  forms 
of  reaction  to  various  pathological  agents,  and  which  renders  them 
vulnerable  under  conditions  which  would  do  no  harm  to  a 
normal  organism.  There  is  permanent  trouble  with  their 
nutritional  processes.  The  diatheses  which  the  authors  take 
up  here  are  the  lymphatic  or  scrofulous  and  the  arthritic.  In 
lymphatism  the  children  are  born  of  sick,  enfeebled,  or  old 
parents,  and  this  heredity  has  an  important  effect  on  their  lives. 
Combined  with  this  are  bad  hygienic  conditions,  lack  of  fresh 
air,  sunshine,  poor  food,  etc.  These  subjects  are  easily  attacked 
by  all  sorts  of  infectious  diseases;  they  are  subject  to  catarrh, 
sore  throat,  and  cough  on  slight  exposure.  The  lymphatic 
system  is  overdeveloped  and  the  glands  enlarged  in  the  neck, 
axilla,  etc.  These  children  are  pale,  anemic,  slow  of  movement; 
they  may  be  fat  and  sluggish,  or  thin  and  weak.  All  sorts  of 
microbes,  generally  saprophitic  or  pyogenic  attack  them  easily. 
Running  ears  are  frequent,  the  nose  is  large  and  flat,  the  lids  are 
subject  to  blepharitis.  These  are  the  scrofulous  children  of  the 
older  authors.  The  arthritic  child  is  also  an  hereditary  dia- 
thetic. These  children  cannot  tolerate  bad  feeding;  they  may 
show  all  the  usual  symptoms  of  arthritism,  gout,  lithiasis, 
migraine,  asthma,  or  obesity;  they  also  have  skin  troubles, 
constipation,  circulatory  troubles,  respiratory  difficulties,  di- 
gestive failure,  and  genitourinary  difficulties  of  all  kinds,  such  as 
enuresis,  dysmenorrhea,  etc.,  and  nervous  or  rheumatoid  symp- 
toms. The  prophylaxis  of  these  diatheses  demands  the  preven- 
tion of  the  marriage  of  such  persons  as  are  likely  to  beget  these 
children.  Aside  from  this  we  have  only  hygienic  and  nutritional 
means  to  use  in  the  actual  treatment  of  the  children. 

Mucous  Gastritis  in  Infancy. — Under  this  name,  E.  Cautely 
{Brit.  Jour.  Child.  Dis.,  1912,  ix,  241)  describes  an  affection 
characterized  pathologically  by  catarrh  of  the  gastric  mucosa 
with  excessive  secretion  of  mucus,  and  clinically  by  vomiting 
of  large  masses  of  tenacious  mucus.  The  vomiting  is  not  as 
projectile  as  in  t5''pical  pyloric  or  hypertrophy  nor  are  several 
feedings  retained  before  it  occurs.  These  cases  are  comparatively 
rare  in  the  breast  fed.  For  some  reason,  such  as  a  chill  or  un- 
suitable diet,  a  catarrh  of  the  gastric  mucosa  is  set  up  and  may 
become  very  severe.  Occasionally  it  is  due  to  too  high  a  pre- 
centage  of  fat  in  the  diet,  and  possibly  it  may  be  started  by 
preservatives  present  in  some  creams.     In  certain  instances  it  is 
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due  to  an  infective  agent,  notably  those  cases  in  which  there  is  a 
coincident  ileocoHtis  or  coHtis.  It  is  reasonable  to  suppose 
that  malnutriton  from  any  cause  is  a  predisposing  factor  and 
that  the  disease  may  be  a  sequel  of  an  acute  gastritis.  The 
afifection  is  most  marked  in  the  first  three  months  of  life,  and 
is  rarely  severe  in  older  infants  unless  they  are  small,  premature 
or  marasmic.  Probably  the  older  and  stronger  infants,  though 
secreting  much  mucus,  do  not  vomit  so  readily  and  pass  it  on- 
ward through  the  pylorus.  Any  cause  which  leads  to  stasis 
of  gastric  contents  is  apt  to  induce  the  condition.  Hence,  it 
may  develop  in  the  course  of  congenital  hypertrophic  stenosis  of 
the  pylorus.  The  prognosis  is  good  if  proper  treatment  is  em- 
ployed. Lavage  is  only  a  temporary  expedient,  preferably 
with  an  alkaline  solution.  In  some  cases  the  frequent  adminis- 
tration of  small  doses  of  lime-water,  bicarbonate  of  soda  or  citrate 
of  soda  is  more  beneficial.  The  diet  must  be  simple  and  easily 
digestible.  Cow's  milk  is  curdled  very  readily,  increasing  the 
vomiting  and  distress.  The  writer  has  obtained  the  best  results 
from  sweet  whey  powder,  a  drachm  in  two  ounces  of  water 
providing  a  mixture  analytically  identical  with  freshly  made 
whey.  Occasionally  some  of  the  proprietary  foods  are  useful 
though  they  lack  antiscorbutic  properties.  When  the  symptoms 
and  mucus  have  diminished  cream  is  gradually  added  to  the 
milk  and  this  diet  is  then  slowly  replaced  by  peptonized  milk 
and  then  by  milk  and  water  or  barley-water.  Cane  sugar  is 
apt    to    increase    the    catarrh. 

Subcutaneous  Injections  of  Sea  water  in  Gastroenteritis  of 
Children. — Oliver  Mace  and  Rene  Quinton  {Rev.  mens,  de  gyn., 
d'obst.  et  de  ped.,  June,  1912)  lauds  the  value  of  real  sea  water, 
not  artificially  prepared,  in  acute  and  chronic  gastroenteritis 
of  children.  He  has  made  use  of  subcutaneous  injections  of  this 
plasma  in  acute  and  choleriform  enteritis,  and  in  the  ordinary 
acute  and  chronic  types  of  the  malady.  His  results  are  good  in 
all  these  forms  of  gastroenteritis,  but  the  water  must  be  used  in 
quite  large  quantities  and  must  be  continued  for  some  time. 
A  diet  of  water  or  diluted  milk  is  not  necessary  and  is  inadvisable. 
Milk,  given  in  good  quantities  and  pure,  yields  the  best  results. 
This  takes  the  place  of  the  liquid  which  is  being  abstracted  by 
the  diarrhea  and  builds  up  the  system.  Appetite  increases,  the 
child  grows  plump,  and  strength  improves  at  once.  From 
200  to  300  c.c.  must  be  injected  twice  a  day  at  first,  and  later 
one  injection  is  sufficient.  The  author  has  made  use  of  this 
treatment  in  fifty  cases,  of  which  thirty  arrived  at  the  hospital 
in  the  pre-agonic  condition,  yet  the  mortality  was  but  16  per 
cent.  In  atrepsia  and  atrophy  its  use  is  also  of  value  and  here 
its  use  should  be  prolonged  at  least  six  months. 

Pneumococcal  Vulvovaginitis  in  Children. — Recent  methods 
have  shown  that  pneumococcal  peritonitis  is  not  an  uncommon 
affection  in  girls.  To  those  who  hold  that  the  path  of  infection 
may  be  an  ascending  one  by  the  Fallopian   tubes  two  cases 
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reported  by  H.  Chappie  {Lancet,  June  22,  191 2)  will  be  of  interest. 
The  pneumococcus  is  present  in  the  vagina  more  frequently 
than  is  supposed.  Chappie's  two  patients  were  girls  thirteen 
and  eleven  years  of  age  who  presented  symptoms  of  vulvo- 
vaginitis clinically  indistinguishable  from  gonorrheal  and  other 
forms.  Bacteriological  examination  showed  the  pneumococcus 
to  be  the  cause  and  recovery  rapidly  followed  the  use  of  an 
autogenous  vaccine  and  warm  vaginal  douches  of  zinc 
permanganate. 

Infantilism  and  Insuflficiency  of  the  Internal  Secretion  of  the 
Testicles. — A.  Souques   (Presse  med.,  June  26,   1912)   is  of  the 
opinion  that  absence  of  the  internal  secretion  of  the  testicle  is 
the  cause  of  infantilism  in  the  male.     There  are  various  types  of 
infantilism  corresponding  to  the  particular  genital  organs  that 
are  affected  by  accident,  operation,  or  atrophy.     The  differentia- 
tion of  certain  cells  of  the  Wolffian  body  causes  the  formation  of 
the  testicle  in  the  male  and  the  ovaries  in  the  female.     Failure 
to  properly  differentiate  causes  nondevelopment  of  these  glands. 
Therefore  considerations  that  apply  to  the  resulting  male  organs 
may  also  be  applied  to  the  female.     Infantilism  may  be  con- 
genital,   development   of   the   secondary   sexual    characteristics 
never  having  taken  place,  or  it  may  be  regressive,  occurring 
after    atrophy    of    the    genital    glands.     Castration    of    young 
animals  arrests  the   development  of  the  genital  organs,   hair, 
larynx,  and  muscular  structures.     Castration  of  adults  changes 
only  the  secondary  sexual  characteristics.     Eunuchs  have  all 
the  characteristics  of  infantilism,  when  emasculation  has  been 
complete.     WTien  only  the  testicles  have  been  removed  there  is 
an  arrest  of  development  of  the  scrotum,  prostate,  and  seminal 
vesicles.     The  development  of  the  testicle  normally  limits  the 
height  in  some  way,  and  its  absence  in  the  young  male  causes 
increased  growth  of  the  limbs,  especially  of  the  lower  extremities. 
In  another  type  of  infantilism,  atrophy  of  the  testicle  is  secondary 
to  that  of  other  glands,  the  hypophysis  and  thyroid.     Destruc- 
tion of  the  hypophysis  causes  a  typical  type  of  infantilism  with 
a  disappearance  of  all  the  sexual  characteristics.     A  third  type 
of  infantilism  is  caused  by  combined  lesions  of  all  the  glands 
of  internal    secretion.     The  author  concludes  that  a  testicular 
lesion   alone   will  not   always   cause   infantilism;   its   degree   is 
dependent  on  the  age  at  which  it  occurs  and  the  degree  of  the 
lesion.     The  secretion  of  the  interstitial  portion  of  the  testicle 
assures  the  development  of  the  genital  organs  and  the  appearance 
and  continuance  of  the  secondary  sexual  characteristics.     Its 
destruction  or  alteration,  by  whatever  mechanism  it  is  caused, 
may  cause  hypoplasia  or  regressive  atrophy  of  the  genital  organs, 
or  the  nonappearance,  or  disappearance  of  the  secondary  sexual 
characteristics. 

Renal  Infantilism. — ^There  have  recently  been  reported  cases 
from  the  consideration  of  which  these  can  be  recognized  a  type 
of  infantilism  associated  with,  and  apparently  due  to  a  perversion 
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of  the  renal  functions.  R.  Miller  and  L.  Parsons  {Brit,  jour 
Child.  Dis.,  191 2,  ix,  289)  present  a  study  of  these  cases  and  two 
not  previously  recorded.  They  state  that  renal  infantilism  may 
occur  with  organic  renal  disease;  in  the  cases  hitherto  reported 
this  type  has  been  due  to  nonsyphilitic  chronic  interstitial 
nephritis,  whether  cardiovascular  changes  be  present  or  absent. 
Here  the  infantilism  is  likely  to  be  of  a  severe  grade,  and  death 
tends  to  occur  during  childhood  or  early  adolescence  from  uremia 
or  pneumonia.  It  may  also  occur  apart  from  organic  renal 
disease  (diabetes  insipidus) .  This  type  may  be  due  to  inherited 
syphilis,  organic  nervous  lesions,  and  the  other  recognized  causes 
of  diabetes  insipidus.  The  infantilism  is  not  of  a  severe  grade, 
and  life  may  be  prolonged.  In  either  type  the  symptoms, 
polydipsia,  polyuria  and  retarded  development  may  be  present 
from  birth  or  may  develop  during  early  childhood.  Hitherto  no 
case  of  either  type  has  been  materially  affected  by  treatment. 
*  Treatment  of  Umbilical  Hernia  in  the  New-bom. — Smester 
{Jour,  de  med.  de  Paris,  July  6,  191 2)  thinks  that  the  direction 
generally  given  to  treat  umbilical  hernia  in  the  new-bom  by 
means  of  a  pad  and  an  adhesive  bandage  drawn  tightly  around 
the  abdomen  is  wrong.  He  has  seen  a  case  in  which  local 
gangrene  occurred  under  this  treatment.  He  makes  use  of  the 
following  procedure:  after  making  the  site  aseptic,  he  pushes  the 
sides  of  the  aperture  together  with  his  thumb  and  finger,  and 
applies  a  small  bandage  of  gummed  taffeta,  which  he  reenforces 
with  a  second  and  third  bandage,  and  extra  straps  if  necessary. 
He  then  consolidates  the  dressing  with  diachylon  plaster,  which 
with  a  second  and  third  bandage,  and  extra  straps  if  necessar}^ 
does  not  touch  the  skin  or  cause  any  irritation,  as  is  done  with 
the  ordinary  dressing.  The  advantages  are  immediate  retention 
of  the  hernia,  reunion  of  the  borders  of  the  ring,  freedom  of 
movement  of  the  abdomen,  ease  of  changing  the  clothing  and 
handling  the  child,  and  cleanliness.  The  author  has  usea  this 
dressing  for  thirty  years  with  excellent  results  and  no  bad  effects, 
cure  taking  place  in  all  cases. 

Leukocytic  "Inclusion  Bodies,"  with  Special  Reference  to 
Scarlet  Fever, — ^J.  A.  Kolmer  {Amer .  J  our .  Child.  Dis.,  1912,  iv,  i) 
says  that  "inclusion  bodies"  are  characteristically  found  in  the 
protoplasm  of  the  polymorphonuclear  leukocytes  of  scarlet 
fever  patients  near  the  margin  of  the  cell  and  are  not  connected 
with  the  nuclei.  They  present  no  fixed  morphology  but  occur 
characteristically  as  rod  and  coccus  forms.  Due  care  must  be 
exercised  not  to  mistake  the  neutrophilic  granules  for  round 
"inclusion  bodies."  Both  forms  may  be  present  in  any  stage  of 
scarlet  fever  and  in  the  same  smear.  Early  in  scarlet  fever 
most  of  the  polynuclear  cells  will  be  found  to  contain  one  or  more 
of  the  "bodies."  The  "bodies"  are  readily  stained  by  the 
Giemsa,  Manson,  Leishman,  Wright  and  Jenner  stains.  Ordinary 
methylene-blue  will  bring  them  out.  They  do  not  stain  Mrith 
eosin  and  hematoxylin.     In  order  to  determine  whether  or  not 
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they  are  composed  of  chromatin,  specific  difi'erential  stains  were 
employed  to  differentiate  between  chromatin  and  plastin.  With 
the  Giemsa  stain  the  "bodies"  are  colored  a  faint  bluish-green; 
with  methyl-green  and  pyronin  they  present  a  fairly  well-defined 
reddish  color  and  with  malachite-green  and  pyronin  likewise  a 
reddish  color.  They  do  not  stain  with  iron  hematoxylin.  These 
stains  would  indicate  conclusively  that  the  "bodies"  do  not 
contain  chromatin  and  are  not  protozoan  in  nature.  They 
are  probably  composed  of  plastin,  represent  a  degenerative 
process  of  the  cytoplasm  and  are  probably  composed  of  spongio- 
plasm  and  are  related  to  the  presence  of  streptococci.  They 
are  present  in  the  polymorphonuclear  leukocytes  of  94  per  cent, 
of  scarlet  fever  cases  during  the  first  three  days  after  the  onset 
of  the  disease.  After  this  they  diminish  in  frequency  and  are 
generally  absent  after  the  ninth  day.  They  are  to  be  found  in 
42  per  cent,  of  diphtheria  cases  during  the  first  three  days  of  the 
disease;  after  this  time  they  are  but  seldom  found.  "Inclusion 
bodies"  are  found  not  only  in  scarlet  fever,  but  in  other  strepto- 
coccus infections.  The  diagnostic  value  of  these  "bodies"  is 
necessarily  limited.  In  serum  sickness  with  a  scarlatiniform 
rash  their  absence  excludes  scarlet  fever  with  a  fair  degree  of 
accuracy.  Their  presence  in  this  condition,  however,  may  not 
be  due  to  scarlet  fever  but  to  the  primary  attack  of  diphtheria. 
They  have,  therefore,  a  negative  value.  An  examination  of  the 
blood  for  these  "bodies,"  however,  is  very  simple  and  possesses 
value  in  aiding  a  differential  diagnosis  between  scarlet  fever, 
rotheln,  measles  and  gastrointestinal  rashes. 

Clinical  Significance  of  Abdominal  Respiration  and  of  Degluti- 
tion Click  or  Fremitus ;  the  Pneumonic-respiration-pause-cycle. 
— L.  Ott  (Amer.  Jour.  Dis.  Child.,  1912,  iv,  7)  states  that  respira- 
tion of  pneumonia  in  infancy  and  childhood  has  a  positive  and 
pathognomonic  postinspiratory  pause.  There  are  usually  three 
to  five  postinspiratory  pauses,  then  follows  rapid  rh^'thmical 
respiration  without  a  pause,  which  ends  in  one  postexpirator}^ 
pause  and  then  the  postinspiratory  pauses  begin  again.  There 
is  a  definite  cycle  in  the  recurring  postinspiratory'  pauses  which 
vary  in  number  from  two  as  a  minimum  and  six  as  a  maximum 
before  the  period  of  rapid  pauseless  respiration  sets  in.  Just 
at  the  ending  of  one  phenomenon  and  before  the  beginning  of  the 
recurrence  of  the  period  of  the  postinspiratorv-  pause,  one 
prolonged  expiratory  panse  occurs,  seeming  to  link  the  two 
changes  in  some  unexplainable  physiologic  manner.  In  other 
words,  between  the  pauseless  respirations  succeeding  the  post- 
inspiratory pauses  there  appears  one  prolonged  postexpiratory 
pause,  thus  leading  to  the  beginning  of  the  cycle.  The  writer 
names  this  symptom  the  pneumonic-respiratory-pause-cycle. 
This  peculiar  respirator>'-pause-cycle  is  generally  found  in 
infantile  and  childhood  pneumonia.  Infants  under  eighteen 
months  or  children  two  years  old  manifest  this  condition  more 
strikingly  than  older  children.     Let  this  same  pneumonic  child 
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fall  into  sound  or  natural  sleep  and  all  arhythmia  of  respiration 
ceases;  then  you  have  still  continuing  the  rapid  respirations,  but 
slower  than  when  awake,  and  absolutely  rhythmical  and  pause- 
less  in  occurrence.  On  reawakening  the  respiratory-pause-cycle 
is  resumed.  Whenever  the  postinspiratory  pause  begins  to 
lessen  and  respiration  grows  less  rapid  the  pause  gradually 
becomes  more  postexpiratory  and  lessened  postinspiratory. 
In  other  words,  a  transposition  of  the  pause  from  postinspiration 
to  postexpiration  is  a  more  favorable  sign;  the  lessening  of  the 
respirathry  pause  or  its  absolute  absence  coupled  with  increased 
rapidity  of  respiration  indicates  a  tendency  to  exhaustion  and 
gravity.  In  cases  of  children  of  lowered  vitality  from  disease 
other  than  lung  troubles,  manifesting  cerebral  symptoms, 
regularity  of  respirations  negatives  organic  brain  disease.  This 
rule  can  also  be  applied  to  the  pulse.  If  an  infant  having  apical 
pneumonia  with  the  characteristic  respirations  develops  cephalic 
.symptoms,  and  the  breathing  does  not  change  from  the  pneu- 
monic-respiratory-pause-cycle, one  may  conclude  that  the  brain 
symbtoms  are  merely  symptomatic  and  not  organic  in  character. 
The  absence  of  persistent  vomiting  is  confirmatory  of  this 
conclusion.  By  the  term  deglutition  fremitus  the  writer  means 
the  sounds  occasioned  by  the  act  of  swallowing  which  are  more 
readily  conveyed  to  the  ear  through  the  area  of  a  pneumonic 
induration.  In  the  adult  it  does  not  seem  as  valuable  as  the 
transmitted  voice,  but  in  infantile  pneumonia,  where  the  act  of 
crying  is  the  sole  manner  of  exbression,  this  diffuses  itself  through- 
out the  lungs  in  such  a  way  as  to  confuse.  Let  the  suckling 
infant  nurse  and  while  the  ear  is  auscultating  the  lungs  posteriorly 
note  the  area  conveying  the  noise  of  the  act  of  swallowing.  A 
gurgling  or  clicking  sound  heard  more  distinctly  at  any  point 
will  indicate  a  pneumonic  spot.  The  examination  should  be 
made  after  the  infant  has  fasted  for  a  long  time  and  then  when 
put  to  the  breast  it  nurses  with  a  feverish  thirst  and  hunger  and 
consequently  swallows  oftener  and  greater  quantities,  which  aids 
in  accentuating  the  deglutition  fremitus  through  indprated  area. 

Diagnostic  Value  of  the  Cutaneous  Tuberculin  Test  of  v. 
Pirquet. — Examination  of  fifty  cases  has  led  F.  L.  Wachenheim 
(Atner.  Jotir.  Dis.  Child.,  19 12,  iv,  27)  to  believe  that  if  95  per 
cent,  of  all  more  or  less  run-down  children  give  a  negative 
reaction,  a  positive  reaction  in  the  small  remainder  becomes 
highly  significant.  Even  an  older  child  that  responds  to  the 
cutaneous  test  should  be  regarded  seriously,  and  by  no  means  as 
one  of  the  common  run ;  an  energetic  antituberculous  prophylaxis 
should  be  promptly  initiated. 

Tetanus  as  a  Complication  of  Burns. — Reviewing  the  literature 
and  two  personally  observed  cases,  C.  Newberger  {Avier.  Jour. 
Dis.  Child.,  1912,  iv,  35)  says  that  tetanus  is  not  an  infrequent 
complication  of  bums.  The  mortality  is  greater  in  cases  occur- 
ring in  the  warmer  months  of  the  year.  Tetanus  complicating 
bums  involving  the  trunk  is  more  serious  than  when  the  bum 
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is  on  other  parts  of  the  body.  The  longer  the  incubation  perids 
the  less  the  mortality.  The  greatest  number  of  fatalities  occurs 
early  in  the  complication.  The  prophylactic  injection  of  tetanuo 
antitoxin  is  advisable  in  all  cases  of  serious  bums. 

Metapneumonic  Pleurisy  in  the  Child. — Georges  Mouriquand 
(Prog,  mcd.,  July  15,  19 12)  says  that  during  convalescence  from 
pneumonia  attention  should  be  especially  directed  toward  the 
pleura.  Metapneumonic  pleurisy  may  be  a  mild  complication, 
or  a  fatal  one,  according  to  the  early  recognition  of  its  existence 
by  the  physician.  When  pleurisy  occurs,  if  the  fluid  is  free  from 
bacteria  and  the  polynuclears  are  unaltered,  the  pleurisy  will 
be  mild  and  easily  cured.  If  the  fluid  contains  altered  poly- 
nuclears and  many  pneumococci  it  will  become  purulent,  be 
much  more  severe,  and  last  a  long  time.  Diagnosis  by  the 
physical  signs  is  not  easy.  An  early  exploratory  puncture 
should  be  made  and  a  bacteriological  examination  of  the  fluid 
will  reveal  the  true  condition,  and  dictate  the  treatment. 

A  Case  of  Purulent  Meningitis  in  the  New-bom. — Bonhoff  and 
Esch  {Zeitschr.  f.  Geb.  u.  Gyn.,  Bd.  Ixx,  H.  3)  report  a  case  in 
which  this  condition  followed  an  otitis  media.  The  mother's 
labor  has  been  normal  but  the  baby  developed  evidences  of 
cortical  irritation  with  convulsions  on  the  sixth  day.  A  diagnosis 
of  intracranial  hemorrhage  was  made  and  a  lumbar  puncture 
undertaken.  From  the  examination  of  the  fluid  evidences  of  an 
inflammatory  process  were  demonstrated.  The  convulsive 
seizures  continued  and  the  child  died  on  the  fourteenth  day  after 
birth.  The  autopsy  showed  an  extensive  purulent  menin  itis 
with  a  well-developed  otitis  media  on  the  right  side.  The  left 
ear,  the  nasal  cavity  and  ethmoid  cells,  as  well  as  the  umbilical 
vessels,  and  other  possible  points  for  the  entrance  of  infection 
were  perfectly  normal.  The  bacteriological  examination  of  the 
pus  showed  that  the  infective  organism  was  a  bacillus  mucosus 
capsulatus.  The  authors  believe  that  the  infection  resulted 
through  premature  attempts  ot  respiration  by  which  liquor 
amnii  and  vaginal  mucus  found  their  way  through  the  Eustachian 
tube  into  the  middle  ear.  As  the  child  was  asphyxiated  at  birth 
and  resuscitation  attempted  with  the  tracheal  catheter,  it  is  also 
possible  that  this  may  have  carried  the  infection  into  the  mouth. 
The  condition  is  probably  more  frequent  than  is  generally 
assumed,  and  it  is  important  in  similar  cases  to  examine  the 
middle  ear. 

Nutritive  Value  of  Milk  Sugar. — Calvary  (Zeitschr.  f.  Kinder- 
heilkunde,  Bd.  iv,  H.  5)  has  studied  this  subject  in  connection 
with  several  methods  of  feeding  infants  and  finds  that  as  far  as 
increase  of  weight  is  concerned,  the  milk  sugar  has  a  value  equal 
to  that  of  the  other  sugars  ordinarily  employed,  especially  where 
the  stools  show  evidences  of  alkaline  fermentation. 

The  Use  of  Polycarbohydrates  in  the  Diet  of  Young  Infants. — 
J.  M.  Brady  (Amer.Jr.  Dis.  of  Children,  August,  191 2)  claims  that 
mixtures  of  milk,  water,  and  lactose  with  fat,  protein,  and  carbo- 
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hydrates  in  the  percentages  corresponding  to  the  widely  accepted 
principles  of  infant  feeding,  do  not  give  satisfactory^  results  in  an 
infant  asylum.  The  institutional  infant,  even  in  the  early  weeks, 
is  greatly  assisted  in  making  gains  and  weathering  the  unfavorable 
surroundings,  by  a  liberal  use  of  barley,  maltose,  dextrin,  and 
cane  sugar  in  the  diet.  The  exhibition  of  polycarbohydrates  in 
the  diet  is  an  excellent  therapeutic  agent  for  the  infant  in  private 
practice  who  refuses  to  gain  on  the  usual  milk  mixtures,  or  has 
already  run  down  on  the  same.  For  this  diet  to  be  successful  the 
protein  must  be  liberal  in  amount  and  special  attention  must  be 
paid  to  the  fat,  which  should  only  be  raised  with  the  increase 
of  the  weight  of  the  baby.  The  fear  of  rickets,  according  to 
Brady,  need  not  be  considered,  the  first  requirement  being  that 
the  infant  be  kept  alive.  Practical  experiences  have  been  found 
to  override  theoretical  conclusions. 

Institutional  Dentistry. — F.  A.  Ke)^es  {Boston  Med.  and  Surg. 
Jr.,  July  25,  191 2)  presents  the  results  of  his  work  in  a  large 
orphanage  which  included  lectures  to  the  children  on  the  care  of 
the  teeth  and  regular  oral  examinations.  Separate  tooth  brushes 
and  powder  were  provided  for  each  child  and  they  were  shown 
how  to  use  the  same.  The  rapidity  of  the  decay  of  decidu- 
ous teeth  over  permanent  teeth  was  marked.  Out  of  300 
children  there  was  not  i  per  cent,  who  had  ever  had  any  dental 
care.  In  the  extraction  of  permanent  teeth  a  1/2  per  cent,  of 
cocaine  solution  was  employed.  Twenty-five  per  cent,  of  the 
children  required  orthodontia.  Of  this  number,  all  had  either 
adenoids  or  tonsils.  It  was  also  found  in  studying  the  relation 
of  oral  prophylaxis  to  infectious  diseases  that  these  diminished 
remarkably  after  the  system  was  instituted,  the  ratio  being 
reduced  59  per  cent,  in  the  first  six  months. 

Certified  Milk  Unsafe. — Kenelm  Winslow  (Pediatrics,  July, 
191 2)  states  that  from  having  been  a  strong  advocate  he  is  now 
convinced  that  raw  cow's  milk  is  not  a  safe  food.  He  claims 
that  various  infections  may  be  conveyed  to  milk  from  diseased 
udders  of  cows  that  cannot  always  be  prevented  even  in  certified 
milk,  of  which  streptococcus  and  tuberculous  infections  are  the 
most  dangerous.  An  uncertain  percentage  of  cows  supplying 
certified  milk  are  tuberculous.  Raw  cow's  milk  is  liable  to  be 
contaminated  with  the  organisms  of  many  human  infections 
which  it  is  impossible  to  avoid  even  in  certified  milk.  Heating 
milk  at  the  proper  temperature  and  for  the  proper  1  ime,  followed 
by  cooling,  is  the  way  to  prevent  milk-borne  infections.  Winslow 
claims  that  there  is  no  sufiicient  evidence  to  prove  that  proper 
heating  harms  milk  in  its  vital,  chemical  or  physical  properties, 
or  lessens  its  food  value,  or  in  any  way  injures  the  health  of 
persons,  including  infants,  who  take  it.  The  cleanest  milk  is 
most  suitable  for  heating,  since  only  a  percentage  of  the  bacteria 
are  destroyed.  The  only  safe  pasteurized  milk  is  that  properly 
prepared  at  home,  or  properly  pasteurized  commercially  in  the 
capped  bottle. 
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Intestinal  Stasis  in  Children. — L.  E.  Barrington-Ward  {Surg., 
Gyn.  and  Obst.,  July,  191 2)  discusses  the  existence  of  this  con- 
dition in  tuberculous  joint  disease,  rheumatoid  arthritis,  ulcera- 
tive colitis,  appendicitis,  etc.,  and  finds  evidence,  both  from  the 
general  condition  of  the  patient  and  from  the  examination^  of 
the  alimentary  tract  by  the  :x;-rays,  of  intestinal  stasis  in  all 
thes  ecases.  Appropriate  treatment  is  universally  followed  by 
beneficial  results.  These  children  who  are  the  subjects  of 
intestinal  toxemia,  whatever  their  secondary  manifestations 
may  be,  present  certain  features  in  common  which  may  be  readily 
recognized.  They  are  dull  or  querulous  in  disposition,  thin  and 
weakly,  with  feeble  metabolism.  Bismuth  photographs  were 
made  and  in  some  advanced  cases  operation  was  done  on  the 
displaced  portions  of  the  intestine  with  good  results.  In  com- 
parison with  normal  children,  in  whom  bismuth  is  passed  in  from 
twenty-four  to  thirty  hours,  this  may  take  from  fifty  to  one 
hundred  hours  if  stasis  is  present.  Ward  believes  that  infection 
of  the  uimary  tract  in  children  with  the  colon  bacillus  is  always 
due  to  stasis.  Treatment  includes  diet  and  the  administration 
of  liquid  parafiin,  with  the  operative  treatment  of  adhesions 
where  indicated. 

Administration  of  Mercury  to  the  Mother  for  its  Effect  on  the 
Nursling. — S.  V.  Haas  (Arch,  of  Ped.,  July,  191 2)  tested  the 
value  of  the  administration  of  bichloride  of  mercury  in  the 
treatment  of  congenital  syphilis  and  found  that  the  effect  upon 
the  specific  process,  though  positive,  was  slight,  whereas  gastro- 
intestinal and  nutritional  disturbances  when  present,  cleared  up 
in  a  most  remarkable  manner.  The  method  was  also  tested  in 
gastrointestinal  disturbances  among  nonspecific  nurslings,  and 
between  35  and  40  per  cent,  of  over  200  cases  thus  treated  were 
benefited.  The  dose  was  a  tablet  triturate  containing  one 
thirty-second  of  a  grain  administered  to  the  mother  three  times 
daily  after  meals.  For  this  reason  the  mother  of  a  syphilitic 
child  should  be  permitted  to  nurse  the  same,  bichloride  of  mercury 
being  administered  during  this  time. 

Primary  Tuberculosis  of  the  Mesenteric  Glands. — C.  Schram 
{Amer.  Jour.  5wrg. ,,1912,  xxiv,  269)  says  that  the  recognition 
of  tuberculous  disease  of  certain  mesenteric  lymph  nodes  is  not 
as  general  as  is  warranted  by  the  frequency  of  its  discovery  at 
autopsy.  After  months  or  even  years  of  latency  it  may  cause 
tuberculous  disease  in  any  part  of  the  body.  It  is  most  fre- 
quently found  in  children,  hence  the  importance  of  a  pure  milk 
supply.  Chronic  constipation  is  a  contributory  cause.  Obscure 
abdominal  pain  with  digestive  disturbance  and  rapid  loss  of 
flesh  are  indicative  of  the  disease.  During  laparotomies  for 
disease  of  the  appendix  or  intestines,  the  mesenteric  glands 
should  be  carefully  examined.  As  mesenteric  glands  rank 
second  in  the  etiology  of  general  tuberculosis,  their  extirpation 
upon  discover}-  is  imperative. 

Stain  for  Diphtheria  Bacillus. — C.  Ponder  (Lancet,  July  6,  191 2) 
13 
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describes  a  toluidin  hanging  drop  method,  which  differentiates 
B.  diphtheriae  from  the  other  organisms  in  the  same  film  more 
clearly  than  any  other  method,  because  while  giving  a  double 
stain — ^blue  bacilli  with  red  granules — it  shows  the  minute 
structure  of  all  organisms  very  distinctly.  It  has  a  special 
value  in  demonstrating  the  organism  in  a  direct  smear  without 
preliminary  cultivation,  as  by  this  m.eans,  in  a  large  proportion 
of  acute  cases  of  the  disease,  a  much  earlier  diagnosis  may  be 
made.  It  also  demonstrates  the  organisms  of  Vincent's  angina 
if  present.  It  is  extraordinarily  simple  and  rapidly  carried  out. 
A  film  is  made  on  a  cover-glass  and  fixed  in  the  usual  way.  The 
stain  has  the  following  composition:  toluidin  blue  (Grubler), 
0.02  gm.;  glacial  acetic  acid,  i.o  c.c;  absolute  alcohol,  2.0  c.c; 
distilled  water  to  100.0  c.c.  A  small  quantity  of  the  fluid  having 
this  composition,  is  taken  up  with  a  platinum  loop  and  dabbed 
and  spread  on  the  film;  the  cover-slip  is  then  turned  over  and 
mounted  as  a  "hanging-drop"  preparation  and  it  is  now  ready 
for  immediate  examination  with  the  one-twelfth  objective  in  oil. 
The  examination  should  be  made  with  a  strong  artificial  light 
such  as  a  sixteen  candle-power  frosted  electric  bulb  at  a  distance 
of  from  6  to  8  inches  from  the  mirror.  The  influence  of  the 
thin  layer  of  blue  fluid  is  in  the  direction  of  correcting  the 
yellowness  of  the  artificial  light.  One  or  two  points  must  be 
attended  to  in  order  to  ensure  success.  Films  should  be  freshly 
prepared  and  thinly  spread.  The  appearances  are  entirely 
different  from  those  seen  in  a  film  stained  in  the  ordinary  way 
and  mounted  in  Canada  balsam.  The  organisms  are  plump 
and  glistening,  the  details  of  their  structure  are  sharply  brought 
out  both  in  the  depth  to  which  they  take  the  stain  and  the  actual 
color  they  take  up.  The  different  methods  of  taking  the  stain 
may  be  grouped  as  follows:  i.  Certain  cells  practically  do  not 
take  the  stain  at  all.  These  are  therefore  seen  as  glistening 
white  bodies.  Some  kinds  of  cocci,  coccoids,  oval  cells,  and 
streptococci  present  this  appearance.  2.  Some  cells  take  on 
a  blue  color  which  may  be  light  or  dark.  One  finds  certain 
cocci,  micrococci,  streptococci,  streptobacilli,  bacilli,  etc., 
stained  in  this  way.  Hoffman's  bacillus  .is  included  in  this 
group  and  stains  typically  a  dark  blue  with  a  light  band.  The 
spirochetae  and  fusiform  bacilli  seen  in  Vincent's  angina  also 
stain  dark  blue.  3.  Certain  cocci,  bacilli,  and  torulae  take  on  a  red 
or  pink  color.  B.  sub  tills,  if  present,  is  very  conspicuous  as  a 
bright  pink  organism.  4.  Some  cells  whose  bodies  are  stained 
blue  contain  metachromatic  granules  that  take  on  a  red  or 
pink  shade .  In  this  class  one  recognizes  the  typical  B .  diphtherise ; 
the  body  of  the  bacillus  is  a  pale  glistening  blue,  while  situated  at 
different  points  along  its  length  are  bright  and  often  deeply 
stained  red  granules.  This  appearance  is  extremely  character- 
istic and  it  once  attracts  attention  by  its  contrast  to  the  accom- 
panying organisms,  which  are  generally  more  lightly  stained 
Some  varieties  of  sarcinse  and  yeasts  will  also  be  found  to  stain 
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in  this  way.  Such  organisms  as  these  will  not,  of  course,  be 
confused  with  B.  diphtherise,  nor  will  diphtheroid  organisms 
often  be  met  with  which  give  rise  to  difficulty  from  the  fact  that 
they  make  the  stain  in  a  way  that  resembles  the  true  diphtheria 
bacillus. 

Survival  of  the  Poliomyelitic  Virus  in  the  Stomach  and  Intes- 
tine.— Simon  Flexner  and  P.  F.  Clark  {J our.  A.  M.  A.,  191 2, 
lix,  273)  state  that  since  the  poliomyelitic  virus  occurs  in  the 
nasal  and  buccal  mucus  in  human  cases  of  poliomyelitis  it  is 
inevitably  taken  into  the  stomach  with  the  swallowed  saliva. 
The  virus  survives  the  action  of  both  the  gastric  and  intestinal 
secretions  and  persists  for  a  time  in  these  organs.  In  human 
beings  it  leaves  the  body,  in  part,  with  the  intestinal  discharges, 
which  are  therefore  a  potential  source  of  infection. 

Hyperemia  Treatment  of  Acute  Anterior  Poliomyelitis. — 
P.  ]\lcllhenny  {Bost.  Med.  Surg.  Jour.,  1912,  clxvii,  87)  says  that 
taking  it  for  granted  that  the  inflammatory^  changes  and  con- 
sequent destruction  in  the  cord  are  caused  by  an  obscure  organ- 
ism, our  aim  must  be  to  get  rid  of  this  virus  and  relieve  the  in- 
flammation as  quickly  as  possible,  before  permanent  damage 
has  been  done;  therefore,  if  we  can  cause  an  active  hyperemia  of 
the  cord,  or  accelerate  the  current  through  its  arteries,  there  is 
ever}'  reason  to  believe  that  the  inflammatorv'  process  will  become 
diminished  and  cell  destruction  stopped.  In  the  writer's  opinion 
this  can  be  easily  and  effectually  accomplished  with  Bier's  dry 
cups  using  cups  at  least  an  inch  and  a  half  in  diameter,  applied 
for  three  minutes  with  one  minute  rest,  and  this  procedure  con- 
tinued for  an  hour.  He  has  obtained  satisfactory'  results  in  five 
cases  by  this  method.  The  alimentary  canal  is  thoroughly 
cleansed,  the  limb  or  limbs  lightly  bandaged  with  cotton  to  keep 
them  warm,  stimulating  liquid  diet,  and  strxxhnia  in  minute  doses. 
Cups,  are  applied  intermittently  to  both  sides  of  the  spine,  and 
directly  over  the  posterior  processes  from  the  sacrum  to  the 
cervical  region,  for  one  hour  daily,  and  this  continued  regularly 
until  muscular  soreness  has  disappeared  and  voluntary  motion 
in  the  affected  muscles  begins  to  return;  the  bandages  are  then 
removed  and  massage  begun,  general  diet  gradually  being  allowed, 
and  the  cupping  continued  until  the  muscles  have  regained  their 
tone.  The  writer  believes  that  this  treatment,  applied  before  the 
fourth  day  of  the  attack  will  in  many  instances  prevent  a  paralysis 
resulting,  and  in  the  majority  of  cases  at  least  insure  a  useful  and 
serviceable  limb. 

Use  of  Celluloid  Splints  in  Cases  of  Poliomyelitis. — F.  E. 
Batten  {Lancet,  July,  13,  191 2)  describes  the  technic  of  making 
the  splints.  A  cast  of  the  leg  is  made  in  the  following  manner. 
The  leg  is  oiled,  plaster-of-Paris  bandages  are  placed  in  water, 
and  after  being  squeezed  out  are  wound  round  the  leg  from  the 
foot  to  the  thigh.  When  the  plaster  has  partially  set  a  cut  is 
made  along  the  anterior  surface  with  a  knife,  and  the  cast  divided 
with  shears.     The  leg  is  removed  from  the  cast,  which  is  then 
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bound  round  with  plaster  bandages  so  as  to  bring  the  cut  edges 
of  the  cast  in  apposition.  It  is  of  the  greatest  importance  to 
get  the  leg  in  a  good  position  while  the  plaster  is  setting.  The 
foot  should  be  at,  or  a  little  less  than,  a  right  angle  to  the  leg,  and 
the  knee  should  be  just  flexed.  The  second  process  is  to  make 
a  positive  cast  from  the  negative.  This  is  done  in  the  ordinary 
manner.  The  third  process  is  to  mold  the  splint  on  to  this  cast 
by  placing  layer  on  layer  of  gauze,  impregnated  with  a  solution  of 
celloid,  untill  a  sufficient  thickness  has  been  reached  to  make 
the  splint  rigid.  The  advantages  of  this  splint  are  great.  It 
is  strong,  rigid,  and  light.  In  the  case  of  a  child  aged  three 
the  splint  for  the  whole  leg  weighed  only  9  ounces.  The 
splint  can  without  discomfort  be  worn  day  and  night,  thus 
abolishing  the  necessity  of  separate  splints  for  day  and  night  use. 
Many  patients  can  walk  in  them,  whereas  they  would  be  quite 
unable  to  do  so  in  heavier  instruments;  and  they  are  cheap  as 
compared  to  most  other  forms  of  splint.  The  disadvantages  are 
the  discomfort  incidental  to  fixation  of  the  knee-joint  in  an 
extended  position  and  the  inflammability  of  the  splint. 

Infections  Following  Tonsillotomy. — ^H.  Koplik  {Amer.  Jour. 
Med.  Sci.,  191 2,  cxliv,  30)  calls  attention  to  three  distinct  forms 
of  sepsis  which  may  follow  surgical  removal  of  the  tonsils:  i. 
A  form  which  runs  an  obscure  fever  for  a  week  or  more  without 
causing  any  endocarditic  or  other  lesions.  2.  Those  cases  which 
run  a  temperature  and  show  signs  of  a  mild  infectious  endo- 
carditis, or  in  which,  as  in  the  case  of  chorea,  the  endocarditis 
takes  on  a  severe  infectious,  or  so-called  malignant,  type,  and  are 
subsequently  fatal.  3.  A  form  of  sepsis  in  which  the  infection 
is  evidently  severely  hematogenous  and  causes  destructive  blood 
changes,  with  signs  of  sepsis  such  as  profuse  hemorrhagic  ecchy- 
motic  areas  on  the  skin,  petechiae,  severe  hemorrhages  from  the 
bowel,  and  areas  of  bronchopneumonia. 

Chvostek's  Sign  and  its  Significance  in  Older  Children.— 
Chvostek's  sign,  or  the  facial  phenomenon,  has  been  considered 
characteristic  of  tetany.  By  tapping  with  the  finger  or  percus- 
sion hammer  on  the  skin  over  the  facial  nerve,  that  is,  about 
midway  between  the  zygoma  and  the  angle  of  the  mouth,  one 
obtains,  when  the  sign  is  present,  a  lightning-like  contraction  of 
the  muscles  supplied  by  the  facial  nerve;  the  angle  of  the  mouth, 
the  side  of  the  nose,  and  in  marked  cases  the  skin  over  the  inner 
can  thus  of  the  eye  and  eyebrow  display  a  sudden  twitching. 
In  examining  495  children  of  the  poor  applying  for  treatment, 
M.  H.  Bass  {Amer.  Jour.  Med.  Set.,  191 2,  cxliv,  64)  found  this 
sign  present  in  3 .2  per  cent.  He  says  that  the  sign  becomes  more 
frequent  the  older  the  child,  up  to  19.6  per  cent,  at  ten  to  four- 
teen years  of  age.  The  presence  of  so  great  a  number  of  positive 
cases  in  the  United  States,  where  tetany  is  relatively  uncommon, 
is  another  argument  in  favor  of  considering  Chvostek's  sign  in 
older  children  as  distinct  from  any  connection  with  tetany. 
The  positive  Chvostek's  sign  in  an  older  child,  as  a  rule,  means  a 
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neuropathic  constitution.  It  seems  especially  common  in 
children  showing  vasomotor  irritability,  and  particularly  in  those 
suffering  from  orthostatic  albuminuria.  Chvostek's  sign  is 
easily  elicited  and  should  be  more  often  used  as  an  adjuvant  in 
making  the  diagnosis  of  neuropathic  children. 

Heliotherapy  in  Surgical  Tuberculosis. — G.  Austin  {Med.  Rec. 
1912,  Ixxxi,  1074)  describes  the  treatment  of  surgical  tuberculo- 
sis employed  by  Rollier  at  Leysin,  Switzerland,  at  an  altitude  of 
5000  feet.  This  method  consists  in  exposing  the  body  of  the 
patient  to  the  sun's  rays  in  open  galleries  communicating  with 
the  wards  and  facing  due  South.  The  actual  seat  of  disease  is 
uncovered  for  five  minutes  only,  to  begin  with,  as  there  must  be 
no  blistering  or  burning  of  the  skin;  the  next  day  the  region  is 
treated  for  two  periods  of  five  minutes  each,  separated  by  an 
interval  of  half  an  hour;  and  on  the  third  day  these  exposures  are 
lengthened  to  fifteen  or  twenty  minutes.  At  each  seance  a 
larger  area  of  skin  is  uncovered,  so  that  by  the  end  of  a  week  or 
ten  days  (for  each  case  needs  individual  study)  the  entire  body, 
the  head  excepted,  is  lying  nude  in  the  sun,  even  in  midwinter. 
The  head  has  to  be  protected  for  some  time  longer,  to  prevent 
congestion;  but  it  too  is  also  ultimately  brought  to  tolerate  the 
sunlight.  The  patients  are  wheeled  out  in  their  beds  onto  the 
galleries  as  soon  as  the  sun  appears  in  the  morning,  and  lie  there 
Haked  for  hoiu-s  under  the  influence  of  its  healing  rays,  being 
enly  moved  back  into  the  house  when  the  cool  night  air  begins 
to  make  itself  felt.  The  large  windows  of  the  comfortable  steam- 
heated  wards  open  down  to  the  ground  and  are  never  closed,  so 
that  when  the  sun  has  disappeared  behind  the  mountains  the 
invigorating  air  continues  the  cure  during  the  night  hours.  A 
carefully  studied  diet  helps  to  build  up  and  renovate  the  diseased 
bodies  under  treatment.  No  medicines  are  given.  According 
to  the  necessities  of  the  case  the  invalid  is  partly  or  entirely 
immobilized  until  the  actual  disease  is  ciu-ed;  and  only  then,  and 
in  cases  where  it  is  absolutely  essential,  is  an  apparatus  applied 
to  correct  deformities  or  straighten  limbs.  In  those  cases  where 
an  apparatus  cannot  possibly  be  dispensed  with  an  opening  is 
cut  as  large  as  possible  at  the  seat  of  the  trouble,  so  that  the  sun's 
rays  can  continue  their  curative  action  on  the  diseased  region 
all  the  time  that  the  patient  is  in  plaster.  When,  in  spite  of  the 
insolation  an  abscess  seems  about  to  open,  it  is  punctured  and  the 
pus  drawn  off,  and  it  has  rarely  been  necessary'  to  repeat  this 
more  than  two  or  three  times  in  a  given  instance.  When  an 
abscess  has  already  burst  and  is  infected  on  arrival,  it  is  scraped 
and  the  cavity  disinfected  and  then  exposed  to  the  full  light 
of  the  sun  with  its  walls  laid  wide  open,  a  small  antiseptic  dress- 
ing being  applied  at  night.  The  following  statistics  speak  for 
themselves:  Out  of  369  cases  of  siurgical  tuberculosis  treated  by 
keliotherapy,  in  284  (78  per  cent.)  recovery  was  obtained;  in 
forty-eight,  improvement;  in  twenty-one  the  condition  remained 
stationary,  while  sixteen  (4  per  cent.)  succumbed.     These  figures 
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appear  more  remarkable  still  when  we  consider  that  in  132  cases 
there  was  open  tuberculosis  with  secondary  infection.  The  sixty- 
one  cases  of  Pott's  disease  of  the  spine  (nineteen  with  abscess  and 
ten  with  fistula  and  secondary  infection)  gave  forty-five  recov- 
eries, ten  improvements,  three  failures  and  three  deaths.  In 
coxalgia  (closed  form,  with  or  without  abscess)  there  were 
tliirty-two  recoveries,  five  improvements  and  no  deaths;  whereas 
in  twenty-two  cases  with  secondary  infection  there  were  only 
twelve  recoveries,  four  improvements  and  three  deaths.  Closed 
tuberculosis  of  the  pelvic  bones  also  gave  excellent  results,  five 
recoveries  and  two  improvements  in  seven  cases;  but  with  second- 
ary infection  the  prognosis  is  distinctly  bad:  one  recovery  and 
three  deaths  in  five  cases.  In  visceral  tuberculosis  the 
results  were  excellent;  peritonitis  and  enteritis,  twenty-seven 
cases  (five  with  fistulae)  gave  seventeen  recoveries,  three  improve- 
ments and  three  deaths;  renal  and  visceral  forms,  sixteen  cases, 
with  twelve  recoveries  and  two  improvements;  genitai  forms,  six 
cases  with  recovery  in  all. 

A  Case  of  Spurious  Meningocele. — Schindler  (Jahrb.f.  Kinderh., 
Bd.  xxvii,  H.  2)  reports  from  Finkelstein's  clinic  in  Berlin  an 
interesting  case  of  traumatic  meningocele  combined  with  a  pachy- 
meningitis, in  which  it  was  possible  to  obtain  an  autopsy.  The 
child  was  thirteen  months  of  age  and  developed  a  parietal  tumor 
after  having  been  struck  with  a  ball  in  this  region.  A  diagnosis 
was  made  of  spurious  traumatic  meningocele  with  hemorrhagic 
contents.  Lumbar  puncture  was  done  several  times  and  the 
child  seemed  to  improve  as  the  fluid  in  the  tumor  subsided. 
Subsequent  to  an  attack  of  grippe  the  child  died  and  a  very 
complete  autopsy  showed  the  presence  of  a  tuberculous  infec- 
tion of  the  lungs  and  bronchial  glands,  together  with  a  general 
miliary  process  including  the  meninges.  There  was  present  an 
extensive  thrombosis  of  the  cerebral  veins  and  sinuses  with  large 
hemorrhages  into  the  ventricles.  There  was  an  opening  in  one 
of  the  temporal  bones  which  also  involved  the  meninges.  The 
writer  believes  that  the  meningocele  was  brought  about  by  the 
intracranial  pressure  due  to  the  pachymeningitis  and  that  the 
opening  in  the  bone  was  due  to  absorption  following  pressure 
atrophy.  Lumbar  puncture  in  this  case  not  only  aided  the 
diagnosis  but  seemed  to  have  a  favorable  effect  on  the  condition 
and  its  adoption  for  this  purpose  is  therefore  recommended  by 
the  author. 

The  Hypodermic  Use  of  Hematinics. — ^Lowenburg  {Am.  Jour. 
Dis.  Chil.,  September,  191 2)  reports  the  results  of  this  method 
in  the  treatment  of  anemia  in  children,  for  which  he  uses  a 
solution  containing  citrate  of  iron  (3/10  or  3/4  grain),  cacody- 
late  of  soda  (1/2  grain),  glycerophosphate  cf  soda  (i  1/2  grains), 
dissolved  in  20  minims  of  distilled  water.  This  solution  is  non- 
irritating  if  injected  deeply  and  the  most  favorable  site  for  the 
same  was  found  to  be  the  posterolateral  inner  aspect  of  the 
upper  portion  of  the  arm.     The  author's  report  includes  twenty 
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cases  in  which  202  injections  were  given,  averaging  about  ten 
each.  With  three  exceptions  the  patients  were  rapidly  benefited, 
by  the  treatment  and  the  writer  concludes  that  in  the  hypo- 
dermic injection  of  hematinics  we  possess  a  quick,  safe,  and 
reliable  method  for  treating  the  anemias  of  childhood.  The 
combination  of  iron  and  arsenic  compounds  seems  to  have  a 
better  effect  than  either  alone.  Small  doses  of  each  give  as 
good  results  as  large  ones  and  the  tonic  effect  is  noted  almost 
immediately  after  beginning  treatment. 

The  Study  of  Infant  Metabolism. — Benedict  and  Talbot  (Am. 
Jour.  Dis.  Chil.,  Sept.,  191 2)  refer  to  the  necessity  of  an  accurate 
knowledge  of  the  energy  requirements  of  infants  and  the  energy 
content  of  their  food  in  studying  the  rate  of  growth  and  in  the 
treatment  of  nutritional  disorders.  The  ideal  method  for  deter- 
mining the  energy  transformation  of  infants  is  by  direct  measure- 
ment of  the  heat  eliminated  and  produced,  such  as  that  developed 
by  Lusk,  which,  however,  is  generally  excluded  becauses  it  requires 
very  expensive  and  elaborate  apparatus.  Indirect  calorimetry, 
that  is,  a  computation  of  the  energy  'transformation  from  the 
gaseous  exchange,  depends  on  the  measurements  of  the  carbon 
dioxide  produced,  but  is  open  to  serious  objection  inasmuch  as 
no  proper  control  of  the  muscular  activity  is  possible.  The 
writers  believe  that  there  are  other  inconsistencies  arising  from 
the  determination  of  the  carbon  dioxide  in  infants  without  taking 
the  latter  into  consideration.  They  used  an  apparatus  which 
was  a  slight  modification  of  that  described  by  Benedict  and 
Homans  (Jour.  Med.  Research,  191 2,  p.  409)  for  experiments 
on  hypophysectomized  dogs.  This  was  used  primarily  to 
determine  the  amount  of  carbon  dioxide  excreted  in  the  air  and 
was  furnished  with  means  of  recording  graphically  the  amount 
of  motion  of  the  infant.  Normal  breast-fed  babies  were  used 
for  the  experiments.  A  very  close  relationship  was  found  to 
be  established  between  the  carbon  dioxid  production,  the  pulse 
rate,  and  the  muscular  movements  of  the  infant,  as  recorded  on 
the  smoked  paper  drum.  By  way  of  a  preliminary  assertion, 
the  investigators  feel  convinced  of  the  importance  of  considering 
in  all  subsequent  metabolism  experiments  the  pulse  rate  of  the 
infant  and  particularly  the  degree  of  muscular  activity.  The 
enormous  variations  in  the  total  metabolism  as  affected  by  what 
might  otherwise  appear  to  be  slight  muscular  activity,  was  such 
as  to  lead  the  writers  to  question  seriously  all  experiments 
made  in  twenty-four  hour  periods,  and  they  assert  that  all 
such  experiments  on  infants  made  without  known  controlled  pulse 
rates  and  without  graphic  records  of  muscular  activity,  are 
lessened  enormously  in  value  by  the  absence  of  these  important 
factors. 

Fever  Due  to  the  Injection  of  Salt  Solution. — Samelson  (Monat- 
schr.f.  Kinderh.,  Bd.  xl,  H.  3,  191 2)  discusses  the  claim  made  by 
Schaps  and  others  that  the  subcutaneous  injection  of  saline  solu- 
tion in  infants  is  likely  to  bring  about  a  rise  of  temperature.     A 
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series  of  careful  obser\-ations  made  with  accurately  prepared 
sterile  solutions  in  sixteen  cases,  showed  a  rise  of  temperature 
in  only  one  instance  to  37.5°  C.  The  writer  believes  that  if 
fever  results  it  is  not  produced  by  the  saline,  but  by  bacterial 
toxins  contained  in  the  solution,  and  for  this  reason  only  water 
completely  free  from  either  bacteria  or  toxins  must  be  employed. 

Vaccines  in  the  Treatment  of  Pertussis. — Ladd  (Arch,  of  Pediat., 
August,  19 1 2)  has  made  a  trial  of  this  method  in  a  series  of  nine 
cases,  using  a  vaccine  of  Bordet's  bacillus  grown  on  a  blood  agar. 
In  conducting  the  bacterial  count  the  blood-cell  method  of  Wright 
was  used,  and  safety  tests  were  made  by  injecting  the  vaccine 
subcutaneousl]^'  into  guinea-pigs.  The  cases  selected  for  treat- 
ment were  clinically  typical,  and  a  characteristic  paroxysm  was 
observed  in  the  clinic  in  each  instance.  The  blood  counts 
showed  relative  increases  in  mononuclear  cells.  A  minimum 
interval  of  five  days  was  allowed  to  elapse  between  injections, 
and  sometimes  owing  to  shortage  of  material  or  to  negligence  in 
bringing  children  to  the  clinic,  the  interval  was  increased  to  ten 
days  and  sometimes  longer.  There  were  no  general  constitu- 
tional symptoms  or  local  reactions  at  the  site  of  the  injections. 
In  the  early  cases  it  was  found  safe  to  give  twenty  million  bacilli 
at  each  treatment  even  to  an  infant,  and  later  as  much  as  forty 
million  were  injected  at  one  time  without  ill  effects.  No  other 
treatment  was  given,  and  as  far  as  can  be  judged  from  the  state- 
ments of  the  mothers,  the  paroxysms  diminished  in  severity  and 
number  after  the  third  injection.  All  the  children  recovered 
without  complications  on  an  average  of  five  weeks  after  begin- 
ning treatment.  The  cases  were  mostly  all  in  the  third  week 
of  the  disease  when  vaccination  was  started.  Compared  with 
the  general  results  obtained  in  the  hospital,  where  cases  usually 
last  two  or  three  months,  the  vaccines  seem  to  have  had  a 
favorable  effect  and  are  therefore  worthy  of  further  trial. 

Saline  Solution  in  Epidemic  Diarrhea. — Mackenzie  {Brit.  Jour. 
Child.  Dis.,  August,  191 2)  claims  that  collapse  in  epidemic 
diarrhea  is  due  to  low  pressure  and  accumulated  toxins,  and 
that  the  results  obtained  from  injecting  fluid  are  increased 
blood  pressure  and  the  passage  of  these  toxins.  It  has  been 
claimed  that  sea  water  plasma  is  preferable  to  the  ordinary  nor- 
mal salt  solution  for  this  purpose,  but  from  a  series  of  personal 
observ^ations  the  author  believes  that  the  latter  is  equally  satis- 
factory''. Subcutaneous  injections  should  be  resorted  to,  there- 
fore, on  the  earliest  indication  of  collapse  and  in  the  case  of 
very  young  infants,  at  the  first  visit  whether  collapse  is  present 
or  not.  The  immediate  effect  of  sterile  water  seems  to  be  the 
same  as  saline  solutions,  but  it  does  not  fully  maintain  the  renal 
functions  of  the  organism  for  more  than  twenty-four  to  thirty 
hours  without  repetition,  whereas  salt  solution'  does  not  require 
repetition  for  from  thirty-six  to  forty-eight  hours. 
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THE  PRESIDENT'S  ADDRESS.^ 

BY 
X.  O.  WERDER,  M.  D., 

Pittsburgh,  Pa. 

The  twenty-fifth  Annual  Meeting  of  the  American  Association 
of  Obstetricians  and  Gynecologists  is  an  occasion  which  should 
fill  the  heart  of  every  Fellow  with  joy  and  pride.  Organized 
at  the  Niagara  Hotel  in  Buffalo,  April  19,  188S,  in  the  presence 
of  fifteen  gentlemen  interested  in  abdominal  surgery,  obstetrics 
and  gynecology,  this  Association  entered  the  ranks  of  special 
societies  with  the  object  of  closer  cultivation,  advancement  and 
encouragement  of  the  studies  and  practices  of  abdominal  surgery, 
obstetrics  and  gynecology.  Its  first  regular  aimual  meeting 
was  held  in  Washington,  D.  C,  from  September  18  to  20,  1888, 
under  the  presidency  of  Wm.  H.  Taylor  of  Cincinnati,  its  first 
president,  with  W.  W.  Potter  of  Buffalo  as  secretary.  The 
latter,  who  retained  his  position  until  the  time  of  his  death,  was, 
particularly  in  the  earlier  years  of  the  Association,  an  enthu- 
siastic and  tireless  worker  in  the  interests  of  this  Society  which 
owes  much  of  its  present  position  and  standing  to  his  unceasing 
labors  in  its  behalf.  The  Washington  meeting  was  attended  by 
twenty-six  of  its  forty  Fellows  who  were  then  enrolled  in  its  list 
of  membership  and  thirty  papers  were  presented,  not  including 
a  symposium  on  extrauterine  pregnancy  in  which  nine  essayists 
participated. 

The  success  of  this  meeting  and  the  enthusiasm  and  interest 

^  Read  before  the  Twenty-fifth  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists  at  Toledo,  Ohio,  September  17-19,  1912. 
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displayed  by  all  present  was  an  auspicious  beginning,  and  any 
doubt  and  uncertainty  concerning  the  future  and  necessity  of 
this  Association  was  at  once  and  forever  dispelled  from  the  minds 
of  those  present.  We  all  returned  from  Washington  with  new 
zeal  and  the  sanguine  feeling  that  this  Association  was  destined 
to  take  a  prominent  and  important  place  among  the  special 
societies  of  the  country  and  would  accomplish  a  great  amount 
of  good  in  the  field  which  it  had  chosen  for  its  labors.  A  quarter 
of  a  century  of  its  existence  has  not  disappointed  its  organizers, 
but  on  the  contrary  has  surpassed  their  keenest  expectations. 

It  would  be  a  mistake,  however,  to  suppose  that  during  all 
these  years  this  Association  has  had  easy  and  clear  sailing,  with 
no  turbulent  waters  to  hamper  its  course  and  no  disturbing 
elements  in  its  path;  on  the  contrary,  enemies  arose  from  many 
sides  immediately  after  it  had  become  launched,  assailing  it  on 
all  occasions  and  at  times  some  within  its  own  ranks,  but  they 
only  served  to  make  this  body  stronger  and  healthier  and  it 
emerged  from  all  these  attacks  unharmed  and  more  vigorous 
than  ever  before.  To-day  we  have  one  of  the  most  powerful  and 
influential  organizations  of  this  character  in  existence,  with  a 
membership  of  134  ordinary  Fellows  and  a  large  list  of  honorary 
and  corresponding  Fellows,  living  in  almost  every  section  of  the 
civilized  globe. 

Among  these  may  be  found  many  of  the  leading  and  most 
distinguished  representatives  of  abdominal  surgery,  obstetrics 
and  gynecology  of  the  world.  The  work  of  this  Association 
during  the  twenty-five  years  of  its  existence  has  very  materially 
contributed  to  the  wonderful  development  of  these  branches  of 
medicine  which  at  the  time  of  its  organization  were  practically 
in  their  infancy,  at  least  that  of  abdominal  surgery.  The 
handsome  twenty-four  volumes  of  our  transactions  issued  by 
this  Association  bear  witness  of  the  activity,  industry  and  high 
quality  of  the  work  of  its  Fellows  and  may  be  considered  the 
history  and  the  yearly  records  of  the  progress  and  advances 
made  in  these  branches  of  medical  practice,  so  closely  identified 
has  this  society  become  with  the  marvelous  developments  and 
growth  of  these  departments  during  the  last  quarter  of  a  century. 
While  the  charter  members  of  this  Association  were  the  pioneers 
in  these  subjects  at  the  time  of  the  organization,  they  with  the 
Fellows  subsequently  enrolled  in  its  membership  have  to-day 
become  the  leaders  and  masters  in  them. 

While  we  have  every  reason  for  congratulation  and  rejoicing 
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at  the  work  accomplished  by  this  Association  during  the  past 
quarter  of  a  century,  there  must  also  a  feeling  of  great  sorrow 
and  sadness  creep  into  our  hearts  when  we  look  back  over  these 
twenty-five  years,  at  the  thought  of  the  missing  ones.  Not  a 
few  who  started  out  with  us  in  youthful  enthusiasm  and  high 
ambitions  and  a  promise  of  many  years  of  useful  activity  and 
helpfulness  among  their  fellow-men,  have  been  taken  away  in 
the  midst  of  their  labors  and  are  no  longer  in  our  midst.  The 
yearly  tribute  to  that  grim  reaper,  Death,  has  been  steadily  grow- 
ing and  we  miss  to-day  many  kind,  dear  and  familiar  faces,  who 
endeared  themselves  to  us  at  our  annual  gatherings  and  who 
enlivened  our  meetings  by  their  presence,  their  humor  and  their 
active  participations  in  the  discussions.  It  is  sad  to  think  that 
we  will  meet  them  no  more  and  that  their  voices  will  never  sound 
again  in  our  meeting  rooms.  Some  of  these  are  a  distinct  and 
irreparable  loss  to  our  society  which  will  be  felt  for  many  years 
to  come.  We  mourn  the  loss  of  thirty-eight  members  who  have 
died  during  these  twenty-five  years.  Of  the  fifteen  gentlemen 
present  at  the  organization  of  the  society  in  Buffalo,  only  five 
survive  as  members. 

The  advances,  more  particularly  in  abdominal  surgery  and 
gynecology  since  the  foundation  of  this  society,  have  been  truly 
phenomenal.  At  no  period  in  the  history  of  medicine,  I  am 
safe  in  saying,  have  such  evolutions  and  growth — revolutionizing 
the  entire  practice  of  medicine — been  experienced.  This  society 
has  been  singularly  fortunate  in  having  had  its  inauguration  just 
at  the  eve  of  these  remarkable  changes,  because  it  acted  as  an 
incentive  for  each  individual  Fellow  to  contribute  his  own  share, 
large  or  small,  in  the  development  in  these  departments  of 
medicine,  and  when  the  history  of  medicine  covering  the  last 
twenty-five  years  is  written,  not  a  few  Fellows  will  be  credited 
with  a  large  proportion  of  the  work  accomplished. 

To  realize  and  appreciate  what  has  been  accomplished  in  the 
last  quarter  of  a  century  a  brief  retrospect  of  the  status  of  abdom- 
inal surgery  and  gynecology  just  previous  to  that  period  should 
prove  instructive  and  helpful,  particularly  to  the  younger  mem- 
bers of  this  society.  Not  too  much  credit  can  be  given  to  Sir 
Joseph  Lister  who  by  his  discovery  of  wound  infection  and  its 
prophylactic  treatment  made  these  advances  possible.  Its 
full  value  and  importance  were,  however,  very  slow  in  being 
recognized  by  the  profession,  and  its  general  adoption  antedated 
the  foimdation  of  this  society  but  a  few  years.     Well  do  I  re- 
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member  seeing  many  operations  performed  by  some  of  the  best 
known  sm-geons  in  London,  neighbors  of  Lister,  in  the  year  1884, 
who  apparently  had  never  heard  of  Lister  and  his  discovery. 
Speaking  in  a  general  way,  we  may  mark  the  year  1880  as  the 
beginning  of  the  new  era  in  surgery.  Up  to  this  time  abdominal 
surgery  was  practically  limited  to  ovariotomy,  though  in  a  few 
isolated  cases,  either  through  a  mistake  in  diagnosis,  or  in  the 
hands  of  an  unusually  bold  and  enterprising  sm-geon,  other 
operations  had  been  attempted  and  at  times  carried  out  with 
success. 

Hysterectomies  for  fibroid  had  been  performed  not  infre- 
quently but  with  such  a  high  mortality  that  there  was  little 
incentive  for  the  ordinary  surgeon  to  imitate.  Until  about  the 
year  1883  such  eminent  operators  as  Schroeder,  Martin,  Tait  and 
Bantock,  the  pioneers  in  this  work,  had  a  mortality  of  about  30 
per  cent.  Keith  was  the  first  to  improve  these  results  and  only 
a  few  years  later  the  extraperitoneal  treatment  of  the  pedicle, 
by  means  of  which  the  cervical  stump  was  anchored  and  fixed 
in  the  lower  angle  of  the  incision,  enclosed  by  a  clamp,  serre- 
neud,  or  an  elastic  ligature,  had  become  so  perfected  that  the 
results  in  the  hands  of  the  best  surgeons  became  quite  favorable. 
The  intraperitoneal  method,  originated  by  Schroeder  in  1882, 
proved  exceedingly  dangerous  and  found  few  advocates  until 
Simpson  of  New  York  in  1889,  demonstrated  that  by  ligating 
the  ovarian  and  uterine  arteries  the  danger  of  hemorrhage  from 
the  stumps,  hitherto  the  bug-bear  of  the  intraperitoneal  methods, 
could  with  absolute  certainty  be  avoided.  The  present  ideal 
method  of  suprapubic  hysterectomy,  the  most  beautiful  and 
satisfactory  operation  in  the  range  of  abdominal  surgery,  we  owe 
to  Baer  of  Philadelphia,  who  first  described  it  nearly  twenty 
years  ago.  Until  that  time  many  surgeons  preferred  the  removal 
of  the  uterine  appendages  as  the  far  safer  operation  for  bleeding 
fibroids,  but  the  results  were  far  from  encouraging. 

The  unsatisfactory  results  of  the  operative  treatment  during 
these  years  of  development,  led  to  various  attempts  to  relieve  the 
unfortunate  sufferers  from  uterine  fibroids.  Among  these,  elec- 
tricity as  applied  according  to  Apostoli's  method  (of  Paris), 
was  for  a  number  of  years  a  subject  of  lively  discussion  in  the 
medical  circles,  and  for  a  time  many  enthusiasts  claimed  such 
remarkable  results  that  every  "up  to  date"  g)naecologist  felt 
compelled  to  acquire  the  necessary  and  not  inexpensive  appa- 
ratus.    Not   only  did  the   advocates   of  this  method  claim  to 
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relieve  the  symptoms  accompanying  this  neoplasm,  such  as 
bleeding,  pain,  etc.,  completely  and  promptly,  but  they  saw 
rapid  shrinking  of  the  tumor,  and  in  the  course  of  time  com- 
plete absorbtion  as  a  result  of  the  electrolytical  treatment. 
These  illusions,  however,  soon  disappeared,  and  with  them  the 
much  heralded  and  for  a  time  apparently  promising  electrical 
craze. 

To  the  great  genius  and  wonderful  skill  of  Lawson  Tait  we  are 
largely  indebted  for  the  epoch-making  progress  in  abdominal 
surgery,  beginning  with  or  near  the  year  1880.  He  recognized 
the  fact  that  pelvic  inflammation  usually  has  its  origin  in  the 
tubes,  extending  from  there  to  the  peritoneum.  Up  to  this 
time  practically  all  inflammatory  conditions  in  the  pelvis  were 
regarded  as  a  cellulitis,  though  Bernuitz  and  Gonpil  in  the  year 
1862  described  very  clearly  the  pathology  of  pelvic  inflammation, 
and  Noeggeroth  in  the  year  1878  had  pointed  out  its  etiology  in 
his  classical  little  book  on  "Gonorrhea  in  the  Female."  It 
required,  however,  the  actual  demonstration  on  the  operating 
table  and  the  specimens  of  ovaries  and  tubes  removed  from  the 
living  subjects  to  convert  the  doubting  profession  and  to  revise 
their  old  and  long-held  views  of  pathology.  Tait's  results  were 
so  brilliant  that  he  soon  found  pupils  and  imitators  all  over  the 
world  and  the  "Tait  operation,"  which  the  removal  of  diseased 
ovaries  and  tubes  was  then  called,  came  rapidly  into  vogue  and 
was  popular  with  the  surgeons,  to  such  an  extent  that  it  was 
greatly  abused  in  many  instances  and  threatened  to  discredit 
surgery  for  a  time  on  that  account.  In  1883  Tait  performed 
his  first  operation  for  extrauterine  pregnancy  with  ruptiu-ed 
tube,  and  from  that  time  on  found  many  such  cases  among  his 
material,  showing  thereby,  that  ectopic  gestation  was  not  the 
rare  accident  that  it  had  hitherto  been  regarded,  but  a  very 
common  indication  for  surgery.  His  experience  with  this  con- 
dition resulted  in  a  complete  change  of  views  hitherto  held  con- 
cerning the  pathology  of  extrauterine  pregnancy.  His  operative 
skill  was  soon  employed  in  other  parts  of  the  abdomen,  especially 
about  the  gall-bladder  and  biliary  ducts  in  which  he,  with  Mayo 
Robson  and  Langenbach  of  Germany,  was  one  of  the  pioneers. 

In  uterine  displacements  the  pessary  was  the  only  means 
known  to  correct  the  malposition,  until  Alexander  in  1882 
conceived  the  idea  of  utilizing  the  round  ligaments  for  that 
purpose  by  shortening  them  through  the  inguinal  canal.  He 
was  soon  followed  by  Olshausen  and  Kelly,  who  were  the  first 
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to  open  the  abdomen  for  the  permanent  correction  of  backward 
displacements  of  the  uterus.  This  gave  a  great  impetus  to  the 
surgical  treatment  of  uterine  prolapse,  the  plastic  operations  on 
the  vagina,  hitherto  performed  for  the  relief  of  this  condition, 
proving  insufficient  without  the  reposition  of  the  uterus  into 
its  normal  anteposition.  The  plastic  work  had  recTently  been 
much  improved  by  such  men  as  Hegar,  Martin,  and  particularly 
Emmet,  whose  masterful  skill  in  plastic  surgery,  based  upon 
correct  anatomical  principles,  brought  about  radical  changes  in 
the  methods  formerly  in  vogue  and  whose  operations  are  per- 
formed even  to-day  by  many  of  the  leading  surgeons  with  only 
slight  modifications.  The  fact  is  that  in  the  enthusiasm  for 
innovations  and  improvements  in  abdominal  surgery,  little  atten- 
tion was  given  to  the  minor  operations  about  the  vaginal  outlet 
which  for  a  time  were  sadly  neglected  until  recent  years  revived 
the  interest  in  that  portion  of  the  pelvic  channel. 

At  the  foundation  of  this  Society  a  lively  discussion  was  in 
progress  regarding  the  proper  treatment  of  cancer  of  the  uterus. 
As  early  as  1878,  Freund  did  a  radical  abdominal  operation  for 
uterine  cancer  which,  however,  was  soon  abandoned  on  account 
of  the  frightful  mortality  (72  per  cent.)  and  vaginal  hysterectomy 
came  gradually  into  favor  as  a  much  safer  substitute.  Much 
bitter  opposition,  however,  developed  against  this  operation, 
especially  by  men  advocating  and  practising  amputation  of  the 
cervix  by  knife  and  cautery,  on  the  grounds  that  the  results  did 
not  justify  such  dangerous  and  mutilating  operations.  In  the 
light  of  our  present  knowledge  this  opposition  was  not  entirely 
out  of  place,  as  statistics  have  since  shown  better  results  and  a 
larger  percentage  of  cures  in  the  hands  of  such  men  as  Byrne 
of  Brooklyn,  Baker,  Brown,  and  others,  by  their  cautery  ope- 
rations performed  without  any  loss  of  life,  than  has  been  obtained 
by  the  vaginal  hysterectomy  as  performed  at  that  time.  Uterine 
extirpation  per  vaginam,  at  least  in  carcinoma  of  the  cervix,  as 
ordinarily  performed,  that  is  without  a  thorough  removal  of  the 
disease  focus  in  the  vagina  and  parametrium,  experience  has 
demonstrated  as  being  not  much  more  than  a  mere  palliative 
operation,  and  about  on  a  par  with  the  high  amputation  of  the 
cervix  practised  at  that  time  by  •  Schroeder  and  Winter,  the 
latter,  however,  having  in  its  favor  the  absence  of  mortality. 

Until  the  year  1886  when  Fitz  of  Boston  published  his  careful 
studies  and  investigations  of  appendicitis,  we  possessed  very  little 
definite  knowledge  of  that  condition.     The  inflammatory  proc- 
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esses  in  the  right  iliac  region  were  spoken  of  as  a  typhlitis  and 
perityphlitis,  and  when  more  extensive,  as  peritonitis,  and  the 
operative  treatment  was  of  course  confined  to  incising  the 
abscesses  in  this  region.  Further  investigation  of  this  subject 
was  now  taken  up  by  the  surgeons  who,  from  specimens  and  the 
information  gained  at  the  operating  table,  were  soon  able  to 
formulate  a  definite  pathology  of  the  disease  and  indicate  its 
rational  and  proper  treatment.  We  owe  to  a  very  large  extent 
the  wonderful  success  in  the  management  of  this  once  justly 
dreaded  affection  to  some  members  of  this  Association;  Murphy, 
Deaver  and  Morris  were  unquestionably  the  prime  and  acknowl- 
edged leaders  to  whose  efforts  and  activities  we  are  indebted  for 
the  rapid  advances  made  in  this  particular  field  of  surgery. 

The  postoperative  conditions  as  well  as  the  after-treatment  of 
abdominal  sections  in  the  early  days  of  the  last  quarter  of  a 
century,  differed  very  considerably  from  those  of  the  present 
time,  and  the  easy,  smooth  convalescence,  almost  uniformly 
observed  by  the  modem  and  skilled  surgeon,  was  then  rather  the 
exception  than  the  rule.  The  bug-bear  was  always  infection  and 
peritonitis,  which  in  spite  of  the  antiseptic  methods  then  in  use, 
were  a  common  complication  and  the  largest  single  factor  con- 
tributing to  the  death  rate.  The  reason  of  this  may  be  explained 
by  the  fact  that  antisepsis  was  then  the  practice  rather  than 
asepsis,  and  that  entirely  too  much  reliance  was  placed  in  the 
germicidal  action  of  the  antiseptic  drugs  employed.  Hand- 
disinfection  is  at  best  very  difficult  and  unsatisfactory,  and  at 
that  time  not  as  well  understood  as  at  present,  and  what  is  still 
more  important,  the  rubber  glove,  the  great  boon  to  aseptic 
surgery',  which  gives  the  surgeon  absolute  confidence  in  his 
ability  to  prevent  infections,  was  unknown. 

In  addition  to  this,  operations  were  then  performed  in  acute 
inflammatory^  conditions  of  the  pelvis  during  the  greatest  activity 
and  virulence  of  the  pathogenic  organisms,  when  everything 
favored  general  infection  and  peritonitis.  The  free  irrigation  of 
the  abdominal  cavity  with  sterile  water  for  the  purpose  of  remov- 
ing the  debris  and  septic  material,  so  generally  practised  with  a 
view  of  preventing  the  dreaded  infection,  was  illusory  and  harm- 
ful, as  it  had  the  effect  of  scattering  septic  organisms  more  exten- 
sively over  the  peritoneal  cavity  and  thereby  aiding  and  increas- 
ing the  disease  process.  The  glass  drainage  tube  then  considered 
indispensable  in  such  cases,  though  when  properly  used  was 
helpful  and  of  great  benefit,  was  insuflScient  and  often  powerless 
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in  checking  the  rapid  invasion  and  toxic  action  of  the  liberated 
septic  agents. 

It  is,  therefore,  not  surprising  that  the  mortahty  in  this  class 
of  cases  was  very  high  and  that  those  which  recovered,  often  after 
a  long,  tedious  and  stormy  convalescence,  did  so  with  compli- 
cations of  grave  wound  infections,  sinuses,  and  not  rarely  fecal 
fistulse.  These  results  were,  unfortunately,  not  always  confined 
to  the  septic  cases;  they  not  rarely  occuiTed  in  the  clean  and 
uncomplicated  cases,  and  that  in  the  hands  often  of  the  most 
careful  and  experienced  men.  It  is  no  wonder  then  that  the 
surgeon  was  constantly  on  the  lookout  for  trouble  of  this  char- 
acter and  ever  ready  with  his  precautions  to  forestall  them  by 
measures  considered  at  that  time  highly  important  and  very 
effective.  Among  these  saline  laxatives,  especially  sulphate  of 
magnesia,  occupied  the  most  important  place  and  was  often 
administered  as  early  as  a  few  hours  after  operation,  for  the 
purpose  of  draining  the  bowels  and  the  peritoneal  cavity,  thus 
aiding  the  elimination  of  the  pathogenic  organisms.  Opiates  in 
any  form  were  shunned  as  poison,  and  their  administration  re- 
garded little  short  of  criminal,  because  they  tended  to  mask 
the  symptoms,  especially  those  of  peritonitis,  and  by  interfering 
with  peristalsis,  locked  up  the  intestinal  secretions,  thereby 
greatly  lessening  the  patient's  chances  of  recovery.  Those  of 
us  who  have  not  personally  witnessed  it,  may  at  least  imagine 
the  suffering  of  these  poor  patients  who  were  compelled  to  drink 
frequent  nauseating  doses  of  salts  and  who  had  to  pass  through 
this  ordeal  without  any  relief,  as  the  surgeon  standing  at  the 
bedside  with  a  sad  and  troubled  heart  did  not  dare  to  jeopardize 
his  patient's  chances  by  a  merciful  dose  of  morphia.  To  what 
extremes  the  medical  man  has  often  wandered,  groping  his  way 
in  the  darkness  and  what  sacrifices  he  has  been  obliged  to  make 
before  the  much  looked  for  light  finally  appeared !  Not  many 
years  before  that  period,  the  Alonzo  Clark  treatment  was  in 
general  use  for  peritonitis,  which  was  the  exact  opposite  of  that 
described  above.  Cathartics  were  strictly  forbidden  and  opium 
given  in  large  doses  to  the  point  of  tolerance,  keeping  the  patient 
in  a  condition  bordering  on  semicoma  for  days,  because  the 
rest  treatment  so  successfully  used  in  inflammations  elsewhere 
was  expected  to  accomplish  the  same  good  results  in  the  peri- 
toneal cavity.  For  that  reason,  complete  body  rest,  with  arrest 
of  peristalsis  was  secured  by  these  extreme  doses  of  opium.  At 
the  present  time  we  have  arrived  at  a  point  about  midway 
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between  these  two  extremes,  verifying  the  old  maxim  "/n  medio 
stat  virtus." 

Secondary  hemorrhage  also  was  a  condition  of  not  infrequent 
occurrence  and  gave  the  sm'geon  many  anxious  moments 
during  the  first  twenty-four  hours  after  operation.  This  was 
usually  caused  by  a  slipping  ligature,  which  the  surgeon  at  this 
early  date  had  not  learned  to  tie  -svith  the  security  which  sub- 
sequent experiences  gave  him.  These  were  sad  and  tr}4ng  cases, 
because  when  the  condition  was  recognized,  relief  often  came 
too  late.  Deaths  from  hemorrhage  were  no  doubt  more  common 
at  that  time  than  was  generally  admitted,  because  many  of  these 
were  attributed  to  shock  which  in  the  light  of  oiir  present  knowl- 
edge we  would  unhesitatingly  recognize  as  caused  by  internal 
bleeding. 

Among  the  most  frequent  postoperative  complications  may  be 
mentioned  incisional  hernia  which  then  occurred  in  a  consider- 
able percentage  of  the  cases;  lo  per  cent,  is  probably  not  an 
exaggerated  proportion.  This  was  partly  due  to  the  frequent 
deep  wound  infections,  the  glass  drainage  tube  and  the  gauze 
drain,  especially  the  Miculicz  drain  which  was  then  not  rarely 
used  in  the  pelvis.  It  also  followed  simple  operations  without 
infection  on  account  of  the  careless  closiue  of  the  abdominal 
incision  which  was  then  invariably  closed  by  through -and -through 
sutures  of  silkworm  gut;  suturing  the  different  layers  of  the 
abdominal  wound  is  of  more  recent  date.  As  a  consequence 
faulty  apposition  and  imperfect  union,  especially  between  the 
fascial  layers,  frequently  resulted  with  subsequent  separation  and 
hernia  formation. 

Until  twenty  years  ago  silk  was  the  only  ligature  and  suturing 
material  in  general  use  in  the  abdomen.  This  became  frequently 
infected,  resulting  in  exudate  and  abscess  formation  in  its  immedi- 
ate vicinity,  forming  the  so-called  "stump  exudates"  which 
gave  rise  to  many  annoying  and  troublesome  symptoms,  per- 
sisting for  months,  leaving  the  patient  often  in  as  bad  if  not 
worse  condition  than  before  operation,  and  requiring  in  many 
cases  secondary  operations  for  relief.  The  substitution  of  cat- 
gut for  silk  has  done  away  almost  entirely  with  this  formerly  very 
troublesome  complication,  so  that  oiu*  younger  surgeons  have 
been  spared  this  very  unpleasant  experience. 

Obstetrics  has  not  experienced  those  revolutionary  changes 
which  marked  the  course  of  abdominal  stu-gery  and  gATiecology 
during  the  last  twenty-five  years.     This  may  be  attributed  to 
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the  fact  that  when  the  evolution  in  these  departments  began, 
obstetrics  was  quite  a  well -developed  art  and  science,  considerably 
in  advance  of  any  other  branch  of  medicine.  As  the  leading 
obstetricians  of  this  time  were  usually  also  active  gynecologists, 
the  new  era  brought  so  many  new  problems  to  be  solved  and 
worked  out  that  their  interests  and  labors  were  so  entirely 
absorbed  in  this  new  work  that  obstetrics  did  not  receive  the 
attention  this  important  subject  demanded,  at  least  during  the 
earlier  part  of  the  period  in  question.  It  is  not  to  be  under- 
stood, however,  that  obstetrics  was  not  benefited  and  influenced 
by  the  vast  developments  going  on  in  the  other  allied  depart- 
ments, because  the  introduction  of  antisepsis  alone  was  of  vital 
importance,  inasmuch  as  by  it  thousands  of  lives  were  saved 
annually.  The  not  uncommon  puerperal  fever  epidemics  were 
stamped  out  entirely  and  for  all  time  and  not  only  was  the 
mortality  of  the  puerperal  state  greatly  reduced,  but  also  the 
morbidity  lessened  very  materially.  To  the  beginning  of  this 
period  must  also  be  credited  Sanger's  improved  Cesarean  section, 
and  the  revival  of  symphysiotomy.  During  recent  years  we 
have  witnessed  a  decided  and  renewed  interest  in  this  so  im- 
portant branch  of  medicine  dtuing  which  surgical  methods  have 
been  introduced  for  the  treatment  of  many  obstetrical  compli- 
cations which  have  taken  the  place  of  some  of  the  old  conservative 
methods,  especially  in  eclampsia  and  placenta  previa. 

This  brief  retrospect  covering  only  the  most  important 
features  will  suffice  to  give  those  not  fully  familiar  with  the 
situation  in  abdominal  surgery  and  gynecology  at  the  time  of 
the  foundation  of  this  Society,  a  fairly  clear  idea  of  what  has 
been  achieved  during  the  last  twenty-five  years.  It  will  also, 
to  a  certain  extent  at  least,  picture  to  them  the  constant  difficul- 
ties and  anxieties  attending  the  work  of  those  pioneers  who  were 
compelled  to  rely  upon  their  own  resources,  and  whose  daily 
labors  were  in  a  field  in  which  neither  the  experience,  advice 
or  assistance  from  others  were  available.  It  was  fortunate  for 
the  development  of  abdominal  surgery  in  this  country  that  at 
this  early  period,  just  a  few  years  previous  to  the  organization 
of  this  society,  the  late  lamented  Joseph  Price  began  his  remark- 
able career,  and  his  clinic  commenced  to  attract  attention. 

It  soon  became  the  Mecca  to  which  the  surgeons  from  every 
part  of  the  Union  flocked  who,  inspired  by  his  enthusiasm  and 
skill,  took  up  the  work  in  their  various  spheres  %\ath  more  con- 
fidence,  adopting  the  simple  and  successful  methods  practised 
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by  this  master  of  technic.  There  are  few  of  our  older  surgeons 
living  in  the  various  States  of  the  Union  who  at  some  time  or 
another  have  not  been  pupils  of  Joseph  Price,  and  who  do  not 
owe  much  of  their  early  success  to  his  personal  instructions. 
Whatever  opinion  we  may  hold  of  his  work  in  later  years,  we 
all  must  agree  that  in  those  days  he  was  a  master  and  a  teacher 
without  his  equal,  and  to  him  abdominal  surgeons,  at  least  of 
this  country,  owe  a  debt  of  gratitude  as  to  no  one  else. 

That  abdominal  surgery  and  gynecology  will  continue  on  the 
path  of  development  and  progress  during  the  next  twenty-five 
years  is  certain,  but  that  it  will  be  accompanied  by  the  revolu- 
tionary changes  experienced  during  the  last  quarter  of  a  century 
is  hardly  to  be  expected.  Changes  of  another  character,  how- 
ever, may  be  looked  for  which  may  have  important  bearings 
on  the  profession  at  large  and  to  which  I  take  the  privilege  to 
allude  very  briefly. 

Abdominal  surgery  and  gynecology,  formerly  in  the  hands  of  a 
comparatively  few  men  especially  trained  in  these  lines,  are 
rapidly  passing  the  point  of  specialism  and  are  becoming  to  a 
large  extent  the  property  of  the  general  practitioner,  and  in 
this  lurks  a  danger  which  we  must  sooner  or  later  face.  It  is  a 
highly  laudable  ambition  and  one  to  be  encouraged  for  every 
member  of  the  profession,  especially  when  starting  in  his  chosen 
career,  to  equip  himself  to  the  full  extent  of  his  ability  for  the 
work  of  relieving  suffering  humanity  in  whatever  form  it  may 
be  met,  and  nobody  should  criticise  the  physician  who  wishes 
to  extend  his  field  of  usefulness  to  any  branch  of  medicine, 
provided  he  is  fully  competent  to  do  so  without  detriment  or 
injury  to  his  patients.  To  do  good  surgery  requires  an  amount 
of  special  training  and  should  include  an  apprenticeship  to  some 
master  in  these  surgical  specialties,  which  is  available  to  com- 
paratively few,  not  to  mention  a  natural  aptitude  and  fitness, 
indispensable  to  the  successful  surgeon.  Without  these  require- 
ments and  qualifications  our  surgical  work  must  of  necessity 
be  unsatisfactory  and  inferior,  and  often  dangerous  if  not  fatal, 
and,  moreover,  operations  performed  without  the  slightest  indica- 
tion or  necessity  will  be  of  not  rare  occurrence  because  diagnostic 
skill  is  even  more  difficult  to  acquire  than  technical  ability. 
Unless  some  restrictions  can  be  drawn,  and  this  surgical  craze, 
rampant  even  now,  checked,  great  harm  will  be  done  and  surgery 
discredited.  Such  control  seems  just  as  important  as  that 
adopted  by  all  states  against  illegal  and  unqualified  practitioners 
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and  charlatans,  or  even  as  the  precautions  against  adulteration 
of  food-stuffs  or  drugs. 

Another  danger  coincident  with  increased  competition  and 
our  commercial  age  which  threatens  to  dethrone  from  its  high 
pinnacle  of  honor  and  dignity  on  which  the  medical  profession 
has  been  placed  from  time  immemorial  and  to  undermine  the 
public  confidence  so  necessary  in  the  performance  of  our  duties, 
is  commercialism,  which  in  this  connection  is  closely  allied,  if 
not  synonymous  with  dishonesty.  At  present  this  is  most 
conspicuous  in  the  form  of  the  so-called  "fee-splitting,"  an  abuse 
and  a  form  of  dishonesty  which  must  sooner  or  later,  unless 
promptly  checked,  become  generally  known  among  the  laity, 
when  it  will  disgrace  the  profession  and  subject  the  honest  men 
in  it  to  public  suspicion,  just  as  much  as  the  dishonest.  Steps 
should  be  taken  in  the  various  medical  societies  to  stamp  and 
root  out  this  evil  which  will  soon  be  followed  by  other  abuses 
and  disgraceful  actions,  if  we  do  not  wish  to  see  the  name  of  our 
loved  profession  stained  and  besmirched  and  the  self-sacrificing 
labors  of  the  surgeon  made  more  difficult  and  his  honored  posi- 
tion in  the  public,  considerably  lowered.  The  work  of  eradicat- 
ing these  dangers,  which  I  am  sure  are  not  imaginary  or  visionary, 
but  are  in  actual  existence,  and  have  already  taken  quite  a 
serious  aspect  in  many  communities,  must  be  faced  at  once  and 
proper  measures  considered  in  the  most  influential  medical 
societies  for  the  elimination  of  all  such  elements  so  detrimental 
for  the  welfare  and  future  usefulness  of  our  great  profession. 

In  conclusion,  permit  me  to  express  to  you  my  appreciation 
of  the  high  honor  conferred  upon  me  in  choosing  me  your  presid- 
ing officer,  especially  for  this  year  of  our  Silver  Anniversary, 
which  is  one  of  great  importance  in  the  history  of  the  Association. 
I  am  fully  conscious  of  my  failings  and  the  lack  of  those  qualifica- 
tions so  highly  desired  in  a  presiding  officer,  but  as  you  elected 
me  without  my  solicitation  and  even  without  my  knowledge, 
it  is  only  fair  that  you  assume  the  responsibility  for  this  act, 
and  I  can  only  ask  you  to  be  patient  and  indulgent  with  my 
shortcomings. 

714  Jenkins  Building. 
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Proceedings  of  the  Twenty-fifth  Annual  Meeting,  held  at 
Toledo,  Ohio,  September  17,  18  and  19,  1912. 

The   President.     X.  O.  Werder,  m.  d.,  in  the  chair. 

After  the  usual  addresses  of  welcome  the  scientific  session 
opened  with  the  reading  of  a  paper  on 

CESAREAN  SECTION. ^ 
(Points  of  Interest  in  a  Series  of  Seven  Cases.) 

BY 

JOHN  NORVAL  BELL,  M.  D., 

Detroit,  Mich. 

The  comparatively  large  number  of  indications  included  in 
this  small  series  of  cases,  and  the  hope  that  the  discussion  of  the 
interesting  points  in  each  case  will  prove  beneficial,  is  my  excuse 
for  presenting  this  short  paper  on  an  ever  interesting  subject. 

Case  I. — Mrs.  B.,  Bohemian,  age  twenty -four,  full  term.  Was 
called  in  September,  1907,  to  this  case  by  the  family  physician, 
an  exceptionally  competent  man,  who  had  made  repeated  at- 
tempts at  delivery  with  the  Elliot  forceps,  but  without  success. 
The  Tarnier  forceps  were  then  applied  but  these,  too,  proved 
ineffectual  and  the  patient  was  transferred  to  Harper  Hospital, 
abdominal  Cesarean  section  performed,  and  a  large  male  child 
delivered.  During  the  puerperium  the  mother  developed  a 
slight  fever,  varying  between  99°  and  102°  F.,  for  about  five  days. 
Other  than  this,  the  recovery  of  both  mother  and  child  was 
uneventful. 

The  point  of  interest  in  this  case  is  that  the  uterus  was  not 

removed  at  the  time  of  operation,  notwithstanding  the  fact  that 

^  Read  before  the  Twenty-fifth  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists  at  Toledo,  Ohio,  September  17-19,  191 2. 
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repeated  attempts  at  delivery  had  been  made  before  the  patient 
was  brought  to  the  hospital.  This,  I  am  aware,  is  contrary  to  the 
teachings  of  many  authorities  on  this  subject,  but  it  seems  to 
the  writer  that,  given  the  case  of  a  young  woman  of  good  resist- 
ance who  has  been  examined  repeatedly  by  a  careful  physician, 
and  has  even  been  subjected  to  repeated  attempts  at  delivery 
with  the  forceps,  we  are  not  justified  in  removing  the  uterus,  and 
thus  depriving  her  of  the  hope  of  future  childbearing. 
The  pelvic  measurements  in  this  cases  were  as  follows : 

Interspinous 22.5  cm. 

Intercristal 27.5  cm. 

Intertrochanteric 30       cm. 

Anteroposterior 17.5  cm. 

Case  II. — Mrs.  M.,  American,  age  thirty-seven. 

Indications. — Justominor  pelvis. 

Diaineters: 

Interspinous 21.5  cm. 

Intercristal 23.5  cm. 

Intertrochanteric 27.5  cm. 

Anteroposterior    i7-5  cm. 

The  points  of  interest  in  this  case  are,  the  history  and  the 
excellent  results  attendant  upon  the  adoption  and  carrying  out 
of  the  modern  approved  method  of  treatment  in  these  cases, 
namely,  operation  by  election. 

History. — First  child  several  years  ago;  difficult  instrumental 
delivery,  two  physicians  in  attendance;  results,  dead  child  and 
extensive  lacerations. 

Second  child  delivered  by  the  writer.  Difficult  instrumental 
delivery,  small  female,  baby  living,  and,  I  am  glad  to  say,  still 
alive  after  eight  years. 

Third  Pregnancy. — Patient  neglected  to  notify  me  of  her 
condition  until  she  was  in  labor.  The  child  was  large  and  the 
head  would  not  engage  satisfactorily.  Called  another  physician 
and  after  repeated  unsuccessful  attempts  at  delivery  performed 
podalic  version  and  delivered  the  patient  of  a  dead  child.  In 
other  words,  I  sacrificed  the  child  in  trying  to  deliver  it,  instead 
of  transferring  the  patient  to  a  good  hospital  and  delivering  her 
by  abdominal  Cesarean  section,  as  I  would  now  do.  I  informed 
the  patient  that  if  she  became  pregnant  again  she  must  go  to  the 
hospital  and  submit  to  whatever  form  of  delivery  was  deemed 
best.  Within  a  year  she  again  became  pregnant  and  I  had  her 
removed  to  the  Womans'  Hospital  and  operated  at  the  first  onset 
of  labor  pains.  Delivered  her  of  a  fine  boy  baby,  both  making 
uneventful  recoveries. 
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Case  III. — Mrs.  A.,  Bohemian,  age  thirty. 
Indications. — Flat  rachitic  pelvis  and  prolapsed  cord. 
Diameters: 

Interspinous    27.5  cm. 

Intercristal 30       cm. 

Anteroposterior    20      cm. 

This  patient  presented  quite  a  marked  lordosis  and  had  been 
delivered  once  before  by  abdominal  Cesarean  section.  One  would 
be  led  to  surmise  that  a  patient  with  so  large  a  pelvis  could  be 
easily  delivered,  but  the  true  state  of  affairs  was  revealed  at 
operation,  when  it  was  found  that  the  promontory  of  the  sacrum 
projected  far  out  over  the  superior  strait,  thus  preventing  engage- 
ment of  the  head. 

Another  interesting  point  about  this  case  was  the  fact  that  no 
scar  could  be  found  in  the  uterus  following  the  former  delivery. 

This  patient's  husband  took  it  upon  himself  to  remove  her 
from  the  hosiptal  on  the  eighth  day,  and  on  visiting  her  at  her 
home  on  the  tenth  day,  found  her  attending  to  her  household 
duties.  The  lesson  taught  by  this  case  is  that  the  external 
measurements  are  not  always  to  be  relied  upon,  especially  where 
a  lordosis  is  present. 

Case  IV. — Mrs.  M.,  age  forty-two,  multipara. 

Indication. — Placenta  previa  centralis. 

Saw  this  patient  in  January,  1910.  She  was  then  within 
two  weeks  of  term  and  had  been  flowing  quite  profusely  for  two 
or  three  days,  so  much,  indeed,  that  she  was  markedly  anemic. 
The  placenta  was  situated  almost  directly  over  the  center  of  the 
cervical  canal. 

Fearing  that  an  attempt  at  delivery  by  detaching  the  placenta 
would  result  in  the  death  of  the  child,  I  suggested  abdominal 
Cesarean  section.  The  patient  was  very  desirous  of  having  a 
living  child  and  readily  consented  to  the  operation,  which  was 
done  as  soon  as  she  could  be  transferred  to  the  hospital. 

She  made  an  apparently  uneventful  recovery,  but  on  re- 
moving the  abdominal  dressing  on  the  tenth  day  it  was  found 
that  the  abdominal  incision  had  failed  to  unite,  partly  because  of 
a  mass  of  omentum  which  presented  just  beneath  the  skin,  and 
partly,  as  I  suppose,  because  of  poor  nourishment  in  the  tissues 
of  the  abdominal  wall.  Removal  of  the  omental  mass,  freshen- 
ing of  the  margins  of  the  incision  and  new  suturing  resulted  in  a 
complete  recovery,  and  the  mother  is  happy  in  the  possession  of 
a  living  child,  which  good  result,  I  fear,  might  not  have  accrued 
had  I  adopted  any  other  method  of  deliver}'. 

Is  placenta  previa  centralis  an  indication  for  abdominal 
Cesarean  section?  The  writer  is  firmly  convinced  that  it  is, 
believing  that  the  dangers  attendant  upon  this  operation  are 
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far  overbalanced  by  perforation  of  the  placenta  turning  and 
bringing  down  a  leg,  which  is  the  routine  procedure  in  these 
cases. 

Case  V. — Mrs.  B.,  primipara,  age  thirty. 

Saw  this  patient  in  June,  1910,  in  consultation  with  her 
family  physician,  who,  with  a  neighboring  practitioner,  had 
made  repeated  attempts  at  delivery  with  the  forceps,  without 
success.  On  bimanual  examination  a  large  fibroid  tumor 
occupying  the  lower  uterine  segment  could  readily  be  palpated. 
The  patient  was  transferred  to  the  hospital  and  delivered  per 
abdominal  Cesarean  section  of  a  dead  child,  which  had  evi- 
dently been  sacrificed  in  the  ill-advised  attempts  at  delivery  with 
the  forceps.  The  fibroid  was  of  the  interstitial  variety  and 
occupied  so  much  of  the  lower  uterine  segment  that  supra- 
vaginal hysterectomy  was  deemed  advisable.  This  was  done, 
and  the  patient  made  an  uninterrupted  recovery. 

The  question  of  the  advisability  of  the  removal  of  the  uterus 
in  such  cases  as  this  is  one  which  I  sincerely  hope  will  not  be 
overlooked  in  the  discussion,  as  the  writer  has  personal  knowl- 
edge of  the  complete  disappearance  of  such  growths  following 
pregnancy  and  parturition  in  at  least  two  cases.  The  sad  com- 
mentary on  this  case  is  that  the  child  might  have  been  saved  by 
an  early  recognition  of  the  condition  and  prompt  abdominal 
Cesarean  section. 

Case  VI. — Primipara,  age  thirty-seven. 

Indications. — Fibroid  tumor. 

Married  eleven  years.  Consulted  me  in  November,  1910, 
pregnant  four  months.  On  bimanual  examination  a  good- 
sized  fibroid  tumor  could  be  palpated  occupying  the  lower  uterine 
segment,  filling  the  pelvis  to  within  an  inch  of  the  posterior 
aspect  of  the  pubes.     The   growth  was   firm  and  immovable. 

Thinking  that  possibly  we  had  to  deal  with  a  pedunculated 
fibroid  which  might  be  dislodged  later  in  the  gestation,  I  ad- 
vised the  patient  to  report  from  time  to  time,  which  she  did. 
At  full  term,  however,  no  change  could  be  made  in  the  posi- 
tion of  the  growth,  and  the  patient  was  advised  to  hold  herself 
in  readiness  to  enter  the  hospital  for  abdominal  Cesarean 
section  on  the  onset  of  labor  pains. 

At  the  end  of  ten  days  after  the  completion  of  term,  no  signs 
of  labor  having  developed,  I  advised  the  patient  to  enter  the 
hospital  in  the  evening  and  be  operated  the  following  morning. 
This  she  consented  to,  and  on  seeing  her  that  evening  she  re- 
marked that  she  had  not  felt  any  fetal  movements  since  morning. 
Careful  stethoscopic  examination  revealed  the  fact  that  the  child 
had  died  during  the  day. 

At  operation  the  following  morning  a  condition  very  much 
like  that  in  Case  V  was  found,  although  the  tumor  did  not 
involve  quite  so  much  of  the  uterine  wall. 
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This  couple  was  very  anxious  to  have  a  child  and  I  decided 
to  leave  the  uterus,  with  the  hope  that  the  woman  might  be 
more  fortunate  at  some  future  time.  In  early  June  of  this  year 
her  husband  informed  me  that  she  was  again  pregnant,  having 
missed  three  periods.  This,  however,  proved  to  be  untrue,  for 
on  examination  in  my  office,  August  15,  I  was  surprised  to  find 
not  only  that  she  was  not  pregnant  at  all,  but  that  the  fibroid 
tumor  had  entirely  disappeared. 

The  queries  which  present  themselves  in  this  case  are: 

1.  What  caused  the  death  of  the  child? 

2.  Why  had  the  patient  ceased  menstruating? 


Case  VII. — Mrs.  S.,  primipara,  age  thirty. 
Indications. — Justominor  pelvis. 


Diameters 

Interspinous    22.5  cm. 

Intercristal    25       cm. 

Intertrochanteric    28.5  cm. 

Anteroposterior     17.5  cm. 

Interest  in  this  case  centers  in  the  fact  that  the  patient  did  not 
develop  labor  pains  for  two  weeks  after  term. 

The  Walcher  position  was  not  effectual,  and  abdominal  Cesa- 
rean section  was  resorted  to  without  any  attempts  at  forceps 
delivery. 

The  results  were  ideal,  both  mother  and  child  making  perfect 
recoveries. 

In  conclusion  the  writer  would  strongly  advocate  a  more 
frequent  adoption  of  this  operation  and  would  include  im- 
pacted face  presentations  among  the  indications. 

506  Washington  Arcade. 


CESAREAN  SECTION.     TECHNIC  OF  THE  OPERATION 

BY  THE  SMALL  MEDIAN  INCISION  ABOVE  THE 

UMBILICUS,  WITH  A  SUMMARY  OF 

CASES.  ^ 

BY 
ASA  B.  DAVIS,  M.  D., 
New  York  City. 

In  reviewing  the  present-day  abdominal  Cesarean  section, 
several  considerations  impress  themselves  upon  our  attention. 
We  note  the  large  and  rapidly  increasing  number  of  these  opera- 
tions which  are  being  performed  by  many  different  surgeons. 

•  Read  before  the  Twenty-fifth  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  at  Toledo,  Ohio,  September  17  =  19,  1912. 
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The  results  which  they  are  able  to  report  are  cause  for  congrat- 
ulation. Despite  the  broader  scope  and  the  greatly  increased 
number  of  pathological  conditions  complicating  labor  which 
are  now  considered  indications  for  the  performance  of  this 
operation,  the  maternal  mortality  has  been  reduced  in  a  compara- 
tively few  years  from  one  which  was  almost  prohibitive,  until  at 
the  present  time  it  is  the  concensus  of  opinion  of  most  operators 
and  wTiters  that  not  more  than  2  per  cent,  of  the  mothers,  in 
ordinarily  favorable  cases,  fail  to  survive  Cesarean  section,  and 
that  there  has  been  great  and  progressive  improvement  in  this 
respect  in  all  cases  operated  upon,  the  favorable  and  unfavorable. 
This  is  also  true  in  regard  to  the  fetal  mortality. 

To-day  it  is  not  uncommon  to  meet  the  reports  of  long  series 
of  consecutive  Cesarean  operations  without  any  maternal  or 
fetal  deaths.  The  number  of  cases,  especially  in  hospital  prac- 
tice, which  pass  through  an  uncomplicated  puerperium  and  are 
able  to  leave  the  hospital  in  good  condition  with  a  healthy  child 
on  the  twelfth  to  the  fifteenth  and  occasionally  on  the  tenth  day 
following  this  operation  is  increasing.  According  to  our  obser- 
vations and  experience,  and  we  believe  that  this  does  not  differ 
materially  from  that  of  a  considerable  number  of  surgeons,  there 
is  yet  too  high  a  percentage  of  morbidity  following  this  operation, 
ranging  from  comparatively  slight  complications  of  short  dura- 
tion to  those  in  which  the  life  of  the  mother  is  in  jeopardy  for  a 
considerable  time  and  her  convalescence  is  prolonged  unduly, 
although  she  ultimately  recovers.  It  is  possible,  we  believe,  and  it 
should  be  our  endeavor  to  make  improvement  along  this  line  and 
also  more  infants  who  are  bom  alive  should  be  made  to  survive. 

From  the  nature  of  these  cases  and  from  the  condition  of  some 
at  the  time  when  they  first  come  under  our  care,  we  cannot 
altogether  avoid  complications  following  this  method  of  delivery. 
If  we  are  always  successful  in  doing  this,  it  is  a  fair  suggestion 
that  we  have  excluded  from  our  list  some  patients  who  are  en- 
titled to  and  should  be  delivered  by  Cesarean  section.  By  all 
means  let  us  keep  up  and  practise  those  methods  of  obstetric 
procedure  which  have  stood  the  test  of  time  and  which  have  been 
helpful  long  before  radical  surgical  procedures  were  available, 
because  they  were  either  unkno\^Ti  or  were  formerly  too  danger- 
ous to  be  employed.  But  where  these  methods  prove  inadequate 
let  us  not  be  slow  to  give  such  patient  the  benefits  which  have 
been  brought  about  by  the  progress  in  surgical  technic.  There 
is  little  danger  that  the  experienced  surgeon  will  perform  Cesarean 
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section  unnecessarily.  We  are  positive  that  many  lives  of 
mothers  and  infants  are  lost  each  year  and  many  others  are  left 
more  or  less  permanent  physical  wrecks  who  could  have  been  saved 
by  the  timely  employment  of  Cesarean  section,  and  were  it  neces- 
sary^ we  could  recite  individual  cases  which  have  come  under  our 
personal  observ-ation  in  convincing  numbers  to  sustain  this  view. 

This  operation  has  earned  something  better  than  to  be  a  last 
resort  in  difficult  or  impossible  deliveries  through  the  pelvis. 
It  should  be  the  operation  of  choice  in  more  cases.  For  both 
mother  and  child,  the  immediate  and  ultimate  results  are  better 
and  the  dangers  not  so  great  as  in  many  of  the  forceps,  versions, 
and  accouchement  force  deliveries;  it  is  a  much  more  surgical 
procedure  than  any  of  these  operations. 

At  the  meeting  of  this  Association  in  1910,  the  writer  reported 
the  results  of  seventy-eight  Cesarean  sections  which  he  had 
performed ;  briefly  they  were  as  follows : 

Number  of  mothers  who  sur\'ived 65    ....   S3  .33  per  cent. 

Number  of  mothers  who  died 13   ....   16  .67  per  cent. 

Total 78 

Number  of  children  who  sur\-ived 64    ....    80        per  cent. 

Number  of  children  who  died 11    ....    i^-Tt  per  cent.  1 

T,-      ,          ,    ,  .,  ,           .,,  ,  ^  <  J  I  V   20  per  cent. 

Number  of  children  still-born 5    ....      6 .25  per  cent.  J 

Total 80 

(Two  cases  of  twins.) 

Since  that  time  the  writer  had  performed  sixty-nine  Cesarean 
sections  with  the  following  results : 

Number  of  mothers  who  sunnved 65    ....   94.21  per  cent. 

Number  of  mothers  who  died 4   ....      5  •  79  per  cenL 

Total 69 

Number  of  children  delivered 70     (T'nnns  once.) 

Number  of  chidren  who  survived 62    ....   88 .57  per  cent. 

Number  of  children  still-bom 5   ....     7  .14  per  cent. 

Number  of  children  bom  aUve  but  died 

before  leaving  hospital 3    ....     4. 29  per  cent. 

Total  fetal  mortality 1 1  •  43  per  cent. 

The  cause  of  death  in  the  case  of  the  four  mothers  who  died 
was  eclampsia  in  two  cases.  They  were  in  deep  coma  upon 
admission  and  were  having  repeated  con\Tilsions  never  regaining 
consciousness.  There  was  almost  total  suppression  of  urine. 
Both  died  the  first  day  after  deliver}-  but  their  infants  sm'\'ived. 
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One  case  was  that  of  central  placenta  previa,  antepartum  hemor- 
rhage, midwife  examinations.  Patient  was  much  overcome  by 
the  heat.  Her  child  was  dead  upon  admission.  The  fourth 
fatal  case  was  in  a  very  large  primipara  who  was  said  to  have 
been  in  labor  two  days  and  private  physicians  had  attempted 
high  forceps.  The  pelvic  bones  were  large  and  thick  and  there 
was  well-marked  flattening  of  the  pelvis.  The  fetus  was  dead 
upon  admission;  it  was  very  large,  weighing  slightly  over  12 
pounds  when  delivered.  The  head  was  high  above  the  pelvic 
inlet  and  the  uterus  was  so  tonically  contracted  that  the  fetus 
was  held  as  in  a  vise.  In  this  case  craniotomy  would  have  been 
a  most  difficult  and  long  operation,  and  we  believe  quite  as  dan- 
gerous as  that  by  the  abdominal  route.  This  patient  died  on  the 
fourth  day  from  general  staphylococcic  infection. 

In  the  four  fatal  cases  in  this  series  we  are  confident  that  the 
operation  had  no  bearing  upon  the  final  outcome.  They  would 
have  died  whatever  the  method  of  delivery  had  been,  or  if  they 
had  remained  undelivered.  Out  of  four  desperate  cases  we  were 
able  to  save  the  two  children  which  had  not  already  died  before 
admission  to  the  hospital. 

In  the  first  series  of  seventy-eight  operations  the  maternal 
mortality  is  16.67  per  cent.  The  fetal  mortality  in  eighty 
children  thus  delivered  is  20  per  cent. 

In  the  second  series  of  sixty-nine  operations  the  maternal 
mortality  is  5.79  per  cent.  The  fetal  mortality  in  seventy 
children  thus  delivered  is  11. 43  per  cent.  Or  in  the  total  number 
of  147  operations  the  maternal  mortality  is  11.40  per  cent.  Of 
the  total  number  of  children  thus  delivered,  150  (twins  three 
times)  the  fetal  mortality  is  16  per  cent.  In  114  of  these  cases, 
some  form  of  contraction  of  the  bony  pelvis  was  either  partly  or 
wholly  the  indication  for  this  operation.  Eclampsia  was  the 
main  indication  for  fourteen  Cesarean  sections  of  which  ten 
mothers  survived  and  four  died,  a  maternal  mortality  of  28.57 
per  cent.;  maternal  recovery  71.43  per  cent.  Sixteen  children 
were  delivered  from  these  fourteen  cases  (twins  twice)  and 
eleven  children  survived,  giving  a  fetal  mortality  of  31.2  per  cent. 
Three  of  these  children  were  still-born  (twins  once).  Sixty 
per  cent,  of  the  fetal  mortality  were  still-births,  killed  by  the 
eclamptic  toxemia  before  operation  was  undertaken;  fetal  recov- 
ery 68.8  per  cent. 

Of  the  four  eclamptic  mothers  who  died,  one  (No.  48)  had  been 
in  the  hospital  for  several  days  under  treatment  and  observation. 


OF    OBSTETRICIANS  AND    GYNECOLOGISTS.  929 

She  had  one  convulsion,  was  delivered  of  twins  who  lived,  by 
Cesarean  section,  within  an  hour  after  her  convulsion  and  she 
died  on  the  operating-table  just  as  the  operation  was  finished, 
probably  from  cerebral  hemorrhage.  Two  others  were  emergency 
ambulance  cases,  in  constant  coma  and  repeated  convulsions, 
almost  complete  anuria;  such  urine  as  was  obtained  was  nearly 
black  in  color  and  of  syrupy  consistency.  Each  died  within 
the  first  twenty-four  hours.  Their  infants  lived  (Nos.  91  and 
132).  The  fourth  case  (No.  64)  died  on  the  second  day.  Her 
child,  which  was  slightly  premature  and  feeble  died  on  the 
twenty-third  day.  None  of  these  women  were  in  labor.  Twelve 
were  pregnant  the  first  time,  one  the  second  and  one  the  third 
time.  Tonic  contraction  of  the  uterus  was  the  main  indication 
for  this  operation  in  four  cases.  Prolapse  of  the  umbilical  cord 
with  live  children  and  undilated  cer^ax  in  two  cases.  After 
ventral  suspension  or  fixation  of  the  uterus  after  long  labor  in 
fotu"  cases.  Placenta  previa  in  three  cases.  Two  mothers  with 
their  children  survived.  One  child  was  dead  upon  admission 
and  the  mother  died  from  antepartum  hemorrhage,  midwife 
examinations;  extreme  heat  and  sepsis  on  the  seventeenth  day. 
Accidental  hemorrhage — one  case — great  loss  of  blood,  fetus 
dead,  undilated  cervix;  the  mother  survived.  Atresia  of  the 
vagina  complicated  by  contracted  pelvis  was  the  indication  twice 
in  the  same  patient.  The  mother  made  a  good  recovery  each 
time.  The  first  child  was  small  and  feeble  and  died  on  the  second 
day.     The  second  child  lived. 

Contracted  or  otherwise  deformed  pelvis ;  eclampsia ;  placenta 
previa;  accidental  hemorrhage;  prolapse  of  the  umbilical  cord 
with  live  child  and  rigid  undilated  cervix;  tonic  uterine  con- 
traction; after  ventral  suspension  or  fixation  of  the  uterus;  new 
growth,  tumors  obstructing  or  preventing  dilatation  of  the  birth 
canal;  face  impacted  with  chin  posterior;  rupture  of  the  uterus 
with  living  child;  large  child  with  marked  disproportion  between 
it  and  the  capacity  of  the  mother's  pelvis,  regardless  of  measure- 
ments; mothers  about  to  die  from  any  cause,  fetus  alive;  perform- 
ing an  antemortem  rather  than  a  postmortem  operation  wholly 
in  the  interest  of  the  child;  in  the  case  of  women  who  give  histories 
of  repeated  vaginal  deliveries,  craniotomies,  high  forceps,  induc- 
tion of  premature  labor  and  yet  have  no  child;  these  in  the  main, 
in  well-considered  cases,  have  been  ouj:  indications  for  performing 
Cesarean  section. 

Shall  we  sterilize  women  at  the  time  Cesarean  section  is  per 
formed?  is  a  question  which  comes  up  repeatedly. 
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In  the  author's  first  paper  upon  this  operation  (Lying-in 
Hospital  Bulletin,  December,  1905),  this  statement  appears: 
"Each  operator  must  determine  for  himself  whether  it  is  wise  or 
right  to  do  an  oophorectomy,  a  hysterectomy,  or  to  otherwise 
sterilize  these  cases.  The  time  does  not  seem  opportune,  nor 
the  condition  of  the  tissues  favorable  for  such  interference. 
Patients  withstand  repeated  Cesarean  operations  now  with  infi- 
nitely less  shock  and  traumatic  injury  and  subsequent  invalidism, 
than  is  experienced  in  one  difficult  high  forceps  operation." 
Experience  confirms  our  belief  in  this.  We  do  not  sterilize  these 
women,  except  in  rare  instances  and  for  good  and  well-considered 
reasons.  This  has  always  been  the  teaching  and  practice  in  the 
Lying-in  Hospital. 

In  the  147  Cesarean  sections  here  reported  we  have  sterilized 
one  woman  at  the  time  of  her  second  Cesarean  section,  because 
she  had  ruptured  her  uterus  at  the  thinned  lower  left  anterior 
uterine  segment  after  long  labor  before  reporting  for  treatment. 
The  scar  of  the  previous  Cesarean  wound  in  the  uterus  was  intact, 
a  living  child  was  secured  and  the  rent  in  the  uterus  sutured,  the 
tubes  were  ligated,  cut  across  and  the  uterine  ends  sutured  over 
with  peritoneum.     Mother  and  child  made  a  good  recovery. 

A  second  case  who  had  already  had  four  Cesarean  sections,  the 
first  two  by  other  operators,  by  the  long  abdominal  incision  and 
delivery  of  the  uterus  from  the  abdomen,  so  that  at  her  third 
operation  we  found  the  uterus  rather  firmly  adherent  to  the  ab- 
dominal wall  to  the  left,  partly  above  and  partly  below  the  umbil- 
icus, and  we  found,  upon  opening  the  abdomen  for  the  fifth 
Cesarean  section,  there  had  been  an  increase  in  the  long  loose 
adhesions  in  the  omentum  and  about  the  intestines,  since  her 
fourth  Cesarean  section  to  such  an  extent  that  sterilization  was 
advisable.  After  delivery  of  the  child  and  closure  of  the  uterus 
we  removed  a  section  from  the  left  tube,  ligated  it  and  sutured 
peritoneum  over  the  ends.  The  right  tube  could  not  be  readily 
reached  because  of  adhesions  without  endangering  the  uterine 
wound.  Now,  after  three  years,  this  women  awaits  a  sixth 
Cesarean  section,  at  which  time  the  right  tube  will  be  closed. 

REPEATED    CESAREAN    SECTION. 

In  our  series  we  have  preformed  this  operation  upon  patients 
who  have  already  been  delivered  by  Cesarean  section  one  or 
more  times,  in  twenty-six  instances  as  follows: 
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Second  Cesarean  section 17 

Third  Cesarean  section      7 

Fourth  Cesarean  section i 

Fifth  Cesarean  section i 

All  of  the  children  lived. 
Three  of  the  mothers  died. 

Case  X. — Second  Cesarean.  First  in  another  hospital. 
Negress.  Specific  vaginitis.  Long  in  labor.  Attempted  forceps 
delivery  before  admission.  Rachitic  pelvis.  Died  of  sepsis 
fourth  day.     Child  lived. 

Case  XXXIX. — Third  Cesarean.  Generally  contracted  pelvis. 
Small  frail  woman.  Atonic  uterus.  Hemorrhage  and  shock  at 
time  of  operation.  Persistent  slow  bleeding.  Died  second  day 
from  shock  and  hemorrhage.     Child  lived. 

Case  LIV. — Second  Cesarean.  Justominor  pelvis.  Twelfth 
day  postpartum,  discharge  of  pus  from  uterus  and  vagina,  which 
showed  many  colon  bacilli.  No  fever  or  other  unfavorable  symp- 
toms at  the  time.  Allowed  to  leave  the  hospital  in  apparently 
good  condition  of  the  fifteenth  day.  Two  weeks  later  was 
readmitted  with  abscess  between  uterus  and  abdominal  wall. 
Necro  tic  uterus  removed.  Patient  died  from  sepsis  the  follow- 
ing day.     Her  child  survived. 

The  preparation  of  the  patient  for  this  operation  is  that 
which  is  employed  for  any  laparotomy.  As  a  precaution  against 
uterine  atony  and  hemorrhage,  1/2  dram  of  ergot  or  ergotole  is 
injected  deep  into  the  muscles  half  an  hour  before  operating. 

THE    operation. 

The  operation  advocated  is  as  follows : 

The  abdomen  is  opened  by  a  median  incision  8  to  10  centimeters 
long  from  above  do^\Ti  to  the  umbilicus.  One  or  two  gauze  pads 
wet  in  warm  normal  salt  solution  are  placed  in  the  abdomen 
above  the  fundus  of  the  uterus  to  hold  back  omentum  and  intes- 
tines. Often  the  uterus  is  found  twisted  upon  its  long  axis, 
usually  toward  the  right  side.  An  assistant  standing  beside  the 
patient  opposite  the  operator  makes  pressture  with  his  hands  out- 
side against  the  side  walls  of  the  abdomen,  rotating  the  uterus 
so  that  its  anterior  wall  looks  directly  forward  and  so  regulating 
his  pressure  that  the  uterus  is  held  well  up  to  the  abdominal 
opening  until  it  is  emptied  of  its  contents — child,  placenta  and 
membranes —  and  until  several  of  the  deep  sutiu-es  are  in  place 
and  tied.  This  is  in  no  sense  a  maneuver  to  control  hemorrhage. 
The  uterus  is  then  carefully  opened  with  a  scalpel  so  as  to  retain 
the  membranes  intact,  by  an  incision  a  little  longer  than  the 
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abdominal  opening  in  the  midanterior  surface  of  the  uterus  from 
just  below  the  fundus  downward.  If  the  placenta  is  found 
beneath  this  wound,  a  not  infrequent  occurrence,  it  should  be 
pushed  aside  or  torn  through  and  with  the  hand  in  the  uterus, 
the  membranes  should  be  separated  from  the  uterine  wall  while 
they  are  yet  distended.  Neglect  of  this  precaution  often  means 
that  they  must  be  removed  later  piecemeal,  sometimes  with  much 
difficulty  and  delay,  after  the  child  is  delivered  and  retraction 
and  contraction  have  begun,  and  at  the  time  when  dangerous 
uterine  hemorrhage  is  most  likely  to  occur. 

The  anterior  thigh  of  the  child,  or  the  one  which  is  most  readily 
found,  is  grasped  and  delivered  and  breech  extraction  is  done, 
turning  the  child  after  delivery  of  the  shoulders,  so  that  it  faces 
toward  the  mother's  face.  Then  with  the  middle  and  index 
fingers  of  the  right  hand  astride  its  neck  and  with  the  same  fingers 
of  the  left  hand  in  its  mouth,  making  traction  on  its  lower  jaw, 
the  head  is  carefully  delivered  so  that  there  is  no  sudden  jolting 
or  lacerating  of  the  uterus  in  its  delivery.  An  assistant  stands 
ready  with  two  long  clamps  in  which  he  grasps  the  umbilical 
cord.  The  cord  is  cut  between  the  clamps  and  the  child  is  taken 
away  to  have  respiration  established,  preferably  into  an  adjoining 
room,  so  that  the  operating  staff's  attention  may  be  given  entirely 
to  the  mother.  We  now  hook  two  fingers  of  the  left  hand  into 
the  uterus  at  its  upper  angle  and  place  and  tie  the  upper  deep 
suture  leaving  the  ends  long;  this  is  repeated  at  the  lower  angle 
of  the  wound  and  then  with  the  right  hand  in  the  uterus,  the 
placenta,  membranes  and  clots  are  removed.  The  first  assistant 
now  discontinues  abdominal  pressure  and  holds  the  uterus  up 
to  but  not  out  of  the  abdominal  opening  by  the  long  ends  of  the 
sutures  already  in  place.  The  uterine  wound  is  closed  by  two 
layers  of  sutures.  The  deep  layer  is  of  No.  2  chromic  gut,  inter- 
rupted and  about  i  centimeter  apart  passed  through  the  uterine 
peritoneum,  close  to  its  cut  edge,  well  out  into  the  muscle  and 
down  to  but  not  through  the  endometrium  and  out  in  reverse 
order  on  the  opposite  side.  A  double  turn  is  taken  in  the  first 
knot  which  will  then  maintain  its  position  without  the  necessity 
of  its  being  held  by  a  forceps  in  the  hands  of  an  assistant  at  the 
risk  of  cutting  or  weakening  an  important  suture  with  the  forceps. 
The  suture  is  drawm  tight  enough  to  bring  the  edges  of  the  uterine 
wall  into  accurate  apposition,  yet  avoiding  tension  which  would 
blanch  and  constrict  the  tissues.  They  are  tied  in  three  knots 
and  cut  short  to  the  knot.     The  entrance  and  exit  of  the  deep 


I 


OF    OBSTETRICLA.XS   AND    GYXECOLOGISTS.  933 

sutures  are  close  to  the  cut  edge  of  the  uterine  peritoneum  and  the 
short  ends  of  these  sutiu-es  render  it  more  easy  to  completely 
bury  them  by  the  next  la3'er  which  is  a  continuous  suture  of  No.  i 
chromic  gut.  Beginning  at  the  lower  angle  of  the  uterine  wound 
this  suture  is  inserted  and  tied  and  the  knot  is  covered  by  folding 
the  peritoneum  over  it  with  subsequent  stitches,  passing  the  needle 
well  outside  of  the  tissue  included  in  the  deep  layer  of  sutures 
and  parallel  to  the  line  of  uterine  incision,  peritoneum  and  some 
uterine  muscle  are  caught  up,  alternately  one  side  and  then  the 
other  folding  them  over  and  completely  hurying  the  deep  layer, 
much  after  the  manner  of  the  Gushing  stitch  in  closure  of  intes- 
tinal wounds,  leaving  no  raw  surface,  sutures  or  knot  ends  ex- 
posed and  thus  reducing  to  a  minimum  the  chances  of  subsequent 
adhesions  of  adjacent  tissues  to  the  uterine  wound.  The  deep 
interrupted  suture  holds  the  two  faces  of  the  uterine  wound  in 
apposition  through  the  whole  depth  of  the  wound.  If  any  inter- 
rupted suture  gives  way  it  affects  only  the  tissue  held  by  that  one 
sutiu-e.  If  a  continuous  suture  gives  way  at  one  point,  its  force 
is  weakened  throughout  its  entire  length.  Every  precaution 
should  be  taken  to  avoid  adhesions  and  to  secure  strong,  firm 
union  of  the  uterine  wound  so  that  the  uterus  may  involute 
normally  and  take  its  position  in  the  pelvis  with  its  mobility 
unrestricted  by  adhesions  and  so  that  in  the  event  of  subsequent 
pregnancy  the  uterine  scar  will  not  rupture. 

The  pads  are  removed  and  the  abdominal  wound  is  closed  in 
three  layers.  Dry  sterile  gauze  pads  are  held  in  place  by  a  snug 
adhesive  strap  across  the  abdominal  wound  which  is  an  added 
support  to  the  abdominal  sutures.  Elsewhere  the  dressings  and 
binders  are  loose,  so  that  the  uterus,  which  is  now  in  the  lower 
part  of  the  abdomen  in  the  position  occupied  by  a  uterus  after 
normal  labor,  may  have  free  movement,  avoiding  the  compression 
of  the  abdominal  wall  against  the  uterine  wall  and  fixing  the  uterus 
at  the  risk  of  adhesions  between  the  two  as  was  the  case  where 
the  tight  abdominal  binder  was  employed.  The  uterus  is  not 
delivered  from  the  abdomen  at  any  time.  The  patient  is  placed 
in  bed  with  the  head  of  the  bed  elevated  to  favor  drainage  and 
descent  of  the  uterus.  In  the  uncomplicated  case  she  suffers  the 
pain  and  discomfort  common  to  laparotomies  for  other  causes 
but  not  more.  Morphine  in  i/8  grain  doses  is  given  by  hypo- 
dermic injection  as  heeded  and  the  abdominal  distention  is 
relieved  by  a  retained  rectal  tube  or  by  a  saline  irrigation. 
Usually  the  mother  nurses  her  child  and  at  the  end  of  forty-eight 
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hours  she  is  treated  as  a  normal  delivery.  On  the  eighth  day 
postpartum,  she  sits  up  in  a  chair  and  by  the  twelfth  day  she 
is  ready  to  leave  the  hospital.  Several  of  our  patients  have 
insisted  upon  going  home  on  the  tenth  day,  while  others  who 
were  ready  to  go  home  on  the  twelfth  day,  for  one  cause  or 
another,  found  it  inconvenient  to  leave  at  that  time,  or  else  they 
lived  at  a  distance  and  they  were  advised  not  to  attempt  to  travel 
so  soon.  In  the  uninfected  cases,  the  blood  and  liquor  amnii 
which  finds  its  way  into  the  peritoneal  cavity  does  no  harm  and 
no  great  effort  is  made  to  remove  it. 

We  find  the  following  advantages  in  the  use  of  the  small  median 
incision  entirely  above  the  umbilicus. 

There  is  no  danger  of  adhesions  between  the  uterine  and  the 
abdominal  wounds,  and  the  uterus  is  therefore  allowed  to  invo- 
lute normally  and  take  up  its  position  in  the  pelvis  without 
restricted  mobility. 

In  the  midline  the  abdominal  wall  is  very  thin;  no  important 
structures  are  divided  and  the  tissues  are  quite  elastic  so  that  a 
small  opening  is  all  that  is  necessary  for  the  delivery  of  the 
child.  The  small  abdominal  opening  offers  much  less  chance  for 
the  escape  of  intestine  and  omentum  and  less  opportunity  and 
necessity  to  handle  the  abdominal  contents.  Located  above  the 
umbilicus  there  is  much  less  probability  of  the  subsequent 
occurrence  of  hernia,  through  the  cicatrix,  for  it  is  above  the 
most  depended  part  of  the  abdomen  which  is  subjected  to  the 
greatest  strain  when  the  patient  is  in  the  upright  position  and 
more  support  is  given  at  this  point  by  the  recti  muscles  as  they 
tend  to  come  together  toward  their  upper  attachments. 

While  we  have  not  had  an  opportunity  to  examine  all  of  the 
patients  upon  whom  we  have  performed  this  method  of  Cesarean 
section,  there  is  yet  a  considerable  number  w^ho  return  for  sub- 
sequent delivery  in  this  way — or  for  other  causes — and  thus  far 
we  have  not  seen  hernia  in  any  of  our  patients. 

HEMORRHAGE. 

Hemorrhage  has  always  been  considered  one  of  the  great 
dangers  of  this  operation.  While  it  is  a  real  danger,  it  has,  we 
believe,  been  overrated.  In  many  instances  there  is  less  actual 
loss  of  blood  than  during  a  normal  labor.  Good  uterine  contrac- 
tion is  a  great  safeguard,  which  is  favored  by  the  injection  of 
ergot,  before  mentioned.  There  are  two  possible  sites  from  which 
we  may  look  for  hemorrhage — the  cut  surfaces  of  the  uterine  wall 
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and  the  field  of  the  placenta.  That  from  the  uterine  wall  is 
readily  held  in  check  by  digital  pressure,  or  very  occasionally  a 
clamp  and  later  by  the  operator's  hand  and  wrist  while  he  is 
separating  the  membranes  and  extracting  a  foot  and  then  by 
the  pressure  of  the  child  during  its  delivery.  After  the  extraction 
of  the  placenta  if  there  is  undue  bleeding  from  that  source,  tem- 
porar}^  packing  with  pads  or  a  sterile  towel  hold  it  in  check,  and 
then  the  uterine  sutures,  which  effectually  ligate  the  vessels 
in  the  uterine  wall,  and  are  our  most  efficient  aids  in  stimulating 
uterine  contraction.  Packing  the  uterus  is  rarely  necessar}^  and 
fatal  hemorrhage  is  a  very  unusual  outcome. 

RUPTURE  OF  THE  UTERUS. 

This  has  occurred  but  once  in  the  uterine  scar  in  our  series 
ane  then  only  after  prolonged  labor.  No  symptoms  were  pro- 
duced and  only  a  small  opening  was  made.  The  mother  and 
child  made  a  quick  recovery.  One  other  case  of  prolonged  labor 
in  labor  subsequent  to  Cesarean  section  ruptured  the  thinned 
lower  uterine  segment  but  mother  and  child  recovered.  The 
scar  from'the  first  Cesarean  was  strong  and  intact.  It  is  a  danger 
which  we  should  keep  in  mind  and  take  great  pains  in  closing 
the  uterus  and  securing  accurate  apposition  of  the  cut  edges  of 
the  uterus  so  that  a  strong  thick  scar  may  form. 

The  accompanying  table  gives  in  consecutive  order  many 
details  of  our  whole  series  of  this  operation. 
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ACUTE  DILATATION  OF  THE  STOMACH  FOLLOWING 
CESAREAN  SECTION.^ 

BY 

ASA  B    DAVIS,  M.  D., 

New  York  City. 

Mrs.  Sarah  S.,  Russian,  age  twenty-seven,  ii-para,  confine- 
ment No.  12249,  applied  on  December  7,  1907,  at  the  Lying-in 
Hospital  for  care  during  her  pregnancy  and  confinement.  She 
gave  a  history  of  having  been  confined  in  1905  by  a  private 
physician  who  performed  craniotomy  on  her  first  child  and  she 
stated  that  she  was  a  little  more  than  six  months  pregnant  for 
the  second  time  at  the  date  of  her  application. 

Examination  showed  a  healthy  woman,  erect  in  attitude; 
height  4  feet  4  inches;  weight  160  pounds.  No  abnormality  was 
found  in  either  heart  or  lungs.  There  was  no  edema  and  there  were 
no  varicose  veins  in  the  lower  extremities  or  external  genitals. 
Measuring  from  the  symphysis  pubis  upward,  the  uterine  fundus 
was  22  cm.,  the  umbilicus  25  cm.,  and  the  tip  of  the  ensiform 
43  cm.  The  circumference  of  the  pelvis  was  102  cm.  Between 
the  anterior  spines  the  measurement  was  24  cm.,  between  the 
crests,  28  cm.  The  external  diagonal  conjugate  was  19  cm.,  the 
right  oblique  diameter  23  cm.,  and  left  oblique  22.5  cm.  The 
depth  of  the  symphysis  was  5  cm.  The  bony  outlet  of  the 
pelvis  was  of  medium  dimensions.  There  was  an  old  laceration 
through  the  perineum  into  the  rectum  and  a  relaxed  vagina. 
In  the  cervix  there  was  a  clean-cut  bilateral  laceration  almost  up 
to  the  internal  os.  The  examiner  reported  that  the  patient  was 
so  sensitive  that  he  was  unable  to  measure  the  internal  diagonal 
conjugate.  The  abdomen  was  slightly  pendulous  and  very  fat, 
so  that  little  could  be  learned  of  the  presence  or  position  of  the 
fetus  by  examination  through  the  abdominal  wall  and  the  fetal 
heart  and  other  murmurs  were  not  heard.  Urinalysis  revealed 
no  abnormality.  This  patient  went  to  her  home  and  was  lost 
trace  of  until  March  31,  1908,  when  she  was  admitted  to  the 
writer's  service.  She  stated  that  her  pains  began  about  4 
o'clock  that  morning  at  intervals  of  about  one-half  hour,  gradu- 
ally increasing  in  force  and  frequency  until  they  were  about 
ten  minutes  apart.  The  fetal  head  was  in  the  right  hypochon- 
drium,  dorsal  plane  to  the  left  and  the  fetal  heart  was  140  and 
could  be  heard  over  the  entire  left  side  of  the  abdomen.  There 
was  no  engagement  of  the  presenting  breech.  The  external  os 
was  obliterated  by  the  old  lacerations  and  the  internal  os  was 

*  Read  before  the  Twenty-fifth  Annual  Meeting  of  the  American  Association  of 
-Obstetricians  and  Gynecologists  at  Toledo,  Ohio,  September  17-19,  1912. 
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high  up,  rigid  and  would  barely  admit  one  finger.  The  mem- 
branes were  intact.  Five  hours  after  admission  uterine  con- 
tractions had  become  more  forcible  and  frequent,  yet  labor  had 
not  progressed.  As  the  various  examinations  had  been  unsatis- 
factory, the  patient  was  placed  under  complete  chloroform 
anesthesia  without  difficulty  and  the  writer  and  other  examiners 
found  the  plane  of  the  symphysis  almost  vertical,  with  a  well- 
marked  ridge  or  exostosis  back  of  it.  The  pubic  arch  was 
moderately  broad  and  the  front  of  the  sacrum  instead  of  being 
curved,  was  straight  at  its  upper  end  and  presented  a  sharp 
angle  at  its  lower  part  with  the  tip  of  the  sacrum  and  coccyx 
coming  abruptly  forward  The  ischial  spines  were  long  and 
convergent.  The  promontory  was  high  and  jutted  sharply 
forward.  The  side  walls  of  the  pelvis  approached  the  midline 
and  the  internal  diagonal  conjugate  was  10.5  cm.  The  true 
conjugate  was  so  shortened  by  this  promontory,  the  position  of 
the  symphysis  and  the  exostosis  back  of  it  and  the  pelvic  inlet 
so  generally  contracted  that  it  was  impossible  to  force  the  pre- 
senting breech  to  engage.  The  internal  os  was  still  a  little  more 
than  one  finger  dilated,  not  dilatable,  and  dense  scar  tissue 
could  be  felt  extending  out  from  it  on  either  side.  The  mem- 
branes were  intact,  thick  and  adherent  as  far  as  the  examining 
finger  could  reach.  The  patient  and  fetus  were  still  in  good 
condition  and  immediate  Cesarean  section  was  decided  upon  and 
performed  as  soon  as  the  necessary'  preparations  could  be  made, 
by  the  small  median  incision  above  the  umbilicus.  During 
these  preparations,  the  patient  came  out  from  her  chloroform 
narcosis  without  being  any  the  worse  for  it.  Upon  opening  the 
uterus  the  placenta  was  found  spread  out  under  the  wound  over 
the  anterior  internal  surface.  It  was  torn  through  and  the 
child  delivered  by  internal  podalic  version  and  breech  extraction 
after  the  Smellie-Veit  method.  The  placenta  and  membranes 
were  removed  with  some  difficulty;  the  latter  was  adherent  and 
came  away  piecemeal.  During  this  time,  there  was  considerable 
though  not  serious  hemorrhage  and  the  uterus  was  somewhat 
relaxed.  The  patient  grew  cyanotic  and  the  pulse  became 
feeble  and  rapid.  Ergot  was  injected  deep  into  the  muscles, 
she  was  stimulated  and  responded  fairly  well  to  stimulation. 
A  sterile  towel  was  packed  into  the  uterus,  being  gradually 
removed  as  the  deep  layer  of  sutures  was  placed  and  tied,  so 
that  hemorrhage  was  held  well  in  check  and  was  practically 
absent  when  the  first  layer  of  sutures  was  in  place.  The  latter 
was  buried  by  a  continuous  Lembert  suture  and  the  uterus, 
well  contracted,  took  its  place  in  the  lower  abdomen.  The  pads 
used  to  wall  back  intestines  were  removed  and  as  preparation 
was  being  made  to  close  the  abdominal  wound,  the  stomach, 
which  had  not  been  visible  before,  suddenly  appeared  under 
the  abdominal  opening,  with  very  much  dilated  and  engorged 
vessels,  and  so  large  that  it  occupied  nearly  the  entire  upper  part 
of  the  abdominal  cavity.     The  patient's  condition  was  alarm- 
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ing  and  the  house  surgeon  at  once  attempted  to  wash  out  the 
stomach  by  passing  a  tube  through  the  nostril,  but  failed  to 
remove  any  stomach  contents  or  to  diminish  the  size  of  that 
organ.  In  the  meantime,  the  abdomen  was  quickly  closed  in 
three  layers  and  the  dressing  held  in  place  by  a  snuggly  fitting 
many-tailed  bandage.  After  stimulation,  and  the  cessation  of 
the  anesthetic,  the  patient's  condition  became  better  and  she 
was  removed  to  the  ward.  About  twenty  minutes  later,  she 
became  suddenly  worse,  respiration  ceased  and  could  not  be 
started  again  artificially,  though  the  heart  kept  on  beating  a 
few  minutes  more,  when  the  patient  died.  The  child  lived  and 
was  discharged  from  the  Hospital  in  good  condition  ten  days 
later.  Though  a  breech  presentation  with  membranes  intact 
and  plenty  of  liquor  amnii  present,  the  right  side  of  the  head 
over  the  parietal  region  was  much  compressed  and  flattened. 

There  was  nothing  in  the  operation  itself  which  should  have 
placed  this  woman  in  her  perilous  condition.  It  is  our  present 
belief  that  Cesarean  section  should  have  been  performed  hours 
earlier.  The  anesthesia  was  exceptionally  badly  taken  and 
there  was  a  lack  of  skill  in  its  administration  throughout  the 
operation  which  we  believe  had  much  to  do  with  the  final  out- 
come. Ether  was  changed  for  chloroform  and  then  back  to 
ether  repeatedly,  and  profound  narcosis  with  stertorous  breath- 
ing and  cyanosis  alternated  at  short  intervals  with  partial  anes- 
thesia and  great  activity  of  the  patient  which  tended  to  the 
embarrassment  of  the  operator  and  added  materially  to  the 
difficulty  and  duration  of  the  operation.  We  believe  that  the 
foregoing  conditions  were  largely  chargeable  to  the  crudely 
conducted  anesthesia  in  the  hands  of  an  untrained  interne, 
plus  a  capital  operation,  but  an  operation  which  of  itself  has 
never  proved  immediately  fatal  in  our  experience.  We  consider 
this  a  specific  though  exaggerated  instance  of  the  danger  of 
entrusting  the  giving  of  anesthetics  to  internes  who  have  had 
little  or  no  training  in  this  very  important  part  of  an  operation. 
Whatever  the  legal  status  of  the  trained  nurse  as  anesthetist 
in  various  surgical  clinics  is  or  in  the  future  may  become,  we 
are  glad  to  be  able  to  state  that  troubles  with  anesthesia  have 
ceased  in  the  Lying-in  Hospital  since  the  plan  of  giving  ether 
by  the  open  drop  method  by  a  specially  trained  nurse  has  been 
adopted.  At  the  time  of  this  operation,  acute  dilatation  of  the 
stomach  was  a  new  experience  for  the  writer  and  he  has  not  met 
with  the  condition  since. 

Mathieu  states  that  this  syndrome  is  brought  about  by  the 
swallowing  of  air  which  dilates  the  stomach  and  upper  part  of 
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the  duodenum  to  a  point  where  the  duodenum  is  crossed  and, 
in  these  cases  compressed,  by  the  mesenteric  arter}".  Here  the 
dilatation  stops  abruptly.  The  distention  may  be  great  enough 
to  also  close  the  cardiac  orifice  of  the  stomach.  The  condition 
arises  not  only  during  surgical  operations  but  in  purely  medical 
cases  and  he  states  that  it  has  been  observed  in  three  cases  of 
eclampsia,  in  convalescents  from  typhoid  fever,  cases  where 
exclusive  medical  measures  had  been  applied,  and  no  anesthetics 
used.  In  our  own  case,  the  patient  had  been  in  very  active 
inefifectual  labor  from  six  to  eight  hours  prior  to  operation. 
There  was  no  descent  of  the  fetus  into  the  pelvis.  The  fetal 
head  rested  in  the  region  of  the  duodenum.  After  delivery 
it  was  found  to  have  been  compressed  on  its  right  side,  the 
side  which  was  posterior.  It  is  probable  that  some  of  the 
pressure  which  brought  about  the  flattening  of  the  fetal  head 
was  exerted  upon  neighboring  structures  and  the  point  of  pres- 
sure did  not  change  as  it  does  in  the  gradual  descent  of  the  fetus 
into  the  pelvis  in  a  labor  which  is  progressing.  The  patient 
was  profoundly  narcotized  with  ether  and  chloroform  and  then 
allowed  to  come  out  from  her  anesthesia  enough  so  that  she 
was  very  active.  This  process  was  repeated  several  times 
and  in  the  active  intervals  she  very  probably  swallowed  large 
quantities  of  air  and  mucus.  Her  resistance  was  lowered  by 
prolonged  labor,  by  pressure  of  the  hard  fetal  head  in  one 
position,  by  the  operation  and  especially  by  the  anesthetics. 
It  is  our  belief  that  the  syndrome  of  acute  dilatation  of  the 
stomach  would  not  have  occurred  had  the  anesthesia  been  skil- 
fully conducted.  Having  in  mind  the  fact  that  the  cardiac 
orifice  of  the  stomach  may  be  closed  in  acute  dilatation  there 
is  some  doubt  whether  the  stomach  tube  ever  passed  that  point 
in  this  case,  although  it  was  in  the  hands  of  an  unusually  well- 
trained  and  competent  house  surgeon.  But  the  distention 
of  the  stomach  was  in  no  way  diminished.  In  the  eight  cases 
noted  by  Mathieu  in  which  laparotomy  and  incision  of  the  dilated 
stomach  was  performed,  the  patients  all  died.  In  our  own  case, 
in  which  the  abdomen  was  already  open  and  the  stomach  tube 
had  failed,  gastrotomy  would  have  at  least  removed  the  distention 
of  the  stomach  and  might  have  given  relief  enough  to  allow  the 
patient  to  recover  even  though  the  toxic  or  other  causes  under- 
lying this  condition  were  not  immediately  removed. 
42  East  THmxY-FrFTH  Street. 
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ACUTE  DILATATION  OF  THE  STOMACH. » 
Report  of  a  Case  following  Cesarean  Section. 

BY 
CHARLES  EDWARD  ZIEGLER,  A.  M.,  M.  D., 

Professor  of    Obstitrics  in   the  University  of  Pittsburgh   and  Medical  Director  of    the 

Elizabeth  Steel  Magee  Hospital  for  Women, 

Pittsburgh,  Pennsylvania. 

(With  Chart,  4  Sections.) 

Acute  dilatation  of  the  stomach  is  associated  with  a  great 
variety  of  conditions.  It  not  infrequently  follows  operative 
procedures  but  occurs  more  frequently  in  nonsurgical  conditions. 
In  an  analysis  by  Lafifer  of  217  reported  cases,  it  followed  an 
operation  in  ninety-seven  cases  only,  or  in  38.2  per  cent  of  all 
cases.  In  a  quite  careful  survey  of  the  literature  I  have  been 
able  to  learn  of  but  four  other  cases  following  Cesarean  section 
so  that  I  have  felt  justified  in  reporting  a  case  together  with 
a  few  remarks  upon  the  condition  in  general. 

Report  of  Case. — The  subject  was  a  young  colored  girl  seven- 
teen years  old,  illegitimately  pregnant  at  term.  She  was 
admitted  to  the  Magee  Hospital  on  Febuary  19,  191 2,  four  days 
prior  to  her  delivery  by  Cesarean  section  on  February  23.  The 
following  data  were  secured  at  the  time  of  her  admission: 

She  is  5  feet  3  inches  tall  and  weighs  100  pounds.  With  the 
exception  of  measles  she  had  none  of  the  diseases  of  childhood. 
Menstruation  which  began  in  her  fourteenth  year  has  always 
been  regular,  recurring  every  twenty -eight  days,  always  profuse, 
has  lasted  five  days  and  not  painful.  She  is  uncertain  as  to  the 
date  of  her  last  menstruation  and  does  not  recall  the  date  of 
quickening.  Her  pregnancy  has  been  uneventful;  she  has  had 
no  nausea  or  vomiting;  her  appetite  and  digestion  have  been 
good  and  her  bowels  regular.  She  has,  however,  not  increased 
in  weight. 

Physical  Examination. — Thyroid  slightly  enlarged,  heart  and 
lungs  normal,  liver  and  spleen  not  enlarged.  There  is  no 
edema  or  varicosities.  Nutrition  is  poor  and  there  are  present 
the  usual  marks  of  rickets  occurring  during  childhood,  saber 
shins,  curved  femurs,  rachitic  rosary,  prominent  frontal  and 
parietal  eminences,  etc.  There  is  also  pre'sent  a  moderate 
lateral  curvature  of  the  lumbar  spine  to  the  right. 

The  abdomen  is  more  or  less  globular  in  shape,  is  quite  pendu- 

'  Read  before  the  Twenty-fifth  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists  at  Toledo,  Ohio,  September  17-19,  1912. 
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lous,  the  abdominal  walls  contain  little  subcutaneous  fat,  are 
very  tense  and  the  umbilicus  protrudes.  The  uterus  lies  in  the 
median  line  with  its  fundus  the  breadth  of  three  fingers  below 
the  ensiform.  The  fetus  occupies  the  right  occipito-anterior 
position  of  a  vertex  presentation  and  the  head  which  is  well 
flexed  is  dipping  into  the  superior  strait.  The  fetal  heart  sounds 
are  best  heard  in  the  right  lower  quadrant,  number  124  per 
minute  and  are  of  excellent  quality. 

Pelvic  Measurements. — The  interspinous  and  ixitercristate 
diameters  are  equal  and  measure  23  cm.  each;  the  bitrochanteric 
diameter  is  27  cm.;  the  right  oblique  20  cm.;  the  left  oblique 
20.5  cm.;  external  conjugate  16  cm.;  diagonal  conjugate  10  cm.; 
true  conjugate  estimated  at  8  cm.  The  outlet  measurements 
are:  transverse  8  cm.;  anteroposterior  10  cm.;  anterior  sagittal 
5  cm. ;  posterior  sagittal  7  cm. ;  subpubic  angle  estimated  at 
between  80  and  85  degrees.  The  sacrum  is  flat,  the  ischial 
spines  are  prominent  and  the  coccyx  which  is  directed  with  its 
tip  markedly  anterior,  is  freely  movable.  The  introitus  and 
vagina  are  ver}^  narrow  and  the  cervix  is  nulliparous  in  character 
with  the  external  os  closed. 

The  diagnosis  of  a  generally  contracted,  flat  rachitic  pelvis  was 
made.  As  it  was  thought  that  Cesarean  section  or  pubiotomy 
might  become  necessary,  instructions  were  given  that  no  vaginal 
examinations  be  made  without  special  permission  after  the  onset 
of  labor.  It  was,  however,  considered  not  unlikely  that  the 
patient  would  deliver  herself  so  that  it  was  decided  to  let  her 
make  a  reasonable  attempt  before  interfering. 

Labor  began  at  5  a.  m.,  February  23,  but  the  patient  did  not 
report  the  fact  until  9.15  a.  m.  and  in  the  meantime  ate  a  hearty 
breakfast.  Until  i  p.  m.  the  pains  recurred  regularly  every 
three  to  five  minutes,  were  of  very  good  quality  and  lasted  from 
forty  to  sixty  seconds.  The  fetal  heart  sounds  were  strong  and 
regular  and  numbered  136  per  minute.  Vaginal  examination 
at  this  time  showed  the  cervix  fully  dilated  but  not  retracted, 
the  membranes  were  unruptured  and  with  each  pain  bulged 
almost  to  the  pelvic  floor.  The  head  was  still  unengaged,  there 
was  no  moulding  and  the  anterior  parietal  bone  was  overriding 
the  symphysis,  there  being  a  marked  presentation  of  the  posterior 
parietal  bone.  As  it  was  now  evident  that  operative  interfer- 
ence would  be  necessary,  Cesarean  section  was  decided  upon  and 
performed  in  the  usual  manner,  the  uterus  being  delivered  from 
the  abdomen  before  being  incised.  The  operation  was  easy 
but  somewhat  prolonged  because  of  dilflculty  in  resuscitating 
the  baby  which  had  to  be  taken  over  after  a  time  by  my  first 
assistant,  leaving  me  with  insuflicient  help.  Ether  was  the 
anesthetic  used.  The  patient  was  returned  to  the  ward  in  good 
condition  about  3.30  p.  m.  with  a  pulse  of  120  and  tempera- 
ture 98.2°  F. 

Three  hours  after  the  operation  the  temperature  was  normal 
and  the  pulse  90.     At  10  p.  m.  the  pulse  and  temperature  were 
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each  I  GO.  Up  until  this  time  there  had  been  no  nausea  or 
vomiting.  The  abdomen  was  soft  but  now  considerably  dis- 
tended. The  temperature  and  pulse  gradually  rose  until  at 
3.30  p.  M.  February  24,  or  twenty-four  hours  after  the  operation, 
the  temperature  was  i03°F.  and  the  pulse  140.  There  was 
marked  abdominal  distention  but  there  was  no  tenderness  or 
rigidity.  An  enema  was  followed  by  the  expulsion  of  a  small 
amount  of  gas  but  no  fecal  matter. 

The  patient  unfortunately  had  a  slight  bronchitis  before  the 
operation  which  was  much  exaggerated  by  the  anesthetic.  She 
coughed  a  great  deal  and  as  moist  rales  were  heard  over  the  apex 
of  each  lung,  pneumonia  was  feared.  The  lung  condition,  how- 
ever, cleared  up  nicely  at  the  end  of  twenty-four  hours  but  the 
cough  persisted  for  a  number  of  days  causing  the  patient  much 
discomfort  and  taxing  her  strength.  The  abdominal  distention 
was  not  relieved  and  rapidly  increased  until  9  p.  m.  February 
24,  or  twenty-nine  and  one-half  hours  after  the  operation.  At 
this  time  the  temperature  had  risen  to  io3.4°F.  and  the  pulse  to 
148  and  very  weak.  Peritonitis  was  feared  on  account  of  the 
rise  in  temperature,  rapid  weak  pulse,  great  abdominal  distention 
and  the  apparently  total  absence  of  peristalsis.  As  stated, 
pneumonia  was  suspected  and  acute  dilatation  of  the  stomach 
was  considered  possible.  The  stomach  tube  was  passed  and  an 
enormous  amount  of  gas  was  expelled  together  with  somewhat 
more  than  a  pint  of  a  light  brown  fluid  with  a  foul  odor.  The 
distention  promptly  disappeared  and  the  patient  was  much 
relieved  and  improved.  It  should  be  stated  that  twice  during 
the  day  (Feb.  24)  the  patient  regurgitated  small  amounts  of 
fluid,  not  over  an  ounce  or  two,  at  2  and  7  p.  m.,  the  latter  there- 
fore just  two  hours  prior  to  the  passage  of  the  tube  for  the  first 
time.  During  the  next  twenty-four  hours  the  stomach  was 
washed  out  three  times.  A  large  amount  of  gas  and  a  half 
pint  of  dark-green  fluid,  with  a  very  offensive  odor,  was  obtained 
each  time.  The  patient  was  seriously  ill  during  the  next  three 
days,  during  which  time  gastric  lavage  was  done  every  three  hours. 
There  seemed  to  be  no  improvement,  the  temperature  ranged 
between  100°  and  103°  and  the  pulse  between  120  and  150. 

Following  each  lavage  the  abdomen  was  soft,  there  was  never 
at  any  time  tenderness  or  rigidity  anywhere  in  the  abdomen. 
Drs;  Geo.  L.  Hays,  E.  A.  Weiss  and  Clement  R.  Jones  saw  the 
patient  with  me  on  several  occasions  during  this  tim^e  (Feb.  25 
to  29)  and  all  were  of  the  opinion  that  there  were  no  signs  of 
peritonitis  but  that  the  case  was  clearly  one  of  acute  gastric 
dilatation.  I  mention  this  because  the  writers  upon  this  subject 
are  almost  all  in  agreement  that  the  condition  is  unassociated 
with  a  rise  in  temperature  unless  complicated  by  infection  and 
I  am  aware  that  this  contention  will  be  made  in  my  case. 

On  February  27,  the  patient's  condition  was  unchanged  and 
as  at  each  washing  the  same  amount  of  fluid  was  secured,  6  to 
8  ounces,  it  was  decided  to  wash  out  the  stomach  every  two  hours 


OF    OBSTETRICLA.XS  AND    GYNECOLOGISTS.  955 

instead  of  every  three  hours.  The  general  improvement  in  the 
patient's  condition  was  ver}^  apparent  and  at  the  end  of  forty- 
eight  hours  following  the  institution  of  the  two-hour  washings, 
the  stomach  was  found  empty  for  the  first  time,  on  passing  the 
tube.  About  this  time  also  flatus  was  expelled  freely  by  the 
rectum.  Peristalsis  was  now  heard  with  the  stethoscope  for  the 
first  time  and  thereafter  enemas  were  followed  by  the  expulsion 
of  large  amounts  of  gas.  On  March  2  and  3,  lavage  was  done 
at  three-hour  intervals  but  the  fluid  again  accumulated  in  the 
stomach,  regained  its  dark  color  and  foul  odor  and  there  was 
again  considerable  rise  in  temperature  associated  with  a  change 
for  the  worse  in  the  patient's  general  condition.  The  two-hour 
intervals  were  resumed  and  continued  for  the  next  ten  days. 
Recover}^  was  rapid  and  uninterrupted.  Lavage  was  kept  up 
with  gradually  decreasing  inter^'als  from  March  14  until  5larch 
29  when  it  was  omitted  entirely. 

During  the  first  twenty-four  hours  following  the  operation  the 
patient  voided  49  ounces  of  urine  and  the  smallest  amount  voided 
during  any  twenty-four  hours  was  16  ounces  which  was  on  the 
third  day  of  the  puerperium,  during  which  time  she  was  at  her 
worst.  With  the  establishment  of  peristalsis,  nutritive  enemas 
containing  small  amounts  of  panopeptone  were  given  at  regular 
six-hour  intervals.  On  March  10,  it  was  observed  for  the  first 
time,  that  the  water  used  during  lavage  was  not  all  returned 
and  it  was  evident  that  some  of  it  was  finding  its  way  into  the 
small  intestine.  With  this  discoverv^  2  drachms  of  panopeptone, 
2  ounces  of  water  and  5  minims  of  tincture  of  nux  vomica  were 
put  into  the  stomach  through  the  tube  following  each  lavage 
and  were  well  borne. 

The  patient  was  discharged  on  April  4  in  excellent  condition. 
The  baby  weighed  6  pounds  and  1 1  ounces  at  birth  and  9  pounds 
I  ounce  on  discharge.     It  was  bottle  fed. 

Eserine,  atropine  and  str^^chnia  were  used  freely  and  in  large 
doses  but  we  were  unable  at  any  time  to  see  any  diminution  in 
the  amount  of  fluid  found  in  the  stomach  as  the  result  of  their 
use.  It  was  observed,  however,  after  a  time  that  with  each 
administration  of  eserine,  the  pulse  became  rapid,  weak  and  even 
irregular,  the  patient  going  into  collapse.  It  was  discontinued 
and  there  was  no  further  trouble.  The  foot  of  the  bed  was 
elevated  to  relieve  traction  upon  the  mesentery^  as  recommended 
by  a  number  of  authorities.  As  soon  as  the  diagnosis  was  made, 
all  fluids  were  discontinued  by  mouth  and  salt  solution  given 
freely  by  the  bowel. 

In  comparing  this  case  with  other  reported  cases,  Laffer's 
exhaustive  review  of  the  literature  is  used  as  a  basis  of  comparison. 

Age. — The  patient's  age,  seventeen  years,  places  her  in  the 
third  decade  in  the  order  of  frequency,  acute  dilatation  being 
most  frequent  between  twenty  and  thirty,  next  between 
thirty  and  forty  and  third  between  ten  and  twenty. 

Titne  of  Onset. — Symptoms   fh-st   manifested   themselves   six 
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and  one-half  hours,  after  the  operation  and  slowly  became  aggra- 
vated. In  reported  cases  the  time  of  onset  varies  from  immedi- 
ately after  operation  to  two  weeks  (Robson's  and  Smith's  cases). 
In  one  of  Tarbert's  cases  of  Cesarean  section  the  stomach  had 
to  be  washed  out  before  the  abdomen  could  be  closed;  in  the 
other,  symptoms  appeared  first  on  the  third  day  following  the 
operation.  In  Barnard's  case  of  acute  dilatation  following 
Cesarean  section,  symptoms  appeared  thirty-six  hours  after  the 
operation.  There  seems  to  be  no  association  between  the  time 
of  onset  and  the  severity  of  the  symptoms. 

Anesthetic. — Straight  open  ether  was  administered  in  this 
case  throughout  the  operation.  It  is  frequently  stated  that  a 
general  anesthetic  is  an  important  etiological  factor.  Of  twenty 
cases  in  which  the  anesthetic  is  mentioned,  it  was  chloroform  in 
twelve  and  ether  in  eight  (Laffer).  In  one  case  the  admin- 
istration of  ether  was  preceded  by  nitrous  oxide  (Herri ck). 
Bloodgood  reported  a  case  occurring  after  repair  of  a  right-sided 
inguinal  hernia  under  cocaine.  Six  months  previously  this  same 
patient  had  had  a  more  severe  attack  following  repair  of  a  left- 
sided  inguinal  hernia  under  general  anesthesia.  Of  five  obstet- 
rical cases  reported,  one  received  a  small  amount  of  chloroform 
during  normal  deliver}^  Three  others  were  cases  of  Cesarean 
section,  in  one  ether  was  definitely  stated  and  in  the  other  two 
it  was  presumably  used.  The  fifth  case,  operative  delivery  for 
eclampsia,  was  given  chloroform.  There  may  be  some  con- 
nection between  anesthesia  and  the  occurrence  of  acute  dilatation 
of  the  stomach,  but  it  is  not  very  clear  as  is  evidenced  by  the 
fact  that  the  majority  of  cases  occur  in  patients  that  have  not 
received  an  anesthetic. 

Predisposing  Causes. — Unless  there  was  some  connection 
between  the  ingestion  of  a  hearty  breakfast  some  seven  hours 
prior  to  the  operation,  there  were  no  predisposing  gastric  factors. 
There  was  no  histor}^  of  a  chronically  dilated  stomach  nor  of  any 
other  previous  stomach  trouble.  The  patient  received  but 
moderate  amounts  of  fluid  by  mouth  after  recovering  from  the 
anesthetic  until  the  diagnosis  was  made,  after  which  she  received 
none  by  mouth.  There  seems  to  have  been  no  relationship 
between  the  pulmonary  and  gastric  conditions  since  the  latter 
continued  in  its  severest  form  for  days  after  all  physical  signs 
had  disappeared  from  the  lungs. 

Syynptoms. — Distention,  pain,  vomiting,  thirst  and  collapse 
are  the  most  constant  symptoms.  In  my  case  some  of  them  only 
were  well  marked.  Pain  was  never  a  marked  symptom  and  at 
most  amounted  only  to  moderate  discomfort  from  distention. 
While  well  marked,  distention  never  gave  a  characteristic  stomach 
outline  but  was  always  more  or  less  generalized,  promptly  dis- 
appearing on  passing  the  stomach  tube.  The  puerperal  uterus 
very  largely  filling  the  lower  abdomen  may  perhaps  in  part 
account  for  this.  Vomiting  occurred  only  twice,  at  seven  and 
two  hours  prior  to  the  time  when  the  stomach  tube  was  first 
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passed.  There  were  only  a  few  ounces  of  fluid  discharged  without 
effort,  the  vomiting  being  regurgitant  in  t^'pe.  In  90  per  cent. 
of  reported  cases,  vomiting  is  noted  as  a  prominent  and  early 
symptom.  Cases  in  which  vomiting  is  slight  or  absent  altogether, 
are  usually  of  the  severest  type  and  are  easily  overlooked.  In 
the  two  cases  following  Cesarean  section  reported  by  Tarbert, 
both  recovering,  one  vomited  during  the  operation  and  the 
stomach  was  washed  out  on  the  table,  the  other  vomited  "large 
amounts"  on  the  third  day  and  in  the  case  following  Cesarean 
section  reported  by  Barnard  which  terminated  fatally,  "the 
patient  never  vomited." 

Tenderness  and  rigidity  were  conspicuously  absent  throughout 
the  entire  illness.  The  pulse  varied  between  120  and  150,  fre- 
quently dropping  to  the  former  figure  after  lavage  and  then 
gradually  rising  again.  Both  the  abdominal  distention  and  the 
toxemia  seemed  to  be  causative  factors  in  increasing  the  pulse 
rate. 

Laffer  says  that  "unless  influenced  by  an  associated  infection, 
the  temperature  is  usually  normal,  but  is  often  subnormal." 
Conner  and  various  other  authors  make  practically  the  same 
statement  and  it  is  undoubtedly  true  in  the  great  majority  of 
instances.  However,  in  the  case  under  discussion  reference  to 
the  chart  would  seem  to  show  that  the  range  of  temperature  was 
directly  affected  by  the  gastric  lavage.  There  was  a  decided 
drop  in  the  temperature  and  it  remained  at  a  lower  level  with  the 
institution  of  two-hour  lavage.  This  was  succeeded  by  a  rise  in 
temperature  when  the  interval  was  increased  from  two  to  three 
hours  and  the  temperature  again  fell  and  gradually  returned  to 
normal  when  two-hour  lavage  was  persistently  employed. 
Whether  the  temperature  curve  which  I  exhibit  was  an  accidental 
occurrence  or  not,  I  of  course  am  unable  to  say  but  I  do  know  that 
a  most  striking  relationship  existed  between  the  general  con- 
dition of  the  patient  and  the  amount  and  character  of  the  fluid 
found  in  the  stomach  at  the  time  of  lavage.  Repeatedly  during 
the  third  week  of  the  puerperium  the  interval  between  washings 
was  lengthened  and  was  each  time  followed  by  an  accumulation 
of  fluid  and  a  feeling  of  indisposition  on  the  part  of  the  patient. 
In  my  opinion  the  fever  was  undoubtedly  due  to  a  toxemia. 
McWilliams,  Herrick,  A.  E.  Halstead,  Fairchild  and  Barnard 
report  cases  in  which  there  was  a  rise  in  temperature  apparently 
not  due  to  anything  but  the  toxemia  of  acute  gastric  dilatation. 
Fairchild  states  definitely  that  the  temperature  rose  and  fell 
before  and  after  lavage  but  no  autopsy  was  obtained  to  verify 
the  cHnical  diagnosis.  Halstead's  case  showed  no  other  lesion 
at  autopsy  but  acute  gastric  dilatation.  Herrick's  case  was  a 
cholecystectomy  and  it  is  possible  that  some  associated  con- 
dition was  the  cause  of  the  rise  in  temperature  as  no  autopsy 
was  obtained.  McWilliam's  case  recovered.  An  autopsy  was 
obtained  on  Barnard's  case  which  died  seventy-five  hours  after 
operation.      The    temperature     ranged    between     normal     and 
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io2.2°F.  the  pulse  between  120  and  164  and  the  respirations 
between  22  and  46.  Sections  from  the  uterus  and  cultures  from 
the  uterine  w^ound  and  abdominal  cavity  taken  at  the  autopsy, 
"showed  no  evidences  of  inflammatory  reaction." 

Dyspnea  was  never  alarming  but  well  marked  during  the  time 
when  the  patient's  condition  was  critical. 

The  smallest  amount  of  urine  in  any  twenty-four  hours  (16 
ounces),  was  on  the  third  day.  As  the  patient  received  fluid  by 
rectum  only  this  cannot  be  considered  a  great  diminution. 

Visible  peristalsis  and  succussion  splash  were  never  observed, 
although  carefully  looked  for. 

Hypersecretion  was  present  as  was  evidenced  by  the  fact  that 
we  always  obtained  from  6  to  8  ounces  of  dark  green,  foul- 
smelling  fluid,  in  spite  of  the  fact  that  the  patient  got  nothing  by 
mouth.  Lengthening  the  intervals  between  the  washings 
resulted  in  greater  accumulation.  The  fluid  maintained  the 
same  characteristics  throughout  and  undoubtedly  resulted  from 
increased  gastric  and  probably  duodenal  secretion. 

Thirst  was  never  extreme. 

Duration  of  Symptoms. — The  continuation  of  symptoms  was 
not  in  the  nature  of  a  relapse  but  the  result  of  persistency  of  the 
condition  through  acute,  subacute  and  chronic  stages.  Lavage 
was  continued  from  February  24  till  March  29  before  it  was 
possible  to  discontinue  it  entirely  or  during  a  period  of  thirty-four 
days.  During  this  time  the  stomach  tube  was  passed  over  200 
times.  Four  or  five  days  or  less  is  the  usual  duration  of  lavage 
when  the  patient  is  either  dead  or  well  on  the  way  to  recovery. 

Diagnosis. — Peritonitis  was  excluded  as  there  was  no  tender- 
ness, rigidity  or  other  evidences  of  infection  except  fever,  to 
indicate  peritoneal  involvement.  In  addition,  when  the  patient 
was  discharged  the  uterus  was  well  involuted,  freely  movable  and 
not  adherent,  a  condition  unlikely  to  follow  general  peritonitis 
resulting  from  Cesarean  section.  High  intestinal  obstruction 
was  ruled  out  by  the  prolonged  illness  and  the  favorable  outcome. 
Obstruction  with  an  onset  so  violent  would  have  progressed 
steadily  to  a  fatal  termination  and  a  rise  in  temperature  would 
not  have  been  expected  until  there  was  peritonitis.  There  was 
never  any  question  as  to  the  possibility  of  acute  pancreatitis,  a 
condition  from  which  it  is  said  to  be  necessary  to  differentiate 
acute  dilatation  of  the  stomach. 

Variety. — Whether  this  was  a  case  of  arteriomesenteric  ileus 
or  uncomplicated  acute  gastric  dilatation,  it  is  of  course  im- 
possible to  say.  It  hardly  seems  likely  that  there  would  be  room 
in  the  pelvis  for  the  intestines  as  well  as  the  uterus  and  descent 
of  the  small  bowel  seems  to  be  the  determining  factor  in  occlusion 
of  the  duodenojejunal  junction. 

Treatment. — Postural  treatment  and  hypodermic  medication 
appeared  useless.  The  supply  of  fluid  was  kept  up  by  rectal 
and  subcutaneous  infusion  of  salt  solution.  Gastric  lavage  was 
the  only  treatment  that  caused  any  amelioration  in  the  symptoms 


OF    OBSTETRICAXS  AND    GYNECOLOGISTS.  963 

SO  far  as  we  were  able  to  judge.  If  there  is  one  thing  to  be  learned 
in  the  treatment  of  this  condition  from  our  case,  it  is  that  gastric 
lavage  in  acute  dilatation  of  the  stomach  should  be  repeated  at 
intervals  of  not  less  than  two  hours.  My  own  feeling  is  that 
gastrostomy,  with  continuous  irrigation  of  the  stomach,  ought 
to  be  the  ideal  treatment  and  should  be  given  a  trial  in  cases 
which  do  not  respond  to  two-hour  lavage. 
Forbes  and  Halket  Streets. 

DISCUSSION    ON    THE    PAPERS    OF    DRS.    BELL,    DAVIS    AND 
ZIEGLER. 

Dr.  Herman  E.  Hayd,  Buffalo. — I  am  not  going  to  discuss 
this  subject  from  the  standpoint  of  Cesarean  section,  but  two 
of  the  papers  are  exceedingly  interesting  from  the  point  of  view 
of  dilatation  of  the  stomach.  The  experience  which  Dr.  Davis 
has  related  is  to  me  very  unusual.  It  seems  to  me,  we  cannot  put 
his  case  into  the  category  of  acute  gastric  dilatation.  Unfor- 
tunately he  did  not  have  the  opportunity  of  making  a  postmortem 
examination.  I  can  assume,  however,  it  is  possible  this  woman 
may  have  had  a  dilated  stomach  previous  to  her  pregnancy,  and 
that  this  dilatation  was  in  a  measure  held  up  and  supported  by 
the  advancing  growing  uterus,  and  just  as  soon  as  Dr.  Davis 
emptied  the  uterus  of  its  contents,  together  with  the  profound 
narcosis  to  which  this  woman  was  subjected,  and  the  large 
amounts  of  gas,  ether  and  air  which  she  swallowed,  she  had 
simply  an  acute  dilatation  of  the  stomach,  as  Dr.  Davis  said, 
from  air  dilatation.  I  cannot  imagine  any  condition  of  cardiac 
spasm  coming  on  in  a  patient  who  was  so  deeply  narcotized  as 
his  patient  was,  and,  therefore,  I  cannot  give  any  explanation 
why  his  house  s-urgeon  did  not  introduce  a  tube  into  the  woman's 
stomach,  nor  can  I  imagine  why  a  gastroenterostomy  would 
have  helped  his  patient  in  any  way,  because  I  assume  she  died 
from  ether  or  chloroform  poisoning.  This  case  suggests  the 
importance  of  advocating  the  employment  of  skilled  anesthetists 
in  owe  hospitals.  Unfortunately,  as  surgeons,  we  are  compelled 
to  accept  the  services  of  the  most  untrained  and  youngest  doctors 
in  our  hospitals,  yet  one  of  the  most  important  duties  that  the 
medical  man  is  called  upon  to  perform  is  the  administration  of 
the  anesthetic  in  an  operative  case.  I  think  we  are  going  to  get 
into  trouble  before  long  if  we  delegate  that  responsibility  to  a 
nurse.  I  am  not  familiar  with  the  laws  of  other  states  in  this 
respect,  but  the  laws  of  New  York  State  are  such  that  if  we  have 
a  death  we  are  responsible,  because  no  one  can  give  an  anesthetic 
in  New  York  State  who  is  not  a  regular  medical  graduate.  It 
seems  to  me,  the  medico-legal  side  of  this  question  is  likely  to 
come  up  at  any  time. 

Dr.  Ziegler's  case  was  especially  interesting  and  was  a  classical 
one  of  acute  dilatation  of  the  stomach.  After  a  man  has  had  a 
few  of  these  experiences,  the  practical  side  of  the  treatment  of 
these  cases  presents  itself  very  acutely,  so  that  in  any  case  upon 
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whom  I  have  operated,  if  after  six  hours,  vomiting  continues 
following  the  administration  of  the  anesthetic,  and  the  vomit 
is  of  a  greenish  character,  I  assume  the  possibility  of  an  acute 
gastric  dilatation  coming  on,  and  I  take  no  chances,  but  wash  out 
the  stomach  regularly  every  four  hours.  If  there  are  increasing 
amounts  of  fluid,  as  there  were  in  the  doctor's  case,  I  would  keep 
up  the  lavage  three  or  four  or  six  days,  if  necessary,  until  all 
dangerous  possibilities  have  subsided.  I  am  satisfied  that  with 
this  condition  of  acute  dilatation,  the  patient  being  intensely 
sick,  there  is  an  acute  toxemia,  and  the  only  thing  we  can  do  is 
to  get  rid  of  the  material  that  is  in  the  stomach,  as  quickly  as 
possible,  before  we  allow  the  pabulum  in  the  stomach  to  start  the 
fermentative  processes.  In  these  cases  there  is  nothing  to  do 
except  to  resort  to  lavage. 

Dr.  Francis  Reder,  St.  Louis. — The  one  subject  that  has 
interested  me  in  connection  with  these  papers  is  that  of  acute 
gastric  dilatation.  Dr.  Davis  laid  considerable  stress  on  the 
anesthetic,  saying  that  in  some  cases  it  was  unskillfully  admin- 
istered. Where  we  have  persistent  vomiting  during  the  admin- 
istration of  an  anesthetic,  we  have  every  reason  to  feel  anxious 
about  our  patient.  Such  a  condition  carries  with  itself  a  grave 
danger  on  account  of  the  depressing  effect  it  has  on  the  system. 
After  the  operation  when  the  patient  has  taken  the  anesthetic 
badly,  the  stomach  should  invariably  be  washed  out.  Patients, 
in  taking  an  anesthetic  frequently  swallow  a  great  deal  of  the 
agent,  in  consequence  an  abnormal  secretion  may  find  its  way 
into  the  stomach,  and  if  the  conditions  are  favorable,  may  cause 
an  acute  toxemia.  If  we  accept  the  theory  of  hormones  in  con- 
nection with  this  functional  disturbance,  an  acute  dilatation  could 
be  explained  on  these  grounds.  I  wish  to  mention  the  case  of  a 
patient,  fifteen  years  of  age,  who  was  smoking  a  strong  cigar  it 
was  his  first  smoke.  He  swallowed  considerable  of  the  smoke 
and  became  seriously  sick.  It  was  an  acute  toxemia  that 
caused  an  acute  dilatation  of  the  stomach.  For  four  days  the 
condition  was  serious.  The  distention  was  relieved  by  frequent 
stomach  lavage. 

Dr.  Sylvester  J.  Goodman,  Columbus. ^ — In  reference  to  the 
first  paper  concerning  Cesarean  section  and  sterilization  of  the 
woman,  we  must  come  to  a  decision  of  what  to  do  very  much  as  a 
celebrated  painter  did,  who,  when  asked  how  to  mix  paints, 
replied  "With  brains."  In  this  connection  I  wish  to  refer  to  a 
large  series  of  cases  in  the  practice  of  my  colleague  Dr.  Baldwin, 
and  a  small  series  of  my  own. 

The  first  case  was  one  in  which  the  skull  of  the  fetus  had 
been  crushed  by  the  attending  physician  some  hours  before  I 
saw  the  woman.  Her  uterus  was  full  of  small  fibroids.  I 
advised  hysterectomy,  but  the  members  of  the  family  refused 
owing  to  the  fact  that  the  child  was  dead.  This  woman  has 
again  become  pregnant,  and  I  expect  to  do  a  second  Cesarean 
section  on  her  next  month. 


I 
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In  another  case  that  was  referred  to  me  the  uterus  was  like- 
wise found  full  of  fibroids.  This  woman  had  been  delivered 
once  normally.  The  child  was  delivered  with  some  difficulty,  but 
the  woman  recovered  nicely.  When  I  saw  her  in  a  later  preg- 
nancy she  was  suffering  from  a  detached  placenta.  She  was 
delivered  at  the  hospital,  and  at  that  time  I  wanted  to  do 
Cesarean  section  and  extirpation  of  the  uterus,  but  she  refused. 
In  her  case  I  should  have  done  a  hysterectomy,  as  in  the  future 
she  may  have  a  serious  time. 

In  another  case,  a  primipara,  twenty-five  years  of  age,  with  a 
very  large  child,  the  measiu-ements  were  slightly  under  normal. 
This  was  almost  as  ideal  a  case  as  we  could  have,  although  several 
examinations  had  been  made  by  a  careful  physician.  I  did 
Cesarean  section  with  the  high  operation,  and  she  died  five  days 
later.  On  postmortem  examination  we  found  no  infection  of  the 
uterus,  but  the  catgut  used  had  gone  all  to  pieces.  It  was 
entirely  dissolved,  even  the  knots.  After  some  correspondence 
with  the  manufacturer,  he  told  us  it  was  thirty-day  catgut.  He 
said  that  if  it  went  through  the  peritoneum  we  could  not  rely  on 
it.  It  should  have  had  supporting  sutures  of  silk,  and  we  are 
doing  this  at  the  Grant  Hospital  in  the  service  of  Dr.  Baldwin 
and  myself.  At  our  hospital  we  allow  no  one  to  give  anesthetics 
except  a  trained  anesthetist.  The  laws  of  Ohio  forbid  anyone 
except  a  registered  physician  to  give  anesthetics. 

In  regard  to  going  through  the  scar  in  the  second,  third,  or 
even  fourth  Cesarean  section,  we  cut  out  the  scar  because  it  has 
lost  all  of  its  elasticity,  and  if  the  woman  should  have  a  future 
pregnancy  there  is  no  danger  of  rupture  of  the  uterus. 

Dr.  William  H.  Humiston,  Cleveland. — These  papers  are 
very  interesting,  and  I  feel  should  be  discussed  very  thoroughly. 
This  Association  has  no  more  important  function  to  perform  for 
the  rank  and  file  of  the  profession  of  the  United  States  than  to 
have  more  of  these  obstetric  papers  published.  There  is  no 
branch  of  medicine  and  surgery  in  which  there  is  poorer  judgment 
shown  than  in  obstetrics.  How  many  women  are  there  through- 
out the  country  who  have  pelvic  measurements  made  before 
delivery?  We  know  how  important  it  is  that  the  accoucheur 
should  know  the  capacity  of  a  woman's  pelvis  and  the  size  of 
the  fetal  head  that  has  to  pass  through  it.  When  there  is  a 
disproportion  between  the  pelvic  outlet  and  the  size  of  the  child's 
head,  then  it  becomes  our  duty  to  consider  Cesarean  section. 
Cesarean  section  in  an  uncontaminated  case  is  so  much  safer  and 
surer  in  its  results  than  the  high  forceps  operation,  that  I  believe 
the  time  is  coming  when  the  high  forceps  operation  will  not  be 
resorted  to  by  the  general  practitioner,  but  only  by  the  thor- 
oughly trained  men  in  obstetrics.  I  think  it  is  one  of  the  most 
formidable  operations,  as  usually  performed,  that  we  have,  and 
requires  special  knowledge,  ability  and  training.  Scarcely  a 
week  goes  by  in  my  service  at  the  hospital  (and  I  have  a  contin- 
uous service  of  some  size)  that  women  are  not  brought  into  the 
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hospital  who  have  lost  their  child  from  a  high  forceps  operation. 
The  pelvic  floor  is  torn,  and  the  vagina  is  torn  through  to  rectum. 
The  cervix  is  torn  to  the  vagmal  junction  or  through  it — a  most 
deplorable  condition  results.  I  reported  one  such  case  at  our  last 
meeting  in  which  a  high  forceps  operation  had  been  done  on  a 
dwarf.  The  child  was  sacrificed.  The  patient  came  under  my 
care  for  these  injuries.  She  had  no  control  over  her  urine  or 
feces,  and  had  infection.  Later  I  operated  and  she  made  a  good 
recovery,  and  within  six  months  was  again  pregnant.  I  delivered 
her  at  the  beginning  of  labor  of  a  healthy  child  by  the  high  Cesa- 
rean operation  and  her  convalescence  was  rapid;  she  was  out  of 
the  hospital  on  the  tenth  day. 

I  wish  this  Association  might  have  a  larger  proportion  of 
papers  upon  obstetric  subjects  for  our  future  meetings. 

The  indications  for  Cesarean  section,  as  I  view  them,  have  been 
greatly  widened,  and  I  wish  to  go  upon  record  as  stating  that 
there  will  be  more  Cesarean  sections  performed  in  the  next  few 
years  than  there  have  been  in  the  past. 

Dr.  William  Seaman  Bainbridge,  of  New  York  City,  re- 
called two  cases  in  his  own  experience  that  illustrate  certain  points 
that  may  be  further  emphasized.  The  first  has  reference  to  the 
question  of  sterilization;  the  second  concerns  acute  dilatation  of 
the  stomach. 

The  first  case  was  that  of  a  woman,  referred  to  him  about  four 
years  ago.  There  was  a  history  of  six  pregnancies,  with  attempts 
at  delivery  in  each,  most  of  them  instrumental,  but  premature, 
and  with  death  of  the  child  in  each  case.  The  patient  had  a 
justominor  pelvis,  the  entire  floor  of  which  was  torn  away.  The 
bladder  was  opened,  and  there  was  a  vesicovaginal  fistula,  as 
well  as  a  rectovaginal  fistula.  The  necessary  repairing  was  done, 
and  the  patient  was  told  that  she  must  not  become  pregnant 
again.  Despite  this  advice,  she  returned  a  year  and  some  months 
later  pregnant.  She  was  told  that  it  would  be  necessary  to  do  a 
Cesarean  section,  the  operation  being  explained  to  her.  The 
operation  was  successfully  performed.  The  husband  and  the 
patient,  as  well  as  the  physician  who  had  referred  the  case, 
wanted  to  have  the  tubes  tied  in  order  to  prevent  further  preg- 
nancies. This  was  acceded  to,  the  tubes  being  tied  with  silk 
in  two  places.  Unfortunately  some  time  afterward  she  lost  her 
child  from  pneumonia,  and  now  is  anxious  to  have  the  tubes 
untied.  Dr.  Bainbridge  considered  that  one  assumes  a  very 
great  and  serious  responsibility,  even  in  the  exercise  of  one's 
best  judgment,  in  taking  away  from  a  woman  the  right  to  have 
a  living  child. 

The  second  case  cited  had  a  bearing  on  the  question  of  acute 
dilatation  of  the  stomach.  According  to- Dr.  Hayd,  the  only 
thing  that  can  be  done  in  such  cases  is  to  resort  to  gastric  lavage. 
The  speaker  thought  perhaps  something  more  could  be  done  than 
ordinary  gastric  lavage.  He  recalled  the  case  of  a  woman  with 
extensive  carcinoma  of  the  breast,  who  had  consulted  him  about 
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five  years  ago.  At  that  time  she  had  bronchitis  and  was  in  no 
condition  then  for  operation.  She  was  sent  to  the  country  for 
a  short  time.  The  cancer  grew  more  rapidly,  but  the  bronchitis 
disappeared,  and  the  patient  returned  for  operation.  An  expert 
anesthetist  gave  the  anesthetic.  The  patient  developed  an  acute 
postanesthetic  pneumonia  and  dilatation  of  the  stomach.  Lav- 
age was  employed.  After  washing  out  the  stomach  a  great  deal 
of  dibtention  below  was  found.  The  patient  was  placed  in  the 
extreme  Fowler  position  and  away  over  to  the  right  side; then, 
after  thorough  lavage,  the  contents  of  the  overdistended  stomach 
siphoned  out.  It  was  possible  thus  to  diminish  the  swelling  or 
distention  below  the  stomach.  In  other  words,  he  was  able  to 
siphon  out  a  great  deal  of  the  fecal  and  semifecal  material  be- 
yond the  pylorus.  This  relieved  the  patient  markedly  and, 
repeated  several  times,  caused  the  disappearance  of  the  severe 
symptoms.  It  was  just  as  important,  in  the  speaker's  judgment, 
to  siphon  out  the  material  in  the  intestine  as  it  was  to  get  rid  of 
the  material  in  the  stomach  itself. 

Dr.  Bainbridge  added  a  word  with  reference  to  the  use  of 
glucose,  as  he  had  seen  it  employed  by  several  men  in  London. 
It  was  introduced  by  rectum  or  in  the  saline  under  the  breast,  in 
order  to  prevent  acute  dilatation  of  the  stomach  and  to  lessen 
postoperative  shock  and  postanesthetic  vomiting.  They  added 
from  half  an  ounce  to  an  ounce  of  glucose  or  dextrose  to  the  fluid 
gaiven  by  the  rectum  every  three  or  four  hours.  The  same 
amount  sterilized,  was  added  to  the  fluid  used  in  hypodermo- 
clysis.  Those  who  employ  it  believe  it  reestablishes  the  glyco- 
genic balance  of  the  liver,  which  is  a  factor  in  the  diminished 
vitality  of  the  muscle  wall  of  the  gastric  organ,  and  in  the  pro- 
duction of  shock.  Whether  this  is  the  explanation  or  not,  they 
believe  the  patient  gets  less  postoperative  vomiting  and  dilatation 
of  the  stomach  when  glucose  or  dextrose  is  introduced  to  take  the 
place  of  that  which  the  liver  fails  to  give  to  the  general  system 
immediately  following  or  a  few  hours  after  the  operation. 

Dr.  a.  S.  Hotalixg,  Syracuse. — I  wish  to  speak  briefly  of  a 
complication  I  met  with  following  Cesarean  section,  that  is, 
ruptiu-e  through  the  scar,  and  I  would  like  to  ask  Dr.  Davis  if 
he  has  met  with  a  similar  case.  The  text-books  all  speak  of  such 
a  complication,  but  the  cases  reported  in  the  literature  are  very 
few. 

Two  years  ago,  I  did  a  Cesarean  section  on  a  girl,  seventeen 
years  of  age,  for  eclampsia.  She  was  seven  and  one-half  months 
pregnant.  She  had  an  undilated,  unobliterated  cervix.  At  that 
time  she  was  in  the  hospital  as  a  vx^ard  patient.  About  a  month 
ago  she  came  into  the  hospital  as  a  private  patient,  having  been 
brought  in  by  her  physician  who  thought  she  was  in  labor.  This 
was  about  9  p.  m.;  she  died  shortly  after  i  a.  m.  from  hemorrhage. 
Autopsy  the  next  morning  showed  rupture  of  the  uterus.  The 
organs  were  all  transposed.  The  liver  was  on  the  left  side,  the 
heart  on  the  right,  and  so  on.     I  might  say  in  this  case  the  uterus 
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was  closed  with  a  double  row  of  catgut  sutures,  and  in  addition 
to  that  there  were  three  supporting  silk  suttues.  The  rupture 
was  directly  through  the  old  scar. 

Dr.  Hugo  O.  Pantzer,  Indianapolis. — Bearing  on  the  multiple 
etiology  of  gastric  dilatation,  I  wish  to  report  a  case  that  recently 
came  under  my  observation  in  support  of  the  position  taken  by 
Dr.  Davis.  In  his  case  the  pressure  applied  to  the  stomach 
may  have  been  a  factor  in  producing  gastric  dilatation.  My 
patient  had  on  a  very  snugly  fitting  corset  while  attending  one 
of  our  automobile  races.  She  was  brought  away  from  there  in 
convulsions.  Nothing  more  nor  less  was  found  at  fault  than  an 
acute  dilatation  of  the  stomach  brought  on  by  the  tight  con- 
striction of  the  abdomen  through  the  corset. 

With  regard  to  the  mooted  advisability  of  sterilizing  a  woman, 
I  think  it  well  to  hold  to  the  rule  of  principle.  Actions  by 
principle  will  always  in  the  end  tally  better  than  actions  governed 
by  opportunistic  policy.  The  man  who  pursues  an  oppor- 
tunistic policy,  will  come  to  disaster  sooner  or  later.  This  is 
very  clearly  shown  in  other  fields,  notably  at  this  time  in  politics. 
Where  there  is  no  immediate  pressing  indication  to  sterilize, 
this  should  not  be  done. 

Dr.  Bell  (closing). — I  have  nothing  further  to  say  except 
to  thank  those  gentlemen  who  have  discussed  my  paper. 

Dr.  Davis  (closing  the  discussion  on  his  part). — In  the  matter 
of  delivering  the  uterus  at  the  time  of  Cesarean  section,  we,  in 
the  Lying-in  Hospital  practised  that  method  for  a  considerable 
time.  It  was  the  best  that  we  could  do  following  the  teaching 
of  that  time,  but  we  found  in  observing  these  cases,  that  they 
were  in  good  condition  during  the  early  part  of  the  operation, 
but  as  soon  as  we  began  to  deliver  the  unemptied  uterus  from 
the  abdomen  there  was  at  once  evidence  of  a  considerable 
amount  of  shock,  due  to  the  forcible  manipulation  and  eviscera- 
tion. It  was  unnecessary  interference.  It  is  unnecessary  to 
remove  the  uterus  from  the  abdomen.  It  is  a  somewhat  easier 
operation  to  deliver  the  uterus  and  empty  and  suture  it  outside 
of  the  abdomen  but  in  performing  Cesarean  section  we  do  as 
little  as  we  are  obliged  to.  We  deliver  the  child,  close  the 
wounds  and  conduct  the  mother  into  the  condition  of  a  normal 
puerperium  with  as  little  interference  and  as  soon  as  possible. 
We  are  able  to  do  this  with  a  small  incision  with  little  handling 
of  the  uterus.  Many  times  we  do  not  see  the  intestines  or  tubes, 
but  only  the  fundus  and  anterior  surface  of  the  uterus  come  into 
view.  In  cases  of  fibroid  tumors  and  other  complications  which 
are  not  urgent,  we  do  not  believe  in  interfering  with  them  at  the 
time  Cesarean  section  is  performed.  If  there  is  to  be  a  hyster- 
ectomy or  myomectomy,  or  anything  of  the  kind,  let  it  be  done 
later,  because  after  three  to  six  weeks,  it  can  be  done  much 
more  readily,  after  involution  of  the  uterus  and  neighboring 
structures  had  taken  place  and  the  vascularity  is  much  dimin- 
ished. It  is  an  altogether  safer  and  more  satisfactory  time  in 
which  to  operate. 
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In  regard  to  measurements  of  the  pelvis  and  the  child,  we 
should  by  all  means  measure  the  pelvis  and,  in  so  far  as  possible, 
measure  the  child,  but  we  would  be  led  astray  many  times  if  we 
depended  upon  these  measurements  too  implicitly.  They  should 
be  used  as  an  aid  to  our  judgment  in  determining  what  is  best 
to  do  in  each  case.  There  are  many  cases  in  which  the  measure- 
ments of  the  pelvis  are  ample  and  the  child  does  not  appear 
unduly  large,  and  yet,  when  the  woman  is  in  labor,  the  fetal  head 
does  not  engage  and  labor  does  not  progress.  It  is  better,  I 
believe,  where  there  is  evident  disproportion  between  the  size 
of  the  child  and  the  capacity  of  the  pelvis,  regardless  of  pelvis 
measurements,  to  do  a  Cesarean  operation.  We  may  have  a 
case  in  which  the  internal  diagonal  conjugate  is  14  centimeters, 
yet  the  rest  of  the  pelvis  is  contracted  and  the  head  does  not  come 
down,  or  the  head  is  abnormal  and  dies  not  mold  and  yield  to 
pressure.  On  the  other  hand,  we  meet  cases  in  which  the 
external  conjugate  is  only  17  centimeters.  A  justominor  pelvis 
in  a  small  thin  justominor  woman  with  small  bones,  the  child 
is  also  small  with  bones  of  the  fetal  head  capable  of  being  readily 
molded.  ]\Iany  of  this  type  of  case  go  on  in  labor  and  either  de- 
liver themselves  without  assistance  or  they  are  able  to  force  the 
fetal  head  do^^^l  to  the  pelvic  floor  from  whence  it  can  be  readily 
delivered  with  the  aid  of  low  forceps.  But  to  depend  entirely 
upon  the  measurements  of  either  mother  or  child  is  not  in  accord- 
ance with  our  best  knowledge  of  this  subject. 

I  would  like  to  emphasize  the  importance  of  determining  early 
whether  Cesarean  section  is  to  be  done.  I  believe  there  is  a 
great  deal  of  morbidity  which  can  be  avoided,  and  some  mortal- 
ity, if  we  operate  early  before  the  patient's  resistance  has  been 
lowered  by  exhaustion  and  fatigue  intoxication  and  before  the 
membranes  have  long  been  ruptured  and  many  vaginal  examina- 
tions have  been  made  or  attempts  at  vaginal  deliverv"  have  been 
tried.  We  occasionally  see  cases  of  primiparae  continuing  long 
in  labor;  according  to  the  measurements,  labor  should  not  be 
difficult,  and  we  do  not  watch  them  closely  enough,  and  after  a 
number  of  hours,  we  wake  up  to  the  fact  that  labor  is  not  pro- 
gressing. I  recall  a  case  in  which  no  examinations  were  made 
except  with  sterile  gloves  in  the  hospital. 

The  membranes  had  been  ruptured  for  many  hours,  the  cervix 
was  fully  dilated,  there  was  a  considerable  caput  and  a  portion  of 
the  head  engaged  but  there  was  no  further  descent.  Cesarean 
section  was  performed  and  the  patient  had  a  long  drawn  out 
recover}'.  Had  this  patient  been  operated  upon  earlier  she  would 
have  been  one  of  the  ten  to  fifteen  day  cases  to  leave  the 
hospital. 

Dr.  Darnall. — I  would  like  to  ask  Dr.  Davis  whether  he  had 
any  difficulty  or  trouble  from  meconium  and  amniotic  fluid 
flowing  into  the  abdominal  cavity  in  doing  the  operation  inside 
the  abdomen  rather  than  delivering  the  uterus. 

Dr.  Davis. — We  pay  ven,-  little  attention  to  that.     It  does 
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flow  into  the  abdominal  cavity  more  or  less,  but  we  have  had  very- 
little  trouble  from  that  source. 

Dr.  Hall. — Do  you  try  to  mop  it  out? 

Dr.  Davis. — Not  much.  We  believe  in  doing  as  little  injury 
by  sponging  or  manipulation  as  possible. 

Dr.  Hayd. — You  want  us  to  understand  that  if  the  case  has 
not  been  tampered  with  mechanically  that  the  amniotic  fluid  is 
sterile? 

Dr.  Davis. — It  is  sterile,  and  we  pay  very  little  attention  to 
it.     We  depend  very  largely  upon  the  uterus  being  held  up  against 
the  abdominal  opening  by  the  hands  of  the  assistant  externally. 
Dr.  Werder. — In  septic  cases  you  do? 

Dr.  Davis. — In  septic  cases  w^e  try  to  avoid  it  as  much  as 
possible  by  gauze  pads,  etc.  A  very  small  quantity  of  septic 
liquor  amnii  is  sufhcient  to  inoculate  the  whole  peritoneal  cavity 
an  in  these  case,  we  cannot  by  any  means  now  known  to  us 
wholly  avoid  such  inoculation.  Such  cases  are  not  favorable 
subjects  and  we  now  are  less  often  led  to  perform  this  operation 
upon  them.  In  these  septic  cases  we  have  a  rapid  pulse  at  once 
after  the  operation,  out  of  proportion  to  the  temperature  and 
the  general  appearance  of  the  patient.  We  have  moderate  fever 
which  becomes  very  high  before  death.  Upon  opening  the  abdo- 
men of  several  of  these  patients  after  death,  we  have  not  found 
general  peritonitis.  The  peritoneum  is  glistening  in  appearance 
except  in  the  lower  part  of  the  abdomen  there  were  rather  sharply 
defined  localized  areas  which  appeared  as  though  some  corrosive 
fluid  had  been  spilled  over  them.  The  wounds  are  covered  with 
a  grumous  material  full  of  bacteria  and  there  is  no  attempt  at 
union.  We  believe  that  such  patients  die  from  an  intense 
systemic  intoxication. 

Dr.  Humiston. — Do  you  pack  off  the  abdominal  cavity  around 
the  uterus  before  you  open  it? 

Dr.  Davis. — Formerly  I  used  to  place  pads  all  about  the 
uterus,  in  some  cases  I  have  used  no  pads  at  all.  I  now  use  two 
or  three  pads  placed  above  the  fundus  with  the  idea  of  holding 
the  intestines  and  omentum  back  in  the  abdomen,  and  then 
depend  upon  the  pressure  which  the  assistant  is  able  to  make  to 
hold  the  uterus  against  the  abdominal  opening.  The  pressure 
can  be  kept  up  continually  until  the  sutures  are  in  place.  I 
believe  that  the  abrasions  of  the  uterine  and  parietal  peritoneum 
made  by  forcing  pads  in  where  the  abdominal  wall  fits  closely 
over  the  distended  uterus  do  more  harm  than  any  good  that  comes 
from  their  use. 

Dr.  Huggins. — Do  you  remove  the  uterus? 
Dr.  Davis. — I  never  remove  the  uterus,  but  in  septic  cases 
where  we  feel  that  we  are  in  danger  of  losing  the  woman  from 
sepsis,  I  believe  that  a  free  wide  open  incision  below  the  umbilicus 
and  packing  well  around  the  uterus  and  doing  a  supravaginal 
hysterectomy,  removing  the  child  quickly  from  the  uterus  after 
it  has   been   amputated   'and    delivered    from    abdomen    and 
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closing  over  the  stump  with  peritoneum  is  an  ideal  way  of  ope- 
rating. I  have  had  no  experience  with  this  procedure,  but  I 
think  it  is  the  thing  to  do,  providing  that  we  perform  Cesarean 
section  at  all  upon  evidently  septic  cases.  Dr.  Bainbridge  has 
called  attention  to  a  point  which  I  did  not  touch  upon  in  my  paper. 

That  is,  a  large  number  of  difficult  and  complicated  obstetrical 
patients  eventually  gravitate  to  the  Lying-in  serv^ices  in  hospitals, 
so  that  the  percentage  of  such  cases  in  hospital  practice  is  rela- 
tively higher  than  it  is  in  the  community  at  large.  Patients 
come  to  us  with  the  histories  of  two,  three,  four  or  more  preg- 
nancies with  operative  vaginal  deliveries  and  either  stillbirth 
or  children  who  live  but  a  few  hours  because  of  the  injuries  they 
have  been  subjected  to  in  every  case.  Let  us  stop  for  a  moment 
and  think  what  these  women  have  endured.  They  have  spent 
eighteen  to  thirty-six  or  more  months  in  the  discomfort  and 
dangers  and  hopes  and  fears  of  pregnancy,  to  repeated  operative 
deliveries,  to  dangers  and  permanent  injuries,  many  of  us  here  can 
appreciate  how  great,  and  with  all  this,  to  the  repeated  dis- 
appointment of  not  having  a  living  child.  We  can  offer  such 
women  something  better  to-day.  We  can  deliver  them  with  very 
little  danger  by  abdominal  Cesarean  section,  they  have  not  been 
subjected  to  long  labor  and  contaminating  vaginal  interference 
and  we  can  almost  without  exception  give  them  a  living  child  if 
the  child  is  well  developed  and  healthy  at  the  time  of  operation. 

The  question  as  to  rupture  of  the  uterus  in  labors  subsequent 
to  one  or  more  Cesarean  deliveries  has  been  raised.  In  this 
series  of  147  Cesarean  deliveries,  twenty-six  patients  were  thus 
delivered  more  than  once  and  in  this  latter  number  rupture  of 
the  uterus  occurred  twice,  but  in  cases  who  had  not  taken  the 
precautions  for  even  an  ordinar\-  delivery.  In  only  one  case  had 
the  uterine  scar  given  way  and  that  for  only  about  3  centimeters 
of  its  length,  so  that,  while  the  danger  is  one  which  we  must 
recognize,  it  is  not  very  great.  I  have  used  chromic  catgut  in 
the  uterine  wound  for  nearly  all  of  my  cases  and  never  have  seen 
it  give  way.  In  the  matter  of  repeated  Cesarean  sections,  in 
the  early  spring  of  this  year,  Dr.  Harrar,  of  the  Attending  Staff, 
made  a  rather  exhaustive  study  of  this  subject  and  presented  his 
results  in  a  paper  before  the  New  York  Academy  of  Medicine 
(Amer.  Jour.  Obst.,  May,  191 2).  In  it  he  brought  out  a  point 
which  had  not  occtured  to  me :  that,  if  there  are  two  or  more  lines 
of  scar  tissue  side  by  side  in  the  uterus,  the  short  muscle  fibers 
between  them  are  weak  and  more  liable  to  give  way  under  the 
strain  of  labor.  In  our  cases  it  had  not  been  the  practice  to 
dissect  the  cicatrix  out  either  in  the  abdomen  or  the  uterus. 
We  have  cut  directly  through  it  each  time.  Sometimes  we  are 
not  able  to  find  any  uterine  scar. 

Dr.  Zinke. — I  would  like  to  ask  a  question.  When  you  oper- 
ate on  a  case  in  which  you  use  silk  sutures,  in  performing  Cesarean 
section,  no  matter  whether  it  be  the  second,  third,  fourth  or 
fifth  time,  do  you  find  any  evidence  of  the  silk  sutures? 
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Dr.  Davis. — In  our  early  experience  we  were  all  using  silk 
sutures,  and,  so  far  as  I  am  aware  none  of  these  cases  have  come 
to  us  for  subsequent  Cesarean  section;  I  never  have  found  evi- 
dence of  silk  sutures  in  the  uterine  wound  in  any  case,  but  in  the 
case  which  I  have  described  the  patient  did  not  come  under  my 
care  for  the  second  Cesarean  section.  Following  her  operation 
she  did  not  menstruate  for  a  year  and  a  half  and  she  grew  very 
stout.  About  a  year  after  her  delivery  she  developed  an  inflamed 
area  in  the  abdominal  scar  which  later  broke  down  as  a  sinus. 
Soon  after  this  she  entered  a  hospital,  the  sinus  was  opened  and 
a  silk  suture  was  removed,  and  the  sinus  closed.  Later  she 
became  pregnant  and,  I  understand,  placed  herself  in  the  care 
of  an  obstetrician  who  promised  her  that  it  was  not  necessary 
for  her  to  be  delivered  by  Cesarean  section,  that  by  inducing 
premature  labor  she  would  be  given  a  living  child  without  the 
dangers  of  Cesarean  section.  Induction  of  labor  was  attempted 
and  after  a  good  deal  of  vaginal  manipulation  had  been  indulged 
in,  she  was  delivered  by  a  second  Cesarean  section,  followed  a 
few  days  later  by  hysterectomy  and  death  from  sepsis.  Pelvic 
measurements  do  not  always  bring  out  the  capacity  of  the  pelvis. 
We  may  have  a  very  high  promontory  and  in  some  cases  a  jutting 
forward  of  the  lumbar  vertebrae  in  such  a  way  that  the  head  will 
not  enter  the  pelvic  brim,  although  it  should  do  this  according 
to  the  measuremens. 

We  tried  the  effect  of  change  in  posture  upon  lavage  but  were 
unable  to  get  better  results  than  with  the  patient  in  the  dorsal 
position. 

As  to  the  value  of  pelvic  mensuration,  to  which  reference  has 
been  made,  I  wish  to  say  that  it  is  of  relative  value  only.  There 
are  many  factors  to  be  considered.  Of  course,  no  one  ever 
attempts  to  say  definitely  that  a  baby  will  or  will  not  pass 
through  the  pelvis  in  certain  border-line  cases.  But  it  is  precisely 
in  this  class  of  cases  that  pelvic  measurements  may  be  of  distinct 
value  if  we  depend,  not  upon  the  external  measurements  alone 
which  are  usually  of  little  value,  but  upon  the  internal  measure- 
.ments.  I  have  seen  numbers  of  cases  where  spontaneous  labor 
took  place  through  pelves  of  the  size  and  type  I  have  described. 
As  there  was  in  my  case,  no  moulding  or  caput  formation, 
nothing  to  indicate  injuiy  to  either  the  fetal  or  maternal  tissues 
and  no  chance  of  infection,  we  have  had  no  reason  to  regret 
giving  the  patient  the  .test  of  labor  before  interfering.  In  my 
opinion,  Cesarean  section  is  done  many  times  unnecessarily. 
A  maternal  mortality  of  ii  per  cent,  is  not  low  for  the  operation. 
The  test  of  labor  judiciously  applied  and  the  premature  induction 
of  labor  in  selected  cases,  will  make  Cesarean  section  unnecessary 
in  the  vast  majority  of  cases.  Craniotomy  in  infected  cases,  in 
which  the  child  is  dead  or  dying  or  its  condition  doubtful,  is 
the  operation  of  choice.  In  a  pelvis  not  absolutely  contracted. 
Cesarean  section  when  the  baby  is  dead,  is  never  justifiable  and 
is  always  followed  by  a  high  mortality.     Craniotomy  in  such 


OF    OBSTETRICIANS  AND    GYNECOLOGISTS.  973 

cases  has  a  very  low  maternal  mortality.     I  have  never  lost  a 
case. 

As  to  the  incision  of  the  uterus  before  delivering  it,  there  can 
be  no  comparision  with  incision  after  delivery.  Hirst  of  Phila- 
delphia, who  has  had  a  very  extensive  experience  with  Cesarean 
section,  always  delivers  the  uterus  before  incising  it.  He  has 
had  127  consecutive  sections,  with  six  maternal  deaths  only,  a 
mortality  of  about  43/4  per  cent.  There  can  be  no  question  but 
that  the  peritoneal  cavity  can  be  better  protected  against  in- 
fection by  the  uterine  contents,  if  the  uterus  is  delivered  before 
incising  it.  In  all  cases  which  have  been  examined  a  number  of 
times  and  especially  when  attempts  at  delivery  have  been  made, 
there  is  always  present  the  great  probability  of  infection  of  the 
uterine  cavity.  It  is  a  physical  impossibility,  in  such  cases,  to 
prevent  contamination  of  the  peritoneal  cavity,  if  the  uterus  is 
incised  iii  situ. 

The  procedure  which  I  have  employed  in  a  limited  number  of 
cases,  is  carried  out  as  follows:  An  incision  large  enough  to 
permit  delivery  of  the  uterus,  is  made  through  the  right  rectus 
muscle,  with  its  mid-point  on  a  level  with  the  umbilicus. 
Before  delivering  the  uterus,  four  temporary  sutures,  of  heavy 
silk,  are  passed  through  the  abdominal  walls  on  either  side,  from 
within  out,  at  regular  intervals.  The  lower  suture  is  so  placed 
that,  when  tied,  it  will  bring  the  edges  of  the  abdominal  wound 
together  close  against  the  posterior  surface  of  the  delivered  uterus. 
The  sutures  are  long  enough  to  permit  their  being  slipped  up 
over  the  fundus  while  the  uterus  is  being  delivered.  As  soon  as 
the  uterus  is  delivered,  the  silk  sutures  are  tied  from  above  down, 
bringing  the  edges  of  the  abdominal  wound  together,  thus  avoiding 
the  necessity  of  placing  pads  within  the  peritoneal  cavity  or  of 
handling  the  intestines.  The  abdominal  walls  are  covered  with 
hot  towels,  and  a  large  piece  of  heavy  rubber  sheeting,  with  a 
slit  in  its  center,  is  next  slipped  over  the  uterus  which  it  hugs 
closely  about  its  lower  segment,  and  is  spread  out  over  the  abdom- 
inal walls.  In  this  way  all  possibility  of  fluid  entering  the 
abdominal  cavity  is  effectively  avoided.  The  uterus  is  next  in- 
cised, the  baby  and  fetal  appendages  delivered  and  the  uterine 
wound  closed.  The  lower  silk  suture  is  next  removed,  the  uterus 
returned  to  the  abdomen  and  the  peritoneum  closed  from  below 
upward,  the  silk  sutures  being  removed  in  order  as  we  go  along. 
Our  results  have  been  most  gratifying.  We  have  entirely  elimi- 
nated distention  of  the  bowel  which  so  frequently  follows  the  use 
of  packing  and  the  handling  of  the  bowel.  I  do  not  believe  that 
delivery  of  the  uterus  before  incising  it  had  anything  to  do  with 
the  acute  dilatation  as  has  been  intimated,  since  not  a  case  oc- 
curred in  Hirst's  long  series. 
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MECHANISM  AND  TREATMENT  OF  PLACENTA  PREVIA. ^ 

BY 
HENRY  SCHWARZ,  M.  D., 

St.  Louis,  Mo. 

At  the  last  meeting  of  the  American  Medical  Association  there 
were  read  in  the  Section  on  Obstetrics  and  Gynecology  several 
papers  which  touched  more  or  less  on  Cesarean  section  as  a 
justifiable  means  in  the  treatment  of  certain  cases  of  placenta 
pre\da,  and  it  appeared  from  the  discussion  that  many  of  the 
members  of  the  Section  were  of  the  opinion  that  placenta  previa 
ought  to  form  an  even  more  frequent  indication  for  Ceserean 
section  than  was  claimed  by  the  essayists.  It  was  claimed  by 
some  that  in  placenta  pre\'ia  treated  by  other  methods  the 
maternal  mortality  amounted  to  from  20  to  30  per  cent.,  and 
the  fetal  mortality  is  several  times  as  great,  whereas,  if  these 
cases  were  treated  by  Cesarean  section,  the  maternal  mortality 
could  be  reduced  to  5  per  cent.,  and  the  fetal  mortality  would 
likewise  become  much  smaller. 

The  time  for  discussion  was  too  limited  to  argue  so  important 
a  question,  and  I  therefore  announced  the  following  contentions: 

No  form  of  placenta  previa,  as  such,  ever  offers  a  justifiable 
indication  for  Cesarean  section. 

Version  after  Braxton-Hicks  in  the  presence  of  a  viable  child 
deliberately  sacrifices  the  life  of  that  child  and  has  no  place  in 
modem  obstetrics. 

The  cervical  and  vaginal  tampon  and  the  intrauterine  use  of 
rubber  bags  are  safe  and  efficient  means  for  controlling  hemor- 
rhage and  for  securing  sufficient  dilatation  for  delivery  through 
the  natural  passages. 

I  further  announced  that  I  would  defend  these  contentions  at 
this  present  meeting  of  the  American  Association  of  Obstetricians 
and  Gynecologists  at  Toledo. 

To  make  things  quite  plain,  let  us  consider  placenta  previa 
from  the  clinical  standpoint  only;  let  us  see  in  what  way  the 
mechanism  of  labor  is  affected  when  the  placenta  is  found  in 

'  Read  before  the  Twenty-fifth  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists  at  Toledo,  Ohio,  September  17-19,  1912. 
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the  lower  pole  of  the  ovum  instead  of  the  upper  one;  let  us  see 
what  clinical  s}Tnptoms  such  disturbed  mechanism  produces  and 
what  the  effects  of  these  distm-bances  are  on  mother  and  child. 
Next  let  us  consider  under  what  conditions  we  have  met  these 
cases  in  the  past;  how  we  have  arrived  at  a  diagnosis,  and  how 
much  or  how  little  need  there  has  been  for  prompt  action;  let 
us  see  whether  placenta  previa  is  a  condition  in  which  an  early- 
diagnosis  will  enable  the  practitioner  to  have  the  case  trans- 
ported to  a  hospital  and  placed  in  the  hand  of  a  specialist,  or 
whether  it  is  a  condition  that  requires  immediate  action  when- 
ever it  manifests  itself,  so  that  the  majority  of  cases  must  be 
handled  by  the  practitioner  away  from  medical  centers. 

By  the  mechanism  of  the  first  stage  of  labor  that  portion  of 
the  partiu-ient  canal  which  is  composed  of  the  lower  segment  of 
the  uterus  and  of  the  cervix,  is  dilated  and  stretched  until  it  forms 
a  cylindrical  passageway  of  about  12  centimeters  in  diameter, 
and  of  about  three  times  its  original  length.  The  upper  boimdary 
of  this  passageway  is  formed  by  the  contraction  ring,  the  lower 
boundary  is  formed  by  the  margin  of  the  external  os.  This  dila- 
tation and  stretching  is  accomplished  by  the  contractions  of  the 
muscular  fibers  of  the  uterine  body  above  the  lower  segment. 
When  these  fibers  contract  the  space  which  they  enclose  must 
become  smaller  and  the  contents  of  the  uterine  cavity  must 
either  be  compressed  or  they  must  move  in  part  out  of  the  con- 
tracting area.  For  practical  purposes  the  ovum  is  not  a  com- 
pressible body;  therefore,  when  the  uterine  cavity  above  the  lower 
margin  of  the  contracting  zone  becomes  smaller,  the  space  lost 
must  be  made  up  below  that  zone  in  the  lower  segment  of  the 
uterus,  and  this  is  what  happens :  The  lower  segment  is  stretched 
until  the  space  it  encloses  is  much  increased;  this  stretching 
causes  a  detachment  of  the  lower  pole  of  the  o\"um  from  the 
uterine  wall,  beginning  at  the  internal  os  and  extending  upward 
in  all  directions  for  a  distance  of  several  centimeters.  The 
stretching  of  the  lower  segment  in  turn  pulls  on  the  margins  of 
the  internal  mouth  of  the  womb,  and  causes  it  to  open  up. 
Finally,  a  diverticle  of  the  membranes  descends  below  the  level 
of  the  inner  os,  forming  a  fluid  wedge,  which,  as  it  increases  in 
size,  gradually  stretches  the  walls  of  the  cervix  and  dilates  the 
cervical  canal  until  it  is  large  enough  for  the  passage  of  the  child. 

Under  normal  conditions  the  first  stage  of  labor  is  completed 
while  the  ovum  remains  in  its  entirety;  the  amniotic  fluid 
equalizes  the  pressure  on  the  fetus  and  prevents  the  uterine 
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walls  from  contracting  to  a  degree  which  would  seriously  interfere 
with  the  placental  circulation. 

When  the  membranes  have  ruptiu-ed  prematurely,  dilatation 
is  effected  in  the  same  way,  but  less  gently,  and  with  considerable 
danger  to  the  placental  circulation.  The  downward  pressure  is 
no  longer  exerted  on  the  entire  ovum,  but  on  the  fetus  alone, 
which  now  is  forced  downward  while  the  lower  segment  and  the 
cervical  canal  are  being  stretched  over  the  presenting  part. 

Uterine  contractions  take  place  throughout  pregnancy,  but 
usually  they  are  not  strong  enough  to  effect  any  degree  of  dilata- 
tion until  pregnancy  has  advanced  to  within  six  or  eight  weeks 
from  term,  when  the  effect  of  these  contractions  is  quite  evident. 
Dm-ing  the  first  half  of  pregnancy  the  inner  os  is  always  closed, 
but  toward  the  end  of  the  second  half  the  inner  os  is  found  open 
in  the  majority  of  multiparous  women,  so  that  many  weeks 
before  term  the  examining  finger  can  be  inserted  through  the 
internal  mouth  of  the  womb,  through  which  the  presenting  part 
may  be  felt  covered  with  the  fetal  membranes. 

In  primiparous  women  I  have  often  found  the  same  condition 
and  in  all  of  them  the  stretching  of  the  lower  segment  is  con- 
siderably advanced  long  before  labor  sets  in,  so  that,  as  a  rule, 
the  head  is  found  low  in  the  pelvis  and  can  be  plainly  palpated. 
When  the  placenta  is  found  at  the  lower  pole  of  the  o\'um,  as  it 
is  in  the  various  forms  of  placenta  previa,  the  same  mechanism 
is  set  in  motion  when  pregnancy  has  sufficiently  advanced,  but 
as  soon  as  a  separation  of  this  lower  pole  of  the  o\aim  from  the 
uterine  wall  takes  place,  there  is  unavoidable  hemorrhage;  the 
separation  takes  place  in  the  decidua  serotina,  which  means  that 
uteroplacental  vessels  are  torn  in  the  detached  area  and  pour 
out  maternal  blood. 

This  hemorrhage  occurs  in  all  cases  of  placenta  previa;  in 
some  before  the  fetus  is  viable,  in  others  after  viability  has 
been  reached,  but  while  the  fetus  is  still  more  or  less  immature 
and  a  few  cases  go  to  full  term  before  there  is  any  bleeding. 

When  labor  sets  in,  dilatation  of  the  parturient  canal  proceeds 
in  the  usual  way.  The  bag  of  waters  is  formed,  but  its  walls  are 
composed  entirely  or  in  part  of  placental  tissue.  During  each 
labor  pain  the  o\'um  is  pushed  down  in  its  entirety  against  the 
lower  uterine  segment — the  force  is  usually 'sufficient  to  com- 
press the  torn  uterine  vessels  and  to  stop  the  bleeding,  but  as 
soon  as  there  is  a  relaxation  of  the  uterine  wall  the  pressure  is 
removed  and  there  is  renewed  outpour  of  blood. 
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The  detachment  of  the  central  portion  of  the  placenta  in  an 
area  of  lo  or  12  centimeters  diameter  does  not,  as  a  rule,  endanger 
the  life  of  the  fetus  in  cases  of  placenta  pre\'ia,  for  in  these  cases 
the  placenta  is  much  thinner  than  usual  and  covers  greater  space, 
so  that  when  the  external  os  is  fully  dilated  there  remains  at- 
tached to  the  uterine  wall  an  outer  ring  of  placenta  from  8  to  10 
centimeters  in  width  which  suffices  to  carry  on  the  placental 
respiration  until  delivery  is  completed. 

Almost  without  exception  every  case  of  placenta  previa  which 
I  have  attended  announced  itself  by  a  sudden  hemorrhage,  on 
account  of  which  I  or  a  fellow  practitioner  was  hurried  to  the 
patient.  At  times  the  patient  had  been  asleep  and  in  the  middle 
of  the  night  she  was  found  in  a  pool  of  blood;  at  other  times  she 
had  been  attending  to  household  duties  or  she  was  away  from 
home  when  the  hemorrhage  started. 

With  few  exceptions  this  hemorrhage  was  such  a  severe  one 
as  to  require  immediate  attention.  This  always  consisted  in 
removing  the  clots  of  blood  from  the  vagina;  in  making  an  exam- 
ination, and  in  checking  the  hemorrhage  by  a  tight  cervical  and 
vaginal  pack,  or,  if  there  was  sufficient  dilatation,  in  delivering^ 
the  patient.  In  some  cases  there  was  sufficient  dilatation  to 
enable  me  to  introduce  a  hand,  detach  the  placenta  on  one  side, 
go  up  to  the  feet,  turn  the  child  and  deliver  the  woman  at  once; 
at  other  times  there  was  a  good  bag  of  waters  which  consisted 
in  part  of  placenta  and  in  part  of  fetal  membranes;  in  some  of 
these  cases  it  sufficed  to  rupture  the  membranes,  when  the  head 
would  come  down  and  press  the  detached  portion  of  the  placenta 
so  tightly  against  the  bleeding  uterine  wall  as  to  stop  the  hemor- 
rhage; such  cases  would  deliver  themselves  or  were  terminated 
by  forceps.  At  other  times  the  fetus  presented  crosswise  or  feet 
first,  which  made  delivery  an  easy  matter.  There  remained, 
however,  many  cases  in  which  the  inner  os  was  only  slightly 
dilated  and  in  a  few  instances  there  was  no  dilatation  at  all.  In 
these  cases  with  insufficient  dilatation  cervix  and  vagina  were 
packed  with  absorbent  cotton  squeezed  out  in  some  antiseptic 
solution,  or  with  strips  of  sterile  gauze.  After  the  patient  was 
thus  safe  for  the  time  being,  she  was  transferred  to  a  hospital 
or  preparations  were  made  to  deliver  her  at  home. 

It  is  possible  by  proper  packing  to  control  the  hemorrhage 
absolutely,  but  the  pack  has  to  be  so  tight  that  it  usually  pro- 
duces labor  pains,  which  in  most  cases  is  an  advantage.  The 
pack  may  remain  undisturbed  for  from  eight  to  twelve  hours; 
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formerly  I  renewed  the  pack  several  times,  but  of  late  years  I 
prefer  to  introduce  a  medium-sized  Champetier  de  Ribes  bag 
into  the  uterus  if  on  removal  of  the  first  pack  there  is  not  suffi- 
cient dilatation.  The  bag  is  introduced  into  the  uterus  below 
the  placenta  so  as  to  leave  the  ovum  in  its  entirety.  By  so 
doing  dilatation  is  accomplished  more  gently  and  quickly,  and 
after  delivery  of  the  child  the  placenta  comes  away  with  greater 
ease  and  completeness.  In  most  cases  a  dilatation  of  from  9  to 
10  centimeters  is  sufficient  because  so  many  of  the  babies  are 
premature  or  undersized. 

In  February,  1909,  I  reported  the  results  of  this  method  of 
treatment  of  placenta  previa. (i)  Of  fifty  mothers,  one  had 
died,  a  maternal  mortality  of  2  per  cent.  In  May  of  the  same 
year  I  reported  two  more  cases  of  central  placenta  previa  which 
had  reached  Washington  University  Hospital  at  a  time  when 
the  cervix  barely  admitted  the  finger.  Both  cases  were  success- 
fully handled  by  the  vaginal  pack  and  the  intrauterine  balloon, 
and  were  terminated  by  podalic  version.  (2) 

Since  these  reports  the  results  of  treating  placenta  previa  by 
this  method  have  remained  uniformly  good  in  my  hands,  and 
what  is  still  more  gratifying  is  the  fact  that  the  same  method  is 
successfully  employed  by  general  practitioners  who  have  been 
instructed  by  me,  as  is  illustrated  by  the  following  reports: 

Case  I.  Central  Placenta  Previa. — Dr.  Carl  Zimmermann, 
East  St.  Louis,  Illinois. 

Mrs.  R.,  thirty- five  years  old,  expected  her  first  baby  August 
17,  1910  (last  menstruation  November  10,  1909).  At  midnight, 
July  17,  1910,  she  is  seized  with  a  severe  hemorrhage;  the  os 
uteri  barely  admits  the  finger ;  it  is  filled  out  entirely  by  placental 
tissue ;  the  hemorrhage  is  stopped  by  a  tight  cervical  and  vaginal 
pack;  the  packing  is  removed  several  times  until  July  20,  when 
there  is  3  centimeters  dilatation.  Nothing  but  placental  tissue 
can  be  felt.  The  placenta  is  found  detached  for  some  distance 
from  the  margin  of  the  inner  bs.  Into  the  space  thus  formed  a 
colpeurynter  is  introduced  and  inflated  with  500  c.c.  of  sterile 
water.  Immediately  strong  pains  set  in  and  in  fifteen  minutes  the 
bag  is  born,  followed  by  a  gush  of  blood.  The  os  shows  almost 
complete  dilatation  and  is  still  filled  out  entirely  by  placental 
tissue.  The  left  hand  is  introduced  on  the  right  side  between 
placenta  and  the  uterine  wall;  the  placenta  is  peeled  off;  the 
membranes  are  ruptured;  the  right  foot  is  seized  and  a  living 
male  child  is  delivered  by  podalic  version.  The  placenta  comes 
away  easily  on  pressure  from  above.  The  mother  made  an 
uneventful  recovery  and  nursed  the  baby. 

Case  II.  Central  Placenta  Previa. — Dr.  B.  H.  Portuondo, 
Belleville,  Illinois. 
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Mrs.  M.,  aged  thirty-six  years,  mother  of  five  children;  last 
menstruation  December  20,  1910.  June  20,  19 11,  slight  bleeding. 
August  10,  1911,  severe  hemorrhage;  os  admits  two  fingers  and 
is  filled  out  with  placental  tissue.  Cervical  and  vaginal  pack. 
After  four  hours,  complete  dilatation.  A  living  boy  is  rapidly 
delivered  by  podalic  version.  The  mother  made  an  uneventful 
recovery.  The  baby  was  five  weeks  premature,  according  to  the 
menstrual  history,  but  looked  much  younger.  It  died  on  the 
seventh  day. 

Case  IIL     Central  Placenta  Previa. — Dr.  A.  Newell,  St.  Louis. 

Mrs.  R.,  twenty-five  years  old,  is  in  her  third  pregnancy. 
Last  menstruation  November  10,  1911 ;  time  of  expected  delivery, 
August  17,  1912.  Slight  bleeding  in  June.  On  July  5,  severe 
hemorrhage.  The  internal  os  barely  admits  finger  and  is  filled 
out  by  placental  tissue.  Vaginal  and  cervdcal  pack.  July  8, 
10  A.  M.,  inner  os  dilated  to  a  diameter  of  3  centimeters.  Nothing 
but  placental  tissue  can  be  felt.  A  medium-sized  Champetier  de 
Ribes  bag  is  introduced,  which  detached  the  placenta  to  some 
extent;  the  bag  is  placed  below  the  placenta.  At  5  p.  m.  pains 
are  very  severe ;  the  bag  is  removed.  There  is  about  9  centimeters 
dilatation;  placental  tissue  fills  the  os  completely.  The  right 
hand  is  introduced  into  the  vagina ;  the  placenta  is  detached  from 
the  left  uterine  wall ;  the  membranes  are  ruptured ;  the  left  foot  is 
seized  and  the  child  is  delivered  by  podalic  version.  It  is  a  girl, 
weighing  6  pounds.  It  is  slightly  asphyxiated,  but  is  easily 
brought  to.     The  mother  made  an  uneventful  recovery. 

Statistics  on  maternal  and  fetal  mortality  serve  no  purpose 
unless  they  are  correctly  interpreted.  When  all  cases  of  placenta 
previa  which  have  occurred  during  a  calender  year  in  any 
certain  district — let  us  say,  in  the  State  of  Ohio — are  con- 
scientiously reported,  it  will  be  found  that  the  maternal  mortality 
is  very  high,  perhaps  20  per  cent,  or  more,  and  that  the  fetal 
mortality  is  still  more  frightful,  but  such  statistics  would  include 
all  the  cases  which  have  been  sacrificed  because  their  obstetrical 
attendants,  both  males  and  females,  lacked  the  special  training 
to  deal  with  this  emergency,  and  which  I  claim  ought  to  be 
furnished  by  the  medical  schools. 

The  legitimate  maternal  mortality  in  placenta  previa  does  not 
exceed  4  per  cent,  (it  was  3.69  per  cent,  in  the  Dublin  Lying-In 
Hospital,  and  3.8  per  cent,  in  the  maternities  of  Berlin). 

The  fetal  mortality  must  always  remain  high,  because  delivery 
often  takes  place  when  the  fetus  is  more  or  less  premature. 
Version  after  Braxton-Hicks  in  the  presence  of  a  viable  fetus 
has  in  the  past  likewise  added  to  the  fetal  mortality. 

The  principal  dangers  connected  with  placenta  previa  are 
hemorrhage  and  infection. 
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The  cervical  and  vaginal  pack  and  the  intrauterine  balloon 
treatment,  each  by  itself  or  in  combination,  are  fully  able  to 
control  the  hemorrhage  until  there  is  enough  dilatation  to  deliver 
by  podaHc  version,  forceps,  or  other  means.  It  is  possible  to 
avoid  infection  by  observing  the  rules  of  asepsis  and  antisepsis, 
and  it  is  possible  to  teach  the  general  practitioner  the  use  of  these 
obstetrical  means  and  the  observance  of  these  rules,  and  thus  to 
enable  him  to  meet  the  emergencies  arising  from  placenta  previa 
at  times  and  in  places  in  which  nothing  but  prompt  and  well- 
directed  action  on  part  of  the  attending  physician  can  save  the 
life  of  the  patient. 

In  conclusion,  I  repeat  my  contentions : 

1.  No  form  of  placenta  previa,  as  such,  ever  oflfers  a  justifiable 
indication  for  Cesarean  section. 

2.  Version  after  Braxton-Hicks  in  the  presence  of  a  viable 
child  deliberately  sacrifices  the  life  of  that  child  and  has  no 
place  in  modem  obstetrics. 

3.  The  cervical  and  vaginal  tampon  and  the  intrauterine  use 
of  rubber  bags  are  safe  and  efficient  means  for  controlling 
hemorrhage  and  for  securing  sufficient  dilatation  for  delivery 
through  the  natural  passages. 
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DISCUSSION. 

Dr.  E.  Gustav  Zinke,  Cincinnati. — My  friend  Dr.  Schwarz 
cannot  quarrel  with  me  nor  can  he  make  me  recede  from  the 
ground  that  I  occupy.  It  is  just  as  wrong  to  say  that  Cesarean 
section  is  never  indicated  in  placenta  previa  as  it  is  to  say  that 
the  only  operation  for  placenta  previa  is  Cesarean  section.  Dr. 
Schwarz  has  made  a  very  broad  statement.  We  cannot  doubt 
his  position,  and  he  shall  have  no  doubt  about  mine.  When  I 
read  my  paper  on  placenta  previa  advocating  Cesarean  section 
eleven  years  ago  in  Cleveland,  Ohio,  I  did  not  meet  with  a 
single  supporter.  I  was  not  the  first  to  recommend  Cesarean 
section  for  placenta  previa.  The  credit  belongs  to  Lawson  Tait. 
I  performed  my  first  Cesarean  section  for  placenta  previa  about 
two  months  ago.  My  position  has  been  misunderstood.  I  have 
been  misquoted;  sometimes  unintentionally,  sometimes  inten- 
tionally.    When  you  have  a  case  of  placenta  previa  centralis  in 
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a  normal  uterus,  when  the  placenta  has  been  formed  normally, 
when  the  placental  tissues  do  not  penetrate  the  uterine  muscula- 
ture, when  the  thickness  of  the  uterine  wall  is  uniform  through- 
out, even  at  the  placental  site,  that  case,  in  the  hands  of  a 
skillful  obstetrician,  such  as  my  friend  Dr.  Schwarz  is,  will 
admit  of  dilatation  to  its  full  extent,  in  many  instances,  without 
serious  hemorrhages.  But  the  situation  is  an  entirely  different 
one  when  you  have  a  diseased  musculature  and  an  abnormal  im- 
plantation of  the  placenta  into  the  structure  of  the  muscularis  of 
the  uterus.  Then  you  do  not  get  the  separation  observed  under 
normal  conditions,  and  the  hemorrhage  is  uncontrollable  in  spite 
of  the  best  of  management.  Again  we  come  in  contact  with 
cases  where  w^e  have  a  rigid  os  because  of  hyperplasia,  possibly 
incipent  malignancy,  which  may  or  may  not  be  recognized  at  the 
time.  Hemorrhage  does  not  take  place  until  dilatation  begins, 
and  if  the  obstetrician  introduces  his  hand  for  the  purpose  of 
dilatation,  whether  he  uses  the  method  of  Harris  or  of  Edgar, 
that  patient  will  be  brought  to  the  verge  of  death  before  the  child 
is  delivered.  These  are  the  cases  for  which  I  have  recommended 
Cesarean  section. 

It  was  remarked  a  moment  ago  that  Cesarean  section  is  not 
performed  often  enough,  and  another  speaker  stated  that  it  is 
performed  too  often.  That  criticism  pertains  to  every  operation. 
We  must  depend  upon  the  honesty  and  acuity  of  judgment  of  the 
practitioner  in  charge  of  the  case.  The  personal  equation  comes 
in  here.  There  are  cases  which  can  only  be  saved  by  Cesarean 
section,  all  the  arguments  to  the  contrary  notwithstanding. 

Dr.  Miles  F.  Porter,  Ft.  Wayne. — I  would  like  to  ask  Dr. 
Schwartz  what  his  mortality  was. 

Dr.  Schwarz. — Almost  every  child  is  born  in  the  condition 
in  which  it  was  when  the  case  reached  me.  The  mortality 
probably  amounted  to  40  per  cent. 

Dr.  Porter. — Speaking  of  the  subject  of  Cesarean  section  as 
a  means  of  controlling  hemorrhage  and  saving  the  woman  and 
child  as  compared  with  the  packing  method,  it  would  be  well 
perhaps  for  us  to  go  back  to  some  of  the  things  we  learned  in 
our  school  days.  If  hemorrhage  occurs  as  a  result  of  the  sepa- 
ration that  takes  place  from  cervical  dilatation,  you  can  control 
it  by  packing.  The  control  of  the  hemorrhage  is  largely  depend- 
ent upon  the  pressure  that  comes  from  above  the  bag  of  waters, 
and  can  any  man  introduce  packing  there  that  will  overcome  a 
pressure  of  no  millimeters?  It  cannot  be  done.  It  will  control 
it  sometimes,  but  there  are  cases  in  which  it  will  not,  and  that  is 
a  physical  problem  we  have  to  contend  with  in  a  good  many 
cases.  It  seems  to  me,  the  point  is,  how  many  children  did  he 
save  by  the  packing,  and  how  many  children  mJght  have  been 
saved  by  Cesarean  section.  I  undertake  to  say,  that  a  woman 
in  good  health,  known  to  be  the  possessor  of  a  viable  child  at 
term,  with  a  placenta  previa  centralis,  can  be  given  a  better 
chance  for  her  own  life,  and  she  can  have  her  child  given  a 


982  TRANSACTIONS    OF   THE  AMERICAN  ASSOCIATION 

better  chance  to  live  by  Cesarean  section  at  the  hands  of  a  good 
man  than  she  can  by  any  skilled  obstetric  procedure  at  the 
hands  of  the  best  obstetrician  ever  yet  created.  It  does  not 
mean  that  Cesarean  section  is  to  be  always  used,  nor  on  the 
other  hand,  does  it  mean  that  it  is  always  to  be  proscribed,  but 
if  you  have  a  viable  child,  with  the  mother  in  good  condition, 
the  delivery  of  that  child  by  Cesarean  section  will  give  it  the 
best  chance  to  live  without  added  risk  to  the  mother.  We  were 
all  babies  once,  and  if  we  do  not  take  care  of  the  babies,  we  will 
never  have  any  more  mothers. 

Dr.  John  Noxval  Bell,  Detroit. — Dr.  Schwarz  shook  hands 
with  me  a  short  time  ago,  and  said  we  may  not  be  such  good 
friends  after  we  get  through  with  this  discussion.  I  take  excep- 
tion to  one  remark  made  by  him,  and  that  is  that  no  form  of 
placenta  previa  is  an  indication  for  Cesarean  section.  My 
remarks  were  directed  entirely  to  cases  of  placenta  previa 
centralis. 

I  would  like  to  ask  Dr.  Schwarz  in  closing  the  discussion 
how  he  would  handle  a  case  of  placenta  previa  centralis  and 
expect  to  get  the  baby  alive. 

Dr.  Magnus  A.  Tate,  Cincinnati. — I  know  of  no  subject 
that  elicits  more  discussion  than  the  one  we  have  before  us  to- 
day. We  have  had  this  subject  up  in  Cincinnati  a  good  many 
times,  and  most  of  us  I  think  take  a  ground  that  is  opposite  from 
that  of  my  distinguished  friend.  The  last  time  the  subject  was 
up^  for  discussion,  I  reported  three  cases  of  placenta  previa 
centralis  which  I  treated  obstetrically  and  saved  all  the  mothers 
and  two  children.  I  do  not  believe  that  any  of  the  advocates  of 
Cesarean  operation  mean  that  they  would  make  it  when  the 
placenta  is  situated  laterally.  Their  contention  is  that  it  be 
situated  centrally. 

My  distinguished  friend  mentions  some  of  the  indications 
whereby  he  would  perform  this  operation,  and  among  them 
malignancy,  etc.  If  you  have  a  case  of  malignancy  or  fibroid 
tumor,  or  anything  else  of  that  kind  complicating  the  case,  you 
make  the  Cesarean  section  for  the  malignancy  and  for  fibroid, 
and  not  for  a  case  of  placenta  previa  centralis. 

Dr.  Zinke. — I  meant  cases  of  incipient  malignancy,  the  diag- 
nosis of  which  cannot  be  made  at  the  time. 

Dr.  Tate  (resuming) .^Whenever  such  a  subject  is  brought 
up  before  a  body  of  surgeons,  you  will  find  that  nine  out  of  ten 
of  them  will  advocate  the  performance  of  this  operation,  whereas 
if  brought  up  before  a  society  of  skilled  and  trained  obstetri- 
cians, they,  as  a  rule  will  rely  upon  the  treatment  as  laid  down 
by  Dr.  Schwarz,  and  it  seems  to  me  one  of  the  crying  needs  of 
this  country  at  the  present  time  is  more  trained  obstetricians 
and  fewer  skilled  surgeons. 

Dr.  Channing  W.  Barrett,  Chicago. — In  relation  to  the 
subject  of  Cesarean  section  for  placenta  previa,  it  might  be  well 
to  take  into  consideration  some  points  in  the  histology  and  path- 
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ology  of  the  implantation.  There  was  a  time  perhaps  in  the 
embryology  or  in  the  history  of  the  Mullerian  tract  when  it  was 
largely  the  egg-bearing  portion  by  the  differentiation  of  work. 
By  specialization  the  uterus  has  become  the  egg-bearing  portion 
and  the  tube  and  cervix,  the  egg-carrying  portion.  When  preg- 
nancy takes  place  in  a  tube,  the  impregnated  ovum  is  held  and 
becomes  implanted,  it  finds  poorly  constructed  tissue  to  resist 
the  inroads  of  the  ovum.  The  trophoblast  eats  into  the  struc- 
ture. When  the  implantation  takes  place  in  the  cervix,  it  also 
finds  the  cervix  poorly  constructed  to  resist  the  implantation 
and  the  trophoblast  eats  into  the  cervix,  so  that  we  are  dealing 
with  a  condition  not  only  of  separation  but  of  implanted  mem- 
branes, and  when  dilatation  takes  place,  the  tissues  easily  tear. 
The  tissues  bleed  easily,  and  so  when  we  are  going  to  deliver  a 
patient  the  element  of  hemorrhage  is  considerable,  as  we  have 
heard,  but  the  element  of  time  is  also  important. 

Dr.  Schwarz  takes  the  ground  that  no  case  of  placenta  previa 
per  se  should  receive  Cesarean  section,  but  we  get  cases  in  which 
the  element  of  time  is  an  important  factor.  We  may  be  able  to 
deliver  a  case  of  placenta  previa  if  everything  went  on  easily,  if 
the  cervix  was  going  to  dilate  easily,  if  there  is  no  resistance, 
but  if  we  find  a  cervix  that  barely  dilates  and  a  vaginal  tract 
that  dilates  poorly,  and  a  bony  outlet  that  is  a  little  close,  the 
time  consumed  is  going  to  be  an  important  factor  in  placenta 
previa.  A  Cesarean  section  in  these  cases,  you  would  say, 
should  be  done  for  the  contraction  of  the  pelvis.  Not  necessarily 
at  all.  With  a  contraction  of  the  pelvis,  the  patient  may  very 
easily  go  through  labor  if  there  is  no  placenta  previa.  She  may 
go  through  a  prolonged  labor.  We  should  give  her  plenty  of 
time  for  the  cervix  to  dilate  and  the  head  to  move,  but  if  there 
is  placenta  previa  she  cannot  go  through  a  long  or  protracted 
labor,  and  so  I  would  rather  think  that  the  statement  that 
Cesarean  section  should  be  done  for  no  case  of  placenta  previa 
is  rather  strong.  I  do  believe,  however,  that  Cesarean  section 
for  placenta  previa  is  very  much  overdone  in  the  hands  of 
general  surgically  trained  men.  I  believe  that  if  more  of  these 
cases  fell  into  the  hands  of  the  trained  obstetricians,  fewer  of 
them  would  be  dealt  with  by  Cesarean  section,  and  more  of  them 
will  be  handled  through  the  natural  route.  I  do  believe  that 
there  are  cases  where  we  would  save  children  by  Cesarean  section 
and  would  lose  them  through  the  natural  route. 

One  point  I  wish  to  speak  of  is  with  reference  to  packing  the 
vagina  and  cer\'ix  for  stopping  hemorrhage.  That  oftentimes 
prevents  hemorrhage  from,  coming  to  the  outer  world.  A  hemor- 
rhage may  be  going  on  in  the  uterus.  Not  infrequently  placenta 
previa  is  one  of  the  causes  of  premature  detachment  of  the 
placenta.  The  placenta  may  be  prematurely  detached  while  the 
hemorrhage  is  blocked  from  coming  into  the  outer  world  by 
packing  the  vagina  and  cervix. 

Dr.  Charles  L.  Bonifield,  Cincinnati. — In  this  discussion  it 
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seems  to  me  that  the  obstetricians,  for  the  most  part,  speak  of 
Cesarean  section  as  if  it  were  some  terrible  calamity  the  patient 
was  being  subjected  to,  or  as  if  by  doing  this  operation  we  either 
took  the  woman  to  the  valley  of  the  shadow  of  death  or  rendered 
her  incapable  of  bearing  other  children.  Dr.  Davis  and  other 
surgeons,  who  have  done  Cesarean  section  repeatedly,  have 
proven  to  us  conclusively  that  it  is  not  an  operation  that  brings 
such  dire  results  in  its  wake.  When  Cesarean  section  was  first 
advocated  for  placenta  previa,  I  was  decidedly  opposed  to  it. 
I  believe,  as  I  have  heard  the  gentlemen  say  to-day,  that  we 
should  have  more  trained  obstetricians,  and  we  need  them,  for 
there  is  no  branch  of  medicine  more  neglected  in  the  medical 
schools.  On  the  other  hand,  there  are  certain  cases  where  I 
believe  a  skilled  surgeon  is  better  than  a  skilled  obstetrician. 

During  the  last  year  a  woman  came  into  the  Good  Samaritan 
Hospital  who  had  been  seen  by  a  number  of  good  practitioners, 
and  one  capable  obstetrician.  It  was  a  case  of  placenta  previa. 
She  had  been  tamponed  and  tamponed  for  the  control  of  hemor- 
rhage. She  was  all  bled  out  with  placenta  previa  centralis,  so 
that  she  could  not  very  well  stand  the  loss  of  any  more  blood, 
nor  could  she  stand  any  operation  that  would  consume  any  con- 
siderable time,  and  so  instead  of  calling  in  one  of  my  distinguished 
capable  obstetric  friends,  I  did  a  Cesarean  section  on  her,  and 
saved  the  lives  of  both  mother  and  child.  Could  they  have  done 
better?  She  has  her  ovaries  and  uterus,  so  that  she  can  become 
pregnant  again. 

Dr.  E.  Gustav  Zinke,  Cincinnati. — I  would  like  to  add  a  few 
words  as  the  difference  between  the  obstetrician  and  the  surgeon. 
There  are  obstetricians  who  are  not  surgeons.  I  am  perfectly 
willing  that  they  shall  continue  to  exist  if  in  case  of  need  they 
will  send  for  an  obstetrician  who  is  a  surgeon;  but  I  do  not 
believe  that  any  man  has  a  right  to  be  a  teacher  of  obstetrics 
and  not  be  capable  of  doing  every  part  of  obstetric  surgery. 

Dr.  Schwarz  (closing). — I  thank  the  gentlemen  for  the  liberal 
discussion,  and  I  am  in  full  accord  with  Dr.  Zinke  in  his  statement 
that  in  spite  of  all  argument  we  will  fail  to  reach  an  agreement. 

The  same  question  was  discussed  before  the  American  Gyneco- 
logical Society  three  years  ago,  and  I  am  willing  to  endorse  some 
of  the  opinions  expressed  on  that  occasion.  For  instance,  Dr. 
Jewett  of  Brooklyn,  said:  "Grave  hemorrhage  in  placenta  previa 
is  due  more  to  failure  in  the  timely  and  well-directed  use  of  the 
obstetric  measures  than  to  any  lack  of  them."  And  Dr.  Newell 
of  Boston,  expresses  himself  thus:  "The  advocates  of  Cesarean 
section  have  not  recognized  that  their  personal  limitations  furnish 
the  great  indication  for  abdominal  delivery  and  not  the  exigencies 
of  the  case." 
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A  CASE  OF  FLOATING  SPLEEN  WITH  TWISTED  PEDICLE. 
CELIOTOMY.     SPLENECTOMY.     RECOVERY.  ^ 

BY 
H.  S.  LOTT,  AI.  D., 

Winston,  N.  C. 

The  patient  was  a  woman,  fifty  years  of  age,  and  unmarried. 
When  I  first  saw  her,  she  had  been  suffering  for  several  hours 
and  was  in  the  midst  of  a  classic  group  of  s^nmptoms  indicating 
an  accident  to  some  intraabdominal  organ.  This  group  con- 
sisted of  reciurent,  "griping"  pain,  with  some  tenesmus  of  the 
lower  bowel,  together  with  paroxysmal  nausea  and  vomiting, 
with  pallor,  and  shock  which  was  marked,  but  of  a  mild  degree. 

A  readily  palpable  and  freely  movable  tumor  could  be  easily 
located  at  rest,  well  over  in  the  left  flank  and  just  beneath  the 
floating-ribs.  This  tumor  could  be  carried  to  about  any  position 
in  the  abdominal  or  pelvic  ca\dties  without  giving  the  patient 
pain,  and,  when  freed,  returned  to  its  original  location.  The 
thickness  of  the  abdominal  wall  was  such  that  no  distinctive 
anatomic  landmarks  were  discernible. 

The  patient  was  removed  to  the  hospital,  and  kept  under  very 
close  observation  for  forty-eight  hours.  In  this  time  the  acute 
symptoms  became  less  intense.  The  menstrual  history,  both 
before  and  since  the  climacteric,  seemed  uneventful,  and  threw 
no  light  upon  the  present  condition.  Rectal  examination  gave 
a  negative  result.  There  had  been  no  kidney  crises;  and  urin- 
alysis showed  a  very  few  casts,  with  just  a  trace  of  albiunen; 
while,  to  make  the  picture  more  mystifying,  a  blood  analysis 
gave  hemoglobin  85  per  cent,  with  normal  leucocytes. 

Assuring  the  patient  that  in  spite  of  the  fact  of  her  greater 
comfort,  the  condition  was  one  to  be  met  fairly  by  surgical 
measiues  alone,  brought  ready  consent  for  operation  with  its 
hope  for  future  safety. 

Under  ether  anesthesia  the  abdomen  was  opened  by  an  ample 
median  incision.  Tracking  immediately  douTi  into  the  pelvis, 
the  touch  revealed  a  normal  postclimacteric  uterus,  with  normal 
appendages  attached.     Lea\'ing  the  pelvis  and  invading  the  left 

*  Read  before  the  Twenty-fifth  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists  at  Toledo,  Ohio,  September  17-19,  191 2. 
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abdominal  cavity,  the  mysterious  tumor  was  easily  located  just 
protruding  from  its  home,  and  in  response  to  gentle  "teasing," 
with  the  finger  tips,  it  came  promptly  forward  and  was  delivered 
through  the  abdominal  incision.  Upon  inspection  this  "wan- 
derer" was  foimd  to  be  a  spleen  of  about  twice  the  normal  size, 
much  congested  and  with  a  twisted  pedicle  which  had  been  par- 
tially released.  Considering  both  past  and  future,  its  removal 
was  deemed  best. 

The  broad  pedicle  was  tied  off  in  sections,  securing  the  large 
vessels  with  silk  and  the  intervening  structures  with  catgut  and 
a  dry,  clean  stump  dropped  back  into  the  abdomen.  Being 
satisfied  with  this  pathology,  little  further  search  was  made  and 
the  abdomen  was  closed  with  eight  through-and-through  silk- 
worm-gut sutm-es,  and  a  dry  gauze  dressing  applied. 

For  ten  days  after  the  operation  there  was  no  feature  worthy 
of  note.  The  nausea  was  somewhat  distressing  and  pulse  and 
temperature  exhibited  some  slight  fluctuations.  On  the  eleventh 
day  the  dressing  was  opened;  the  incision  was  perfectly  clean 
and  the  stitches,  all  dry,  were  removed. 

On  the  night  of  the  eleventh  day  a  mild  phlebitis  developed 
in  the  left  leg.  This  gave  some  pain  for  forty-eight  hours,  with 
swelling  of  the  limb,  and  an  elevation  of  temperature  of  one-half 
to  one  and  a  half  degrees  for  about  two  weeks.  With  a  bandage, 
absolute  rest,  and  elevation  of  the  limb  this  gradually  subsided, 
and  the  convalescence  otherwise  was  really  uneventful. 

About  three  weeks  after  the  return  to  her  home  and  just  two 
months  from  the  operation  a  careful  blood  analysis,  made  by 
Doctor  W.  M.  Johnson,  gave  the  following  result: 

Hemoglobin 80  per  cent. 

Leuoccytes 15,400 

Differential  Count. 

Polymorphonuclears 62  per  cent. 

Lymphocytes 34  per  cent. 

Large  mononuclears 2.5  per  cent. 

Eosinophiles 5  per  cent. 

Basophiles i    per  cent. 

The  phlebitis,  which  I  believe  was  mechanical  and  not  infective, 
has  no  doubt  contributed  to  the  increase  of  leucocytes,  and  it 
has  also  been  formidably  obstructive  to  the  progress  of  her 
convalescence. 
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PUERPERAL  THROMBOPHLEBITIS.^ 

BY 

PALMER  FINDLEY,  M.  D., 

Omaha,  Neb. 

The  clinical  picture  of  puerperal  pyemia  varies  with  the  site 
and  extent  of  the  structures  involved,  with  the  virulence  and 
numbers  of  the  infecting  microorganisms  and  finally  with  the 
tissue  resistance  of  the  host.  We  are  all  familiar  with  the  condi- 
tion popularly  called  "milk  leg"  or  "white  leg,"  which  is  a  mild 
form  of  vein  infection.  A  striking  contrast  is  presented  in  acute 
puerperal  pyemia  where  chill  follows  upon  chill,  the  temperature 
curve  presenting  great  fluctuations  which  mark  the  flooding  of 
the  circulation  with  microorganisms  or  their  toxins,  the  pulse 
becoming  rapid  and  feeble  and  the  development  of  great  prostra- 
tion. All  this  is  the  clinical  expression  of  an  infection  starting,  as 
a  rule,  at  the  placental  site  and  traveling  rapidly  by  way  of  the 
veins  of  the  uterine  wall,  thence  to  the  broad  ligaments,  ovarian 
plexus,  internal  iliacs,  common  iliacs,  downward  to  the  femoral 
veins  and  upward  to  the  vena  cava.  Into  the  general  circulation 
of  the  blood  microorganisms  and  infected  emboli  are  carried  to 
the  lungs  and  elsewhere  and  death  almost  certainly  closes  the 
scene. 

These  are  the  two  extremes  of  puerperal  thrombophlebitis  and 
between  them  are  the  subacute  and  chronic  cases  which  are 
marked  by  delay  in  their  onset  and  an  insidious  course.  Days 
and  even  weeks  may  pass  with  no  more  than  the  local  manifesta- 
tions of  a  mild  uterine  infection  as  suggested  by  altered  lochia, 
pelvic  tenderness  and  slight  rise  of  temperature.  Even  these 
symptoms  may  disappear  for  a  time  before  the  onset  of  signs 
of  a  grave  infection  become  manifest. 

Thrombosis  of  the  veins  at  the  placental  site  and  in  the  wall 
of  the  uterus  is  a  physiological  process.  This  occurs  to  a  vary- 
ing degree  within  normal  limits.  Where  the  uterus  fails  to  con- 
tract well,  following  the  completion  of  labor,  thrombosis  is  much 
increased. 

'  Read  before  the  Twenty-fifth  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists  at  Toledo,  Ohio,  September  17-19,  1912. 
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The  exposed  venous  sinuses  at  the  placental  site  afford  to  the 
infecting  microorganisms  a  convenient  means  of  entrance  into 
the  circulation  of  the  blood.  However,  contrary  to  early  con- 
ceived notions,  the  presence  of  these  microorganisms  in  the  blood 
does  not  necessarily  lead  to  a  fatal  issue.  So  far  as  our  knowl- 
edge extends  the  issue  is  determined  by  the  number  and  viru- 
lence of  the  invading  germs  on  the  one  hand  and  the  tissue  resist- 
ance of  the  host  on  the  other.  It  follows  that  the  number  of 
germs  found  circulating  in  the  blood  does  not  speak  per  se  for 
the  virulence  of  the  infection. 

The  frequency  of  puerperal  thrombophlebitis  is  estimated  at 
approximately  30  to  55  per  cent,  of  all  fatal  cases  of  puerperal 
sepsis.  Trendelenburg  found  twenty- two  instances  in  forty- 
three  autopsies,  Lenhartz  thirty-two  in  sixty  fatal  cases,  and 
Kneise  twenty-seven  in  eighty-nine  autopsies. 

The  veins  primarily  involved  are  the  uterine  and  ovarian  or 
spermatic.  The  uterine  veins  convey  the  blood  from  the  upper 
portion  of  the  vagina,  cervix  and  the  greater  part  of  the  body 
of  the  uterus,  while  the  ovarian  or  spermatic  veins  convey  the 
blood  from  the  fundus  of  the  uterus,  tubes  and  ovaries.  The 
uterine  veins  converge  to  form  the  hypogastric  veins  which  join 
with  the  external  iliac  veins  to  form  the  common  iliac  vein,  which 
in  turn  unite  into  the  inferior  vena  cava. 

The  frequency  with  which  the  respective  veins  are  thrombosed 
is  variously  stated.  For  example,  Lenhartz  found  a  unilateral 
involvement  in  80  per  cent,  of  his  thirty-nine  cases.  In  four  of 
his  cases  the  thrombus  extended  into  the  vena  cava,  von 
Recklinghausen  states  that  in  most  of  the  fatal  cases  the 
thrombosis  involved  the  ovarian  veins.  In  all  of  the  twenty- 
five  cases  observed  by  Seegert  the  ovarian  veins  were  throm- 
bosed. In  nineteen  of  the  twenty-five  cases  the  lesion  was 
unilateral. 

These  thrombi  may  suppurate  and  give  rise  to  metastatic 
abscesses  of  the  viscera.  The  lungs  are  the  most  frequent  seat 
of  the  infected  emboli  arising  from  the  pelvic  veins.  Less  fre- 
quent lesions  are  ulcerative  endocarditis,  renal  infection,  gastro- 
intestinal infection,  as  well  as  infections  of  the  brain  and  menin- 
ges, joints,  retina,  peritoneum,  skin  and  subcutaneous  tissues. 
The  distinctive  lesion  in  the  uterus  is  found  in  the  thrombosed 
sinuses  which  lead  to  the  veins  in  the  broad  ligament.  It  is  not 
an  easy  task  to  detect  the  organisms  in  the  general  circulation  of 
the  blood,  inasmuch  as  they  may  be  wholly  absent,  are  seldom  in 
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large    numbers    and    as    a    rule    invade    the   blood   stream   at 
interv^als. 

The  clinical  course  of  puerperal  thrombophlebitis  is  seldom 
acute.  While  the  evidences  of  a  local  pelvic  infection  are  usually 
found  early  in  the  course  of  the  disease  it  is  the  rule  that  charac- 
teristic symptoms  do  not  develop  prior  to  the  second  week  of 
the  puerperium.  It  may  be  that  in  the  first  week  of  the  puerpe- 
rium  the  clinical  course  does  not  vary  from  the  normal  but,  on  the 
other  hand,  alarming  symptoms  of  a  general  infection  may 
follow  closely  upon  labor.  The  symptoms  are  ushered  in  by  a 
rigor  followed  by  a  rapid  elevation  of  temperature  to  104°-! 06°  F. 
and  a  corresponding  increase  in  pulse  rate.  The  temperature 
falls  to  normal  or  near  normal  but  the  pulse  will  usually  continue 
at  a  relatively  rapid  rate. 

Rigors  are  presumed  to  signal  the  entrance  of  microorganisms 
or  their  toxins  into  the  circulation.  They  are  usually  repeated 
at  irregular  inter^-als  and  may  continue  over  a  period  of  many 
weeks.  Cases  have  been  known  to  recover  after  from  sixty  to 
seventy  chills.  It  is  regarded  as  a  hopeful  sign  when  the  rigors 
become  less  pronounced  and  recur  at  longer  intervals.  Having 
ceased  to  recur  recovery  is  usually  speedy.  As  the  disease  pro- 
gresses the  pulse  becomes  weaker,  more  rapid  and  compressible. 
Nutrition  fails  rapidly,  the  face  increases  in  palor  and  icterus 
may  develop.  Diarrhea  with  offensive  stools  is  often  observed 
but  vomiting  is  unusual.  The  mind  may  remain  clear  to  the  end 
but  delirium  may  develop  and  deepen  into  a  maniacal  condition. 
Mahler  says  that  great  rapidity  of  the  pulse  speaks  for  a  wide- 
spread thrombosis  of  the  pelvic  veins. 

On  examination  of  the  pelvic  organs  there  is  usually  found 
some  evidence  of  infection.  The  uterus  may  be  perfectly  in- 
voluted but  is  more  often  soft,  enlarged  and  somew^hat  tender  to 
pressure.  To  one  side  of  the  uterus  it  is  often  possible  to  palpate 
the  thrombosed  veins  which  form  an  irregular  elongated  mass 
running  from  the  uterus  to  the  side  of  the  pelvis.  These  findings 
are  commonl}"  unilateral.  The  presence  of  tenderness  along  the 
course  of  the  femoral  vein  and  edema  of  the  groin  and  thigh  are 
not  constant  findings  but  when  present  are  of  the  highest 
significance. 

For  3'ears  the  aural  surgeons  were  ligating  the  jugular  vein  to 

check  the  advance  of  infected  thrombi  when  W.  A.  Freund,  in 

1897,   ligated   the   spermatic  veins   of   two   cases   of   puerperal 

thrombophlebitis      but     without      success.     Five     years     later 
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Trendelenburg  operated  five  cases  with  one  recovery.  His  low 
percentage  of  recoveries  can  be  accounted  for  by  the  fact  that 
four  of  them  were  operated  in  the  acute  stage;  the  one  operated 
twenty-six  days  after  delivery,  recovered. 

Bumm,  in  1905,  published  his  results  in  five  cases  of  chronic 
pyemia.  Of  this  number  three  recovered.  This  report  gave  an 
impetus  to  the  procedure.  Since  then  Fromme,  Cuff,  Latzke, 
Whitridge  Williams,  Lenhartz,  Opitz,  Osterlow,  Vineberg, 
Miller,  Huggins,  and  others  have  reported  cases. 

Whitridge  Williams  operated  twenty-eight  cases  which  he 
regarded  as  suitable.  Of  this  number  six  died,  a  mortality  of 
21.4  per  cent.  There  were  twelve  cases  in  which  the  thrombosis 
was  limited  to  one  or  both  spermatics  and  only  one  of  this 
number  died.     Huggins  operated  four  cases  with  one  death. 

Osterlow  reported  seven  cases  with  four  deaths  which  he  as- 
ascribes  to  too  late  operating.  Latzke  reported  thirty-seven 
cases  operated  for  thrombophlebitis,  of  which  number  fourteen 
recovered.  Michels  operated  three  cases  with  two  recoveries. 
One  of  the  fatal  cases  was  operated  in  the  presence  of  a  general 
septicemia.  Michels  collected  sixty-four  operated  cases  in  the 
literature  of  which  number  twenty-nine  recovered. 

Jeff  Miller  finds  eighty-one  cases  now  on  record.  Many  of  the 
cases  resulting  in  death  should  not  have  been  operated  because 
the  disease  had  progressed  beyond  the  point  of  ligature.  In 
several  the  infected  thrombi  were  found  in  the  inferior  vena  cava. 
Again  there  were  those  operated  in  which  the  lymphatic  invasion 
was  well  advanced,  leaving  nothing  to  be  gained  by  ligating  the 
veins.  It  is  noted  that  in  many  operated  cases  which  ended 
fatally  the  surgeon  failed  to  ligate  all  of  the  thrombosed  veins 
and  as  a  rule  the  infection  continued  to  spread. 

Vineberg,  of  New  York,  operated  a  case  of  criminal  abortion 
two  days  after  the  uterus  was  cureted.  He  opened  the  abdo- 
men and  found  both  spermatic  veins  thrombosed.  These  were 
ligated  as  well  as  the  left  median  iliac  vein.  Following  the 
ligation  of  these  veins  a  panhysterectom}^  was  done.  Strepto- 
cocci were  found  in  the  blood.  The  case  recovered.  Later  he 
lost  a  similar  case.  A  third  case  developed  a  thrombophlebitis 
five  days  after  a  normal  delivery  and  apparently  normal  course. 
The  first  rigor  occurred  on  the  thirty-first  day  of  the  puerperium. 
On  the  twenty-seventh  day  he  ligated  the  right  spermatic  vein 
close  to  the  vena  cava.  The  operation  was  done  too  late  and 
was  followed  by  death.     A  fourth  case  followed  a  spontaneous 
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labor.  Evidences  of  thrombophlebitis  developed  and  operation 
was  performed  on  the  fifteenth  day.  There  were  multiple 
abscesses  of  the  uterus  and  septic  thrombosis  of  the  right  sper- 
matic vein.  The  vein  was  ligated  and  excised  and  the  uterus 
and  its  appendages  removed.     Recovery  followed. 

\Ye  are  admonished  not  to  operate  in  the  acute  stage  of  the 
infection.  The  earliest  successful  case  was  that  of  Vineberg 
which  was  operated  on  the  fifteenth  day  of  the  infection.  In  the 
acute  stage  of  the  infection  there  is  great  danger  of  spreading  the 
same  and  at  such  times  the  low  resistance  of  the  patient 
would  render  such  an  operation  extremely  hazardous.  In  the 
acute  stage  the  mortality  of  nonoperated  cases  is  not  less  than  75 
per  cent.,  as  compared  with  a  mortality  of  38  to  40  per  cent,  in 
the  chronic  stage.  It  may  be  fairly  stated  that  the  mortality  of 
chronic  pyemia  has  been  lowered  full  10  per  cent,  by  the  timely 
ligation  of  infected  veins.  We  are  admonished  by  Trendelenburg 
and  Bucura  to  operate  after  the  fourth  chill.  It  is  questionable 
if  this  is  a  safe  rule  of  practice,  inasmuch  as  many  cases  are  known 
to  recover  without  operation  after  a  dozen  or  more  chills. 

The  operation  is  clearly  contraindicated  where  metastatic 
abscesses  are  recognized,  where  pus  has  accumulated  in  the  pel- 
vis and  where  there  are  distinct  evidences  of  lymphatic  invasion. 

Pneumonia  and  endocarditis  are  placed  as  contraindications 
to  the  operation,  while  pleurisy  and  lung  infarcts  do  not  neces- 
sarily contraindicate  operative  interference.  Where  there  is 
marked  edema  of  the  leg  it  is  assumed  that  the  common  iliac 
vein  is  thrombosed — such  cases  are  not  looked  upon  as  favorable 
for  operation.  Recovery  is  possible  in  the  presence  of  a  bac- 
teriemia  and  death  may  ensue  in  the  absence  of  microorganisms 
in  the  blood.  It  is  the  rule  that  the  blood  seldom  contains  a 
large  number  of  germs  and  that  these  are  not  constant  in  their 
presence.  Hence  it  follows  that  blood  findings  are  of  little  value 
in  determining  the  prognosis  or  the  question  of  operative 
interference. 

The  thrombosed  veins  have  been  approached  b}^  three  routes, 
the  vaginal,  the  extraperitoneal  and  the  intraperitoneal.  The 
first  and  second  procedure  have  not  been  generally  adopted  for 
the  reason  that  the  veins  in  either  side  of  the  pelvis  and  higher 
up  in  the  abdomen  cannot  be  under  direct  inspection.  The 
technic  of  the  intraperitoneal  route  is  briefly  as  follows: 

The  abdomen  is  opened  in  the  median  line.  The  uterus  and 
its  appendages  are  inspected.     Next  the  broad  ligaments  are 
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inspected  and  palpated  with  special  reference  to  the  course  of  the 
uterine  and  ovarian  veins.  If  the  broad  ligaments  are  found 
to  be  thickened  along  the  course  of  these  veins  the  existence  of 
thrombosis  is  assumed.  The  veins  are  then  palpated  along  their 
course  to  a  point  above  the  thrombus;  here  the  peritoneum  is 
incised  and  a  ligature  is  passed  about  the  veins  by  means  of  an 
aneurism  needle.  Ligature  of  the  ovarian  veins  may  be  made  as 
high  as  the  vena  cava  on  the  right  side  and  to  the  point  of  union 
with  the  renal  veins  on  the  left  side.  Where  the  internal  iliac 
vein  is  involved  it  should  be  ligated  near  to  its  juncture  with  the 
external  iliac  vein.  If  a  median  iliac  vein  exists  this  should  be 
ligated  at  its  juncture  with  the  external  iliac  trunk.  Lea  re- 
commends the  ligature  of  both  sides  in  every  case  because  of  the 
free  anastomosis.  The  more  acute  the  infection  the  more  exten- 
sive the  ligations.  Care  must  be  taken  to  prevent  ligature  of  the 
ureters  and  lumbosacral  cord. 

After  such  extensive  ligations  of  the  veins  the  pelvic  organs 
and  vulva  become  edematous  but  this  is  soon  remedied  by  the 
establishment  of  collateral  circulation.  Where  the  thrombus 
has  developed  into  an  abscess  we  are  advised  to  dissect  out  the 
vein  with  a  thermocautery. 

I  have  had  seven  recent  experiences  with  this  condition.  My 
first  patient  was  in  the  Clarkson  Hospital  for  a  period  of  two  weeks 
before  her  death.  There  were  unmistakable  evidences  of  meta- 
static involvement  of  the  right  lung  when  she  entered  the  hospital, 
three  weeks  after  a  miscarriage  at  the  seventh  month  of  gestation. 

She  had  fully  a  dozen  chills  before  she  entered  the  hospital 
and  an  equal  number  during  her  period  of  two  weeks  in  the  hos- 
pital. Her  temperature  ranged  from  subnormal  to  io6°  F.,  the 
pulse  from  120  to  180  and  the  respirations  from  thirty  to  fifty. 
Icterus  developed  a  few  days  before  death  and  there  were  occa- 
sional periods  of  delirium.  There  was  no  abdominal  distention 
or  tenderness.  The  uterus  was  well  contracted,  not  tender  and 
was  freely  movable.  To  the  right  of  the  uterus  could  be  felt  a 
doughy  elongated  mass  in  the  broad  ligament. 

The  postmortem  findings  were  most  instructive.  The  uterus 
presented  a  normal  appearance  for  the  fifth  week  of  the  puer- 
perium  with  the  exception  of  a  plastic  exudate  covering  its 
external  surface.  To  the  left  of  the  uterus  there  were  no  throm- 
bosed veins,  but  on  the  right  side  both  the  uterine  and  spermatic 
veins  were  thrombosed.  The  thrombosis  in  the  uterine  veins 
did  not  extend  above  the  broad  ligaments  while  the  spermatic 
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formed  a  rope  of  veins  about  one  inch  in  diameter  and  extending 
to  its  union  with  the  vena  cava.  The  lower  portion  of  the  vein 
contained  a  firm  blood  clot  while  the  upper  portion  was  filled 
with  pus  which  had  freely  discharged  into  the  vena  cava.  On 
the  wall  of  the  vena  cava  at  the  entrance  of  the  right  spermatic 
vein  was  a  mural  thrombus  but  there  was  no  closure  of  the  lumen 
of  the  vena  cava. 

There  were  multiple  abscesses  in  the  right  lung  with  about 
two  quarts  of  pus  in  the  right  pleural  csLxitj.  One  or  more  of  the 
abscesses  had  ruptured  into  the  pleural  cavity.  The  peritoneum 
and  uterine  appendages  were  not  involved  nor  was  there  an  evi- 
dent lymphatic  invasion. 

It  is  evident  that  there  was  a  time  in  the  course  of  this  infec- 
tion when  a  ligature  placed  above  the  advancing  thrombus  in 
the  right  spermatic  and  around  the  right  internal  iliac  vein  would 
have  effectually  blocked  the  advance  of  the  infection  but  in 
reviewing  the  histor>^  of  the  case,  in  the  light  of  the  postmortem 
findings,  I  am  unable  to  say  when  that  time  was  and  I  seriously 
question  if  any  one  would  have  been  justified  in  interfering  sur- 
gically at  any  time  in  the  course  of  the  disease  because  of  the 
rapidity  with  which  the  disease  developed.  In  other  words  the 
opportunity  was  there  but  who  could  have  recognized  it? 

Shortly  after  this  experience  I  fell  heir  to  another  case  of 
puerperal  pyemia  which  ran  a  more  chronic  course  and  in  which 
there  was  no  evidence  of  metastasis.  I  believed  this  case  was 
loosing  ground  and  in  the  absence  of  any  demonstrable  contrain- 
dication I  made  an  exploratory  incision  in  the  hope  of  finding  con- 
ditions favorable  for  the  ligating  of  thrombosed  veins.  This  was 
three  weeks  after  the  initial  chill  and  she  had  had  ten  to  twelve 
chills.  Findings  were  negative  every^where.  There  were  no 
thrombosed  veins  that  I  could  recognize  and  the  abdomen  was 
closed  after  placing  a  ligature  about  the  spermatic*  veins  of  both 
sides.  This  procedure  did  not  depress  the  patient  but  certainly 
did  her  no  good  for  she  subsequently  had  numerous  chills  and 
metastatic  abscesses  developed  in  the  right  lung  with  pus  in  the 
pleural  cavity  which  was  drained.  This  case  ultimately  recovered. 

My  third  experience  was  in  a  case  in  which  there  had  been 
a  miscarriage  at  the  third  month  of  gestation  three  weeks  before 
I  saw  her.  I  drained  a  pelvic  abscess  to  the  left  of  the  uterus. 
Two  weeks  later  the  left  lung  was  invaded  by  infected  emboli, 
and  in  another  week  the  right  lung  was  invaded.  She  died  ten 
weeks  after  the  miscarriage.     A  postmortem  examination  made 


994  TRANSACTIONS    OF    THE   AMERICAN  ASSOCIATION 

by  Dr.  Dunn  of  Omaha  demonstrated  that  the  infection,  which 
was  due  to  a  short  chain  streptococcus,  was  conveyed  from  the 
uterus  by  three  separate  avenues. 

First  the  infection  spread  by  continuity  of  tissue  from  the 
uterus  through  the  tubes  to  the  pelvic  peritoneum,  developing 
an  abscess  behind  the  uterus  and  a  general  plastic  exudate  over  all 
the  pelvic  organs.     The  general  peritoneal  cavity  was  not  invaded. 

Second  the  infection  spread  by  way  of  the  lymph  channels  of 
the  uterus  and  broad  ligaments  and  resulted  in  an  enlargement 
of  the  lymph  nodes  throughout  the  abdomen. 

Third,  the  infection  spread  through  the  veins  on  the  right 
side,  involving  both  the  hypogastrics  and  spermatics,  the  internal, 
external  and  common  iliac  veins.  Most  of  these  veins  were  dis- 
tended with  pus.  On  the  left  side  the  hypogastrics  and  internal 
iliac  were  thrombosed. 

This  condition  was  clearly  a  contraindication  to  the  Trendel- 
enburg operation  because  of  the  general  lymphatic  invasion  if  for 
no  other  reason. 

My  fourth  experience  was  in  an  apparently  typical  case  which 
had  persisted  three  months  and  which  promptly  reacted  and 
recovered  after  the  administration  of  mixed  vaccines. 

Cases  five,  six  and  seven  were  observed  subsequent  to  the 
reading  of  this  paper.  They  were  almost  indentical  in  their 
clinical  manifestations  and  postmortem  findings.  In  all  three 
the  infection  followed  full-term  deliveries,  there  was  no  instru- 
mental interference  in  any  of  the  cases  but  the  attending  phy- 
sicians had  made  one  or  more  digital  examinations  in  the  course 
of  labor.  No  metastasis  developed  and  in  two  of  the  cases  the 
right  spermatic  veins  alone  were  involved  while  in  the  third  the 
left  spermatic,  left  uterine,  internal  iliac,  common  iliac  and 
external  iliac  veins  were  thrombosed  and  the  left  femoral  vein 
was  distended 'with  pus  to  the  level  of  the  knee.     All  three  died. 

In  none  of  these  cases  was  operation  attempted  and  in  the 
light  of  the  postmortem  findings  I  am  persuaded  that  it  would 
not  have  been  wise  to  have  interfered  surgically. 

I  am  not  prepared  to  take  a  definite  position  for  or  against 
the  procedure  of  Trendelenburg,  but  will  submit  the  following 
propositions  for  your  consideration. 

1.  The  operation  of  Trendelenburg  is  correct  in  theory  but  is 
as  yet  in  the  experimental  stage. 

2.  It  is  contrary  to  my  practice  and  to  modern  teaching  to 
open  the  abdomen  in  the  course  of  puerperal  infection  unless  for 
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drainage  in  general  peritonitis  and  we  therefore  view  the  sugges- 
tion of  Trendelenburg  with  misgivings. 

3.  We  are  as  yet  unable  to  demonstrate  clinically  the  extent 
to  which  the  infection  has  traveled,  hence  it  follows  that  an  ex- 
ploratory^ incision  must  be  the  final  resort  in  determining  the 
extent  of  the  infection,  and  even  this  means  may  fail  to  give  the 
desired  information. 

4.  The  pelvic  veins  including  the  iliacs  may  not  be  thrombosed 
and  yet  the  infection  may  attack  the  veins  higher  in  the  ab- 
domen, beyond  control  and  even  beyond  inspection  through  an 
exploratory  incision.  Furthermore  bacterial  emboli  may  develop 
in  the  lungs  and  elsewhere  without  the  formation  of  thrombosed 
veins. 

5.  The  thrombosed  veins  may  be  secured  and  the  infection 
later  travel  by  other  avenues  and  lead  to  a  fatal  issue. 

6.  It  is  not  always  possible  to  demonstrate  the  presence  of 
infected  emboli  which,  when  found,  are  viewed  as  contraindica- 
tions to  operative  interference. 

7.  We  believe  the  Trendelenburg  operation  will  find  a  limited 
field  of  usefulness  in  obstetric  surgery,  but  that  the  procedure 
is  worthy  of  an  extended  trial. 

418  Br-axdeis  Theatre  Building. 

AN  ABDOMINAL  CASE  OR  TWO  OUT  OF  THE  ORDINARY.^ 

BY 
AP  MORGAN  VANCE,  M.  D., 

Louisville,  Ky. 
(With  Four  Illustrations.) 

This  short  paper  will  simply  relate,  rather  in  abstract,  four 
cases  which  I  hope  are  sufficiently  out  of  the  ordinar}'  to  justify 
their  report. 

Case  I.  Extensive  Bladder  Rupture;  Eighteen  Hours  between 
Injury  and  Repair;  Recovery. — In  July,  1908,  I  was  called  to 
attend  Mr.  M.,  a  young  man  of  fine  physique,  who  sustained  a 
fall  of  20  feet  or  more,  in  which  he,  with  six  companions,  was 
carried  over  a  defective  bridge  in  a  large  automobile.  After 
recovering  from  the  primary^  shock,  he  suffered  great  pain  in  the 
lower  abdomen,  with  inability  to  void  urine.  JMorphine  was 
given  him  and  the  catheter  relieved  him  of  blood  and  urine. 
The  bladder  was  irrigated  two  or  three  times,  the  irrigating 
fluid  finally  coming  away  clear.  Sixteen  hours  after  the  fall 
I  saw  him,  after  being  brought  twenty  miles  to  the  city  in  an 
automobile.     At  this  time  he  gave  every  evidence  of  beginning 

*  Read  before  the  Twenty-fifth  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  at  Toledo,  Ohio,  September  17-19,  1912. 
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peritonitis,  with  fast  pulse  and  rising  temperature.  Immediate 
operation  was  advised,  a  tentative  diagnosis  of  rupture  of  the 
bladder  being  made.  Upon  opening  the  abdomen  a  large  quan- 
tity of  blood  clots  and  urine  escaped,  and  the  first  stages  of  an 
active  peritonitis  were  evident.  A  wound,  quite  4  inches  long, 
was  found  in  the  bladder  vault,  extending  to  within  an  inch 
of  the  posterior  reflection.  Quite  a  coil  of  the  small  intestine 
had  become  herniated  into  the  bladder.  This  portion  showed 
more  advanced  peritonitis.  It  was  decided  at  once  that  primary- 
closure  of  the  large  rent  was  out  of  the  question.  After  cleans- 
ing the  pelvis  of  the  clots  and  urine  by  gentle  sponging  only, 
the  parietal  peritoneum  was  carried  down  and  sutured  with 
catgut  to  the  posterior  angle  of  the  bladder  rent,  then  a  suture 
continued  around  either  side,  closing  the  bladder  opening  off 
from  the  cavity  and  thus  rendering  it  extraperitoneal.  A  large 
glass  drain  was  placed  back  of  the  bladder  to  the  bottom  of  the 
pelvis;  also  two  large  rubber-covered  gauze  wicks.  A  large 
catheter  drained  the  bladder  from  above.  The  glass  drain  was 
removed  in  eighteen  hours;  the  gauze  in  forty-eight  hours.  The 
catheter  acted  perfectly  for  eleven  days.  At  the  end  of  four 
weeks,  urine  passed  by  the  natural  channel  and  this  young  man 
made  an  ideal  recovery  in  a  comparatively  short  time.  He  was 
placed  in  the  Fowler  position  and  saline  injections  by  the  rectum 
were  kept  up  for  five  days.  The  wound  healed  primarily  down 
to  the  drains  and  is  now  firm  and  strong  throughout.  The 
patient  has  been  in  perfect  health  and  none  the  worse  for  his 
terrible  experience  up  to  a  second  accident  which  occurred  in 
the  last  few  months. 

Dr.  Louis  Frank  saw  this  case  with  me  and  was  present  at  the 
operation.  The  conduct  of  the  case  during  the  first  sixteen 
hours  was  in  other  hands,  and  the  bladder  irrigation  was  done 
before  I  saw  him. 

Case  II.  Epispadia  Extrophy  of  Bladder;  Autoplastic  Repair; 
very  gratifying  Result. — At  the  meeting  of  the  American  Medical 
Association  at  Atlantic  City,  in  June,  1900,  I  reported  a  success- 
ful case  of  epispadic  bladder  extrophy,  and  exhibited  the  patient, 
a  young  man  then  twenty  years  of  age,  one  year  after  the  finished 
operation  and  three  years  after  the  first  operation.  His  case 
has  been  proven  by  time  to  be  far  more  successful  than  I  ever 
dreamed  of.  This  young  man  has  been  able  to  conduct  a  large 
mercantile  business  for  ten  years,  is  married,  and  from  every 
standpoint,  the  marital  relation  as  well  as  otherwise,  is  most 
prosperous  and  happy. 

Case  II  is  a  counterpart  of  the  one  referred  to  above,  and 
just  as  successful. 

This  boy,  set.  twelve,  was  sent  to  me  by  Dr.  Otto  C.  Baum- 
gartner,  of  Rockport,  Ind.  He  was  well  developed  for  his  age, 
was  dressed  like  a  girl,  and  consequently  sprinkled  the  earth 
wherever  he  went,  an  object  of  absolute  misery.  He  was  placed 
in   the   Children's  Free   Hospital,   in   Louisville,   June   7,    1907, 
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and  after  spending  eighteen  days  getting  the  part  into  the  best 
condition  possible,  the  first  attempt  at  repair  was  done  on  June 
25,  nearly  three  weeks  being  required  to  improve  the  local  con- 
dition and  get  rid  of  the  calcareous  deposits  about  the  parts. 


Fig.  I. — Case  II. 


Fig. 


-Case  II. 


The  epispadic  penis  was  very  short  and  drawn  back  into  a  sulcus 
at  the  lower  part  of  the  opening.  The  posterior  bladder  wall, 
with  discharging  ureters,  presented  a  convex  surface  far  in  front 
of  the  abdominal  plane,  about  the  size  of  the  half  of  a  baseball 
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or  larger.     When  recumbent  or  in  the  Trendelenburg  position, 
a  concave  sulcus  of  corresponding  dimensions  presented. 

The  first  step  in  the  operation  was  to  separate  the  skin  from 
the  mucous  membrane  on  either  side  of  this  sulcus,  down  to  the 
end  of  the  flat  penis,  one-third  of  the  circumference  at  the  top 
being  left.  Then,  by  careful  dissection,  I  loosened  up  the  over- 
lying pudendal  tissues.     This  dissection  was  done  with  the  finger 


Fig. 


-Case  II. 


and  was  carried  well  out  toward  the  groin.  Then  with  strong 
forceps  making  traction  upward  and  inward,  I  still  further 
loosened  the  tissues  thus  freed,  bringing  the  mucous  membrane 
along  with  the  skin.  When  this  loosening  and  stretching  had 
been  done  sufficiently  to  allow  the  separated  pudendal  structures 
to  be  brought  together  in  the  middle  line,  they  were  closed  with 
two  sets  of  sutures;  one  line  of  buried  chromicized  catgut  No.  i, 
which  inverted  the  inner  or  mucous  membrane  side,  and  another 
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of  interrupted  silkworm  gut,  which  everted  the  outer  or  skin  side. 
Over  this  a  dressing  of  collodion  and  cotton  was  applied.  The 
button-hole-like  opening  above  was  used  to  drain  the  urine  away, 
the  patient  being  required  to  maintain  the  Trendelenburg  posi- 
tion. No  good  resulted  from  this  operation,  except  probably 
the  piling  up  of  tissue  to  be  used  to  better  advantage  at  the 
next  attempt. 

Six  other  operations  were  done  during  the  eighteen  months 
following,  and  finally,  as  in  the  young  man  previously  mentioned, 
closure  was  completed,  the  same  flap-splitting  method  being 
used,  each  time  gaining  something.  The  new  bladder  has  now 
been  performing  its  function  for  two  and  one-half  years  and  is  in 
a  perfectly  healthy  condition.  The  penis  has  developed  quite 
a  good  deal.  Of  course  an  ordinary-  urinal  is  neccessary  to 
gather  the  urine,  although  at  night  four  or  five  ounces  are  retained 
and  passed  on  arising. 

In  this  kind  of  work  much  patience  is  required,  both  on  the 
part  of  the  patient  and  the  surgeon,  and  many  difficulties  are 
to  be  overcome,  principal  among  which  are,  the  great  tension 
on  the  sutures,  the  septic  surroundings,  the  difficulty  of  drawing 
away  the  urine,  and  the  constant  lack  of  rest  of  the  parts  due  to 
the  tendency  to  erections  Nothwithstanding  all  the  difficulties, 
the  benefits  justify  one  in  the  efforts  at  autoplastic  work. 

I  still  hold  the  same  opinion  as  to  the  propriety  of  autoplastic 
work  that  I  did  when  reporting  the  case  of  the  young  man; 
that  is,  when  the  patient  is  a  male.  In  females,  the  transplanta- 
tion of  the  ureters  into  the  intestine  is  the  only  thing  to  do. 
The  only  one  I  have  tried,  however,  died  promptly  from  ascend- 
ing infection. 

Of  course,  reference  to  the  technic  of  ^Maydl's  or  Peters' 
operation  is  unnecessary  here,  as  every  one  is  familiar  with 
them.  One  or  the  other,  according  to  the  indications,  should 
be  used  in  the  female,  always  bearing  in  mind  the  possibility 
of  disastrous  results,  both  primarily  and  secondarily,  particu- 
larly in  the  hands  of  the  rank  and  file  of  surgeons. 

Case  III.  Operation  for  the  Relief  of  the  very  Distressing 
Bladder  and  Bowel  Complications  of  Late  Locomotor  Ataxia. — 
Mr.  S.,  aet.  fifty,  came  under  my  care  July  6,  1908.  Two  years 
previously  he  had  consulted  me,  begging  that  something  surgical 
be  done  to  render  his  existence  less  terrible.  This  history  was 
obtained:  He  had  acquired  syphilis  twelve  years  before,  for 
which  he  had  been  treated  in  rather  a  careless  way.  For  three 
years  he  had  shown  symptoms  of  tabes,  which  had  progressed 
rapidly  until  he  was  the  most  forlorn  and  miserable  mortal  I 
believe  I  had  ever  been  called  upon  to  treat.  He  was  emaciated 
to  the  last  degree;  had  acquired  the  morphine  habit  and  was 
taking  10  to  20  grains  a  day.     Was  on  crutches  because  of  his 
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ataxia  and  a  Charcot  right  ankle  and  arch  of  foot.  He  did  not 
seem  to  fret  about  Httle  things  like  these,  but  his  main  misery 
was  in  the  almost  impossibility  he  experienced  in  getting  his 
bladder  and  bowels  to  act.  This  was  accomplished  only  by  the 
most  strenuous  tactics.  In  wintertime,  when  snow  was  plenti- 
ful, he  could  manage  with  less  trouble,  but  at  other  times,  as  a 
substitute,  he  used  a  large  tub  filled  with  ice  and  water.  The 
most  drastic  purgatives  were  a  part  of  his  daily  diet.  He  would 
double  up  like  a  jack-knife  and  sit  in  the  bank  of  snow,  or  in  the 
ice-water,  the  refrigeration  being  necessary  to  give  him  power, 
after  the  greatest  effort,  to  first  empty  the  bladder  and  then  the 
bowels,  or  vice  versa,  I  forget  which.  With  all  this  to  hamper 
him,  his  courage  and  desire  to  care  for  his  family  enabled  him 
to  continue  in  charge  of  a  large  school.  Upon  his  first  visit  I 
could  not  see  anything  to  be  gained  by  surgery,  and  frankly 
told  him  so.  He  returned  home  and  I  did  not  hear  of  him  again 
until  the  above  date,  two  years  later.  His  condition  was  then 
more  dreadful  in  every  way,  if  this  was  possible.  He  came, 
he  said,  to  get  relief,  and  if  this  was  impossible  he  had  decided 
to  commit  suicide.  I  again  declined  to  attempt  any  surgery, 
but,  happening  to  find  him  going  through  his  efforts  to  relieve 
his  bladder  and  bowels,  I  told  him  I  would  open  the  abdomen 
and  see  what  I  could  do  to  overcome  the  very  exaggerated  ptosis 
of  bowel  and  bladder.  The  sphincteric  musculature  seemed  to 
be  but  little  affected,  but  the  power  to  empty  either  the  bladder 
or  bowels  voluntarily  was  nil,  and  the  straining  in  the  effort 
was  dreadful  to  behold.  Without  the  hope  of  anything  better 
than  a  funeral,  I  opened  the  abdomen,  under  chloroform,  from 
the  umbilicus  to  the  pubes,  and  carried  out  the  following 
procedures : 

The  bladder  was  perfectly  flaccid  and  very  large.  Quite  a 
bunch  of  urachal  remains  could  be  made  out.  This  part  was 
grasped  in  forceps  and  the  viscus  pulled  up  out  of  the  wound. 
It  looked  about  like  a  handkerchief,  caught  in  the  middle  and 
pulled  through  one's  fist,  reaching  well  above  the  umbilicus. 
I  immediately  sutured  the  top  of  the  bladder  along  the  median 
line,  above  the  umbilicus,  with  long-lived  catgut,  then  sought 
the  large  gut  and  finally  did  a  colopexy,  firmly  stitching  the 
sigmoid  to  the  loin.  All  of  the  small  intestines,  along  with 
the  bladder,  seemed  to  be  packed  and  crowded  toward  the 
pelvic  outlet.  The  abdomen  was  closed  and  the  man,  more  dead 
than  alive,  was  put  to  bed.  He  quickly  reacted  and  made  a  rapid 
recovery,  the  Fowler  position  being  maintained  in  order  that^the 
urine  might  gravitate  to  the  neck  and  be  voluntarily  voided. 

He  returned  home  in  three  weeks  and  lived  for  three  years, 
being  able  to  empty  his  bladder  and  bowels  without  difficulty, 
being  always  compelled,  however,  to  assume  the  proverbial 
fence-comer  position,  but  whether  this  was  habit  or  a  mechanical 
necessity  I  do  not  know.     He  finally  died  by  accident. 

He  continued  to  teach  with  only  slight  loss  of  time,  until  his 
death.     His   ataxic   symptoms   progressed   and   he  had   crutch 
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palsy  and  several  posthypodermic  abscesses  during  this  time. 
However,  he  did  not  mind  such  things  as  these  as  long  as  he 
could  be  free  of  the  bladder  and  bowel  difficulties.  Under  date 
of  April  15,  1909,  he  \^Tote  me  a  letter  of  thanks  for  the  relief  he 
had  experienced  following  the  operation.  He  detailed  the  inter- 
current troubles  mentioned  above,  but  said : 

"As  far  as  the  operation  is  concerned,  I  am  infinitely  relieved. 
Since  the  abscesses  got  well  I  have  had  but  little  trouble.  The 
stools  are  molded  and  I  use  nothing  to  induce  the  movement. 
I  can  hold  water  for  six  hours  without  inconvenience,  and  pass 


Fig.  4. — Case  IV. 

it  without  much  trouble,  but  I  have  to  assume  the  squatting 
position.  I  have  not  given  up  yet,  even  if  life  has  no  pleasure 
in  it,  but  I  could  not  have  stood  it  without  the  carving  you  did. 
That  was  surely  successful,  and  but  for  this  awful  locomotor 
business,  I  would  be  sound  and  well." 

Case  IV.  Large  Hydronephrosis;  Horseshoe  Kidney;  Con- 
genital Anomaly  of  Ureter;  Transperitoneal  Nephrectomy;  Cure. — - 
Patient,  B,.  male,  set.  sixteen,  the  son  of  a  tobacco  tenant,  was 
brought  to  me  August  i,  1909,  by  Mr.  R.  O.  Williams,  of  Ghent, 
Ky.     He  came  to  be  treated  for  an  enlargement  of  the  abdomen. 
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After  careful  examination  I  diagnosed  a  large  cyst,  springing 
from  the  kidney.     The  cyst  filled  the  right  side  of  the  abdomen 
and  extended  into  and  across  the  pelvis  to  the  left  iliac  fossa. 
I  had  no  history  to  help  out  the  diagnosis  as  Mr.  Williams  knew 
none.     I   did  not  see   this   boy   again   until  August  9,   on  the 
operating  table,  as  a  belated  steamboat  had  landed  him,  accom- 
panied by  his  family  physician.  Dr.  H.  S.  Rowlett,  of  Carroll 
County,   Ky.,  in  Louisville  late  the  night  before.     I  made  an 
incision  along  the  outer  border  of  the  right  rectus  muscle,  5 
inches  long,  down  to  the  cyst  wall,  the  posterior  and  anterior 
peritoneum  were  clamped  together,  thus  rendering  the  subsequent 
work  practically  extraperitoneal.     The  bulging  cyst  was  tapped 
and  five  pints  of  amber-colored  fluid  drawn  off,  to  all  appearances 
perfectly  fresh  urine,  leaving  about  one-fourth  of  the  contents 
in  the  sac  to  facilitate  the  enucleation.     This  was  begun.     The 
separation  of  the  sac  wall  accomplished  with  little  difficulty. 
I  soon  came  to  the  right  ureter  at  the  bottom  of  the  sac  in  the 
pelvis.     This   was    cut  between   clamp    and   ligature,    and   the 
separation  continued  over  into  the  left  iliac  region  and  up  the 
left  side  of  sac.     To  my  great  surprise  I  came  upon  another  tube 
running  from  the  sac  across  the  spinal  column  to  the  left.     I 
immediately  verified  the  existence  of  a  left  ureter,  finding  one  of 
good  size.     I  traced  this  short,  thick  tube  to  the  very  large  left 
kidney.     It  came  away  near  the  normal  ureter.     I  tied  it  off, 
ligating  it  as  near  the  kidney  as  I  could,   clamping  the  part 
nearer  the  cyst.     My  greatest  trouble  was  yet  to  come — I  mean 
trouble  in  deciding  what  to  do,  as  I  had  fallen  into  new  fields — 
anyway,  new  fields  to  me.     The  enucleation  was  continued  up- 
ward, under  the  ribs,  and  the  upper  part  freed  and  brought  do^vn, 
revealing  a  small  kidney,  about  the  size  and  shape  of  an  English 
walnut,  with  a  broad,  thick  band  of  kidney  tissue  connecting 
it  with  the  hypertrophied  left  kidney.     I  hesitated  for  a  moment, 
as  the  blood  supply  of  this  little  kidney  looked  so  large  that  I 
feared  it  might  be  serving  both.     I  had  to  go  ahead,  as  backing 
out  was  out  of  the  question.     After  ligating  the  vessels  and  the 
connecting  band  with  catgut,  the  whole  growth  was  removed 
and  the  wound  closed  without  drainage. 

After  two  days  it  was  difficult  to  keep  this  chap  in  bed.  On 
the  eighth  day  he  was  walking  about  the  hospital  and  returned 
home  on  the  tenth  day.     He  has  been  perfectly  well  ever  since. 

A  little  history,  obtained  from  the  mother  later,  was  interesting. 
The  boy,  five  years  before,  had  been  kicked  by  a  mule  in  the  right 
side,  but  the  tumor  had  been  observed  before  this  injury^.  It  had 
been  noticed  that,  on  rising,  he  would  void  a  tremendous  quantity 
of  urine,  and  then,  in  a  very  short  time,  would  pass  as  much 
more.  When  asked  if  the  tumor  would  vary  in  size,  she  replied ; 
"O,  yes;  at  times  it  was  very  much  smaller."  This  proved  to 
me  that  the  sac  would  fill  up  by  secretion  from  the  left  kidney, 
probably  when  the  boy  laid  on  his  right  side,  and  the  urine  would 
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flow  back  into  the  pelvis  of  the  large  kidney  when  in  some  other 
position,  filling  the  bladder  rapidly  through  the  left  ureter. 

Drs.  McMurtry,  Sherrill  and  Frank,  members  of  this  Associa- 
tion, saw  this  specimen  when  it  was  exhibited  before  a  local 
society.  It  was,  unfortunately,  lost  by  the  family  doctor  who 
begged  for  it  to  show  to  his  o%\'n  county  society.  The  accom- 
panying drawing  from  memory  gives  a  very  fair  idea  of  the 
mechanics  of  the  case. 

DISCUSSION. 

Dr.  Julius  H.  Jacobson,  Toledo,  O. — I  wish  to  say  a  word 
regarding  my  experience  with  three  cases  of  exstrophy  of  the 
bladder  in  which  an  implantation  of  the  ureters  into  the  rectum 
was  made.  The  first  case  was  a  man  thirty  years  old,  who  had 
twenty-seven  plastic  operations  performed  for  the  relief  of  his 
exstrophy,  all  without  avail.  I  saw  him  after  he  had  attempted 
suicide.  I  proposed  the  operation  of  implantation  of  the  ureters 
into  the  large  bowel.  This  operation  gave  him  three  years_  of 
life  which  he  really  enjoyed.  He  eventually  died  of  ascending 
infection,  or  rather  from  an  acute  exacerbation  of  the  infection 
of  the  kidneys  which  was  present  previous  to  the  implantation. 
The  second  case  was  a  boy  eight  years  of  age.  In  this  case  we 
did  a  Peters  or  Bergenheim  operation,  the  extraperitoneal 
method  of  implanting  both  ureters  into  the  rectum.  The  opera- 
tion has  been  quite  successful  in  this  case.  He  is  alive  at  the 
present  time,  the  operation  having  been  performed  about  five 
years  ago.  For  about  a  3'ear  after  the  operation  he  had  very 
frequent  discharge  of  urine  from  the  rectum,  which  I  think  was 
due  to  the  fact  that  we  had  implanted  the  ureters  too  near  the 
sphincter  muscle.  At  the  present  time,  however,  he  is  gaining 
in  control  of  the  urine  and  is  getting  along  comfortably. 

In  looking  over  the  literature  of  this  subject,  and  in  particular 
the  literature  pertaining  to  the  congenital  communications 
between  the  ureters,  bladder  and  rectum,  I  came  across  a  few 
cases  in  which  the  ureters  were  congenitally  placed  in  the  recturn. 
In  some  cases  the  patients  lived  quite  a  long  time.  I  think  it 
was  the  elder  Gross  who  reported  such  a  case,  a  man  who  lived 
to  be  almost  forty  years  old,  showing  that  a  tolerance  for  the 
colon  bacillus  may  be  developed  by  the  urinary  tract.  In 
thinking  the  matter  over,  I  resolved  that  if  I  should"  get  another 
case  of  exstrophy  soon  after  birth,  I  would  do  an  immediate 
implantation  of  the  ureters  into  the  rectum.  The  opportunity 
came  to  me  and  I  did  the  operation  again  after  the  method  of 
Peters  and  Bergenheim  but  the  patient  died  of  ascending  infec- 
tion, within  a  few  days. 

I  think  Dr.  \'ance  is  to  be  congratulated  on  the  very  excellent 
result  which  he  obtained  in  his  case  of  exstrophy  of  the  bladder. 
Intestinal  implantation,  for  exstrophy  of  the  bladder  I  believe 
will  always  hold  a  place  in  surger}^  ,^ 
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Dr.  Vance  (closing  the  discussion). — I  failed  to  mention  that 
the  bladder  in  both  cases  was  lined  with  mucous  membrane. 
There  was  no  hair-bearing  tissue  turned  into  it,  as  was  formerly 
done  in  almost  all  autoplastic  operations,  thereby  furnishing 
nuclei  for  calcareous  deposits. 

'  In  the  first  case,  the  penis  was  restored  in  such  a  way  as  to 
conduct  the  urine  down  into  the  urinal  in  a  normal  comfortable 
way.  The  patient  could  retain  urine  up  to  4  or  5  ounces  at  night. 
This  young  man  consummated  marriage  and  is  happy  in  his 
marital  relations.  So  far  as  I  can  discover  this  is  the  first  time 
such  a  gratifying  result  has  been  obtained. 

POTENTIAL  CANCER  OF  THE  BREAST.  ^ 

BY 
MILES  F.  PORTER,  M.  A.,  M.  D., 

Surgeon  to  Hope  Hospital;  Professor  of  Surgery  in  the  Indiana  University  School  of 
Medicine,  Fort  Wayne,  Ind. 

(With  Three  Illustrations.) 

In  a  paper  entitled  "The  Role  of  Surgery  in  Preventive  Medi- 
cine",(i)  read  at  the  St.  Louis  meeting  of  the  A.  M.  A.,  June,  1910, 
I  said: 

"  I  have  seen  sarcoma  engrafted  on  a  fatty  tumor  of  the  elbow 
in  an  elderly  woman.  The  tumor  was  situated  on  the  flexor 
side  of  the  joint  where  it  was  many  times  daily  subjected  to 
pressure.  What  surgeon  of  experience  but  has  seen  many  cases 
of  carcinoma  or  sarcoma  commence  in  warts,  moles,  eczematous 
patches  and  fissures?  It  is  my  firm  conviction  that  by  timely 
surgery  cancer  could  be  prevented  in  a  large  number  of  cases. 
Most  of  the  cases  of  cancer  cured  by  surgery  are  those  which  are 
cured  before  they  come,  plus  those  which  are  cured  before  the 
diagnosis  can  be  made  save  by  the  microscope;  and  herein  lies 
the  cause  of  the  cancer  quack's  continued  popularity:  "  Didn't 
he  cure  Belinda  BroA\Ti  of  a  cancer  which  commenced  just  like 
that  one  that  killed  Sarah  Smith?"  The  point  which  I  wish  to 
make  is  this :  that  by  removing  causes  of  irritation  in  the  shape 
of  gastric  ulcers,  lacerated  cervices,  phimosis,  gallstones,  kidney- 
stones,  warts,  moles  and  .other  nonmalignant  tumors  and  causes 
of  irritation,  surgery  can  prevent  more  deaths  from  cancer  than 
it  can  by  the  removal  of  cancerous  conditions  after  such  a 
diagnosis  is  possible.  I  venture  to  suggest  here  an  addition  to 
our  cancer  vocabulary,  viz.,  potential  cancer." 

Ljunggren(2)  in  189S  showed  by  experiments  that  epithelial 

cells  could  be  preserved  in  ascitic  fluid,  and  that  these  cells, 

*  Read  before  the  Twenty-fifth  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists  at  Toledo,  Ohio,  September  17-19,  1912. 


OF    OBSTETRICL\NS   AND    GYNECOLOGISTS. 


1005 


transplanted  after  being  preserved  as  long  as  three  months,  not 
only  grew  but  penetrated  granulation  tissue  after  the  manner  of 
carcinoma. 

The  prevailing  view  as  to  the  origin  of  cancers  is  that  they 
develop  from  rests  which  have  been  detached  in  process  of  de- 
velopment or  as  a  result  of  inflammatory  changes  or  abnormal 
involution. 

That  irritation  of  glandular  epithelium  by  microorganisms  and 
particular  protozoa  will  excite  it  to  multiply  is  well  known. 

It  is  a  matter  of  common  observation  that  carcinoma  is  much 


Fig.  I. — Duct  cancer  with  inflammation.  (Specimen  from  Case  I,  Miss  K.; 
i/8  obj.  Rhamy.)  Note  the  cancer  area  in  the  upper  left  side  of  the  picture 
separated  from  the  inflammator}-  area  below  and  to  the  right  by  a  broad  band  of 
fibrous  tissue. 


more  prone  to  arise  in  organs,  the  seat  of  chronic  inflammatory 
changes  than  in  those  thoroughly  healthy. 

So  far  as  our  knowledge  goes  at  the  present  time,  there  is  no 
such  thing  as  a  cancer  cell  that  can  be  recognized  microscopically. 
A  group  of  epithelial  cells  that  are  normal  and  well  behaved  to- 
day may  to-morrow  take  on  cancerous  activity.  And  especially 
is  this  malignant  change  apt  to  occur  in  cells  that  have  been 
detached  by  inflammatory  or  other  pathologic  processes. 

Tissue  cells  remind  me  of  certain  people — when  at  home  under 
the  restraining  influence  of  family  and  friends  they  are  models 
in  deportment,  but  let  them  get  away  from  home  and  subject 
them  to  unusual  excitement  and  they  "go   bad." 
7 
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According  to  Sutton  (3)  it  is  impossible  to  decide  from  a 
microscopic  examination  whether  a  given  tumor  should  be  called 
a  cancer  or  an  adenoma. 

Rodman (4)  says  that  papillary  cyst  adenomas  of  the  breast 
should  be  looked  upon  from  the  beginning  as  potentially  malig- 
nant. 

The  investigations  of  Willson  and  MacCarty  at  the  Mayo  clinic 
show  that  cancer  of  the  gall  tracts  and  cancer  of  the  stomach  are 
frequently  engrafted  upon  old  inflammatory  lesions. 

Surgeons  not  infrequently  see  cases  of  breast  trouble  in  which 
the  clinical  findings  are  decidedly  in  favor  of  a  diagnosis  of  an 
inflammatory  lesion  but  which,  on  microscopic  examination, 
shows  carcinoma  with  inflammation. 

Case  I. — Miss  K.,  aet.  forty-eight,  school-teacher,  presented 
herself  with  a  small  ill  defined  lump  in  her  left  breast,  which  was 
painful  and  tender.  The  breast  was  removed,  and  after  ex- 
amining the  sectioned  lump  with  the  unaided  eye,  it  was  handed 
to  the  pathologist  to  be  immediately  sectioned  and  reported 
upon,  as  is  my  invariable  rule  in  breast  tumors.  So  sure  was  I 
that  the  trouble  was  inflammatory  that  I  proceeded  to  close  the ' 
wound  and  had  the  work  nearly  done  when  the  report  came  in — 
"malignant,"  and  I  had  to  do  a  radical  operation. 

The  fact  is  that  in  this  case  we  had  associated  two  pathologic 
processes,  i.e.,  inflammation  and  carcinoma  (Fig.  i).  Exactly 
what  the  etiologic  relationship  of  the  two  processes  in  this  case 
it  was  impossible  to  say. 

In  some  cases  of  cancer  of  the  breast  there  is  no  tumor,  and 
the  only  symptom  present  is  a  discharge  of  fluid  which  may  be 
either  bloody  or  serous. 

Case  II. — Mrs.  L.,  wdfe  of  a  doctor,  get.  thirty-nine,  mother  of 
three  children,  presented  herself  wnth  a  breast  that  had  been 
leaking  a  bloody  fluid  for  some  weeks.  There  was  no  tumor  and 
no  pain.  The  breast  was  removed,  and  on  microscopic  section 
adenocarcinoma  was  found.  (Fig.  2) . 

Case  III. — Mrs.  P.,  aet.  fifty-five,  also  the  wife  of  a  doctor, 
mother  of  seven  children,  presented  herself  with  a  breast  leaking 
a  bloody  fluid.  She  had  a  small  abscess  in  this  breast  twenty- 
eight  years  before,  which  had  healed  promptly  after  it  was 
opened.  There  was  neither  pain  nor  tumor,  although  the  breast 
was  slightly  tender.  The  breast  was  removed,  and  on  section 
nothing  but  inflammatory  trouble  was  found. 

On  the  other  hand,  a  breast  may  be  the  seat  of  a  tumor,  and 
leak,  and  present  a  retracted  nipple  and  yet  not  be  carcinomatous. 

Case  IV. — Mrs.  R.,  married,  multipara,  aet.  thirty- five. 
Breast  the  seat  of  a  well-defined  lump.     The  nipple  was  retracted 
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and  leaking  a  serous  fluid.  The  areola  was  eczematous.  An 
examination  of  the  specimen  after  removal  showed  the  trouble 
to  be  inflammator}'. 

Youth  is  not  exempt  from  carcinoma,  particularly  in  the 
presence  of  trauma,  bacteria  or  other  agencies  known  to  act 
as  excitants  to  cell  activity. 

Case  V. — -Miss  B.,  get.  seventeen,  presented  herself  with  a 
small  lump  in  her  breast  which  was  noticed  immediately  after  an 
injury  received  two  years  before. 

Examination  after  removal  showed  the  growth  to  be  "com- 
mencing adenocarcinoma."     In  his  report  on  the  specimen  the 
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Fig.  2. — Duct  cancer  with  inflammation.      (Case  II,  Mrs.  L.;   1/5  obj.  Rhamy.) 
Note  the  cancer  areas  surrounded  by  inflammatory  products. 


pathologist   (Dr.   Rhamy)   further  remarked  that  it  looked  as 
though  "  it  might  have  been  formerly  a  canalicular  adenofibroma" 

(Fig-  3).  . 

In  a  paper  published  when  this  paper  was  nearly   finished 

Bloodgood,  speaking  of  bone  sarcoma,  says: 

"Many  investigators,  both  clinical  and  experimental,  have 
been  interested  the  last  few  years  in  the  possibility  of  a  pre- 
cancerous lesion;  by  this  is  meant  a  visible,  palpable  lesion  of  a 
benign  nature,  either  a  benign  tumor  or  an  inflammatory  focus. 
In  this  benign  lesion,  experience  teaches,  there  is  a  possibility 
of  a  malignant  degeneration.  Apparently  all  agree  that  cancer 
usually  begins  in  such  a  lesion,  rarely,  if  ever,  in  normal  epidermis 
or  mucous  membrane.     In  most  instances  the  benign  lesion  is 
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recognizable  and  always  easily  removed.  Why  not,  therefore, 
be  on  the  lookout  for  such  lesions?  If  these  were  removed, 
might  we  not  expect  a  great  decrease  in  the  number  of  cancers 
of  the  skin  and  mucous  membrane?" 

What  Bloodgood  says  of  bone  is  equally  true  of  all  other  tissues 
and  organs  of  the  body,  including  the  breast. 

I  want  to  emphasize  the  fact,  however,  that  in  case  of  the 
breast  the  lesion  is  not  always  palpable.  (Cases  II  and  III 
reported  above.) 

Tumor  formation  is  a  late  manifestation  of  cancer,  albeit  in 
many  situations  the  earliest  that  can  be  appreciated.     In  the 


Fig.  3.- — (Case  V,  Miss  B.;  1/5  obj.  Rhamy.)  Duct  cancer  with  chronic  in- 
flammatory connective  tissue  hyperplasia.  Note  the  cancer  cells  filling  and  dilat- 
ing a  duct  in  the  upper  central  portion  of  the  picture.  In  the  lower  t^vo-thirds  of 
the  picture  are  several  normal  ducts  surrounded  by  hyperplastic  connective  tissue. 

breast,  however,  the  first  sign  of  cancer  may  be  an  abnormal 
secretion  or  a  retraction  of  the  nipple. 

My  object  in  writing  this  paper  is  threefold:  i.  To  show  that 
benign  tumors  and  such  pathologic  changes  in  the  breast  as 
result  from  chronic  inflammation,  abnormal  involution  (fibrous 
and  "granular  hyperplasia  with  retention  cysts) ,  and  trauma,  are 
potentially  cancerous.  2.  That  actual  cancer  as  demonstrated 
by  microscopic  examinations  may  be  present  without  palpable 
tumor  formation.  3.  That  the  only  way  to  differentiate  between 
potential  cancer  and  actual  cancer  is  by  microscopic  examination. 

Granting  that  my  object  has  been  achieved  then  the  following 
conclusions  seem  inevitable: 
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1.  All  potential  cancers  require  excision. 

2.  All  demonstrable  cancers  require  radical  removal. 
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DISCUSSION. 

Dr.  Channing  W.  Barrett,  Chicago. — In  relation  to  the  sub- 
ject of  Cesarean  section  for  placenta  previa  it  might  be  well  to 
call  attention  to  some  points  in  the  histolog}''  and  pathology  of 
implantation  as  they  explain  the  reason  for  excessive  hemorrhage. 
The  Miillerian  tract  has  become  divided  by  specialization  of 
work  into  ovum-carriyng  portions — the  tube,  cervix  and  vagina, 
and  the  ovum-developing  portion,  the  uterus.  When  the  ovum 
becomes  attached  to  the  tube  or  cervix  it  finds  these  tissues  ill 
prepared  to  resist  the  destructive  and  corroding  action  of  the 
trophoblastic  cells  of  the  embryo  and  these  tissues  are  invaded 
so  that  in  case  of  placenta  previa  we  are  dealing  not  only  with 
early  Separation  but  with  difficult  and  destructive  separation. 
Cervical  tissue  tears  instead  of  dilates  and  hemorrhage  is  profuse. 
Not  only  must  we  consider  the  amount  of  separation  and  the 
degree  of  laceration,  but  we  must  count  the  element  of  time 
important.  Dr.  Schwarz  takes  the  extreme  ground  that  no 
case  of  placenta  previa  per  se  should  receive  Cesarean  section, 
but  cases  are  seen  in  which  a  labor  prolonged  by  a  rigid  cervix, 
undilated  soft  parts,  or  a  slightly  contracted  bony  pelvis  would 
introduce  an  element  of  danger  not  encountered  in  cases  in  which 
deliver)^  could  be  accomplished  rapidly  and  easily.  Any  or  all 
of  these  difficulties  mJght  be  overcome  by  a  prolonged  labor,  but 
a  labor  of  this  kind  would  mean  possible  or  probable  death  be- 
cause of  the  placenta  previa  and  therefore  Cesarean  section 
might  be  chosen.  I  believe,  however,  that  Cesarean  section  for 
placenta  previa  is  likely  to  be  overdone  in  the  hands  of  the  sur- 
gically trained  man.  I  believe  that  if  more  of  these  cases  fell 
into  the  hands  of  men  obstetrically  as  well  as  surgically  trained, 
fewer  of  them  would  be  dealt  with  by  Cesarean  section  and 
more  of  them  would  be  handled  successfully  through  the  natural 
route.  Yet  I  would  emphasize  that  there  seems  to  be  a  place, 
although  limited,  for  Cesarean  section  in  placenta  previa. 

I  wish  further  to  say  with  reference  to  packing  the  vagina  and 
cervix  for  control  of  hemorrhage,  that  oftentimes  packing  merely 
prevents  hemorrhage  from  coming  to  the  outer  world.  A 
hemorrhage  may  still  be  going  on  in  the  uterus.  Not  infre- 
quently placenta  previa  is  one  of  the  causes  of  premature  detach- 
ment of  the  placenta  and  in  that  case  hemorrhage  ma}^  continue 
and  the  uterus  dilate  in  spite  of  the  packing. 


1010  TRANSACTIONS    OF    THE   AMERICAN  ASSOCIATION 

Dr.  Asa  B.  Davis.  New  York. — Accouchment  force  has  been 
tried,  and  it  was  the  method  of  delivery  before  Cesarean  section 
had  reached  the  position  which  it  now  holds.  Our  experience 
with  that  method  of  delivery  has  been  that  while  the  cervix  is 
dilated,  more  often  it  is  lacerated.  We  do  not  resort  to  dilatation 
in  these  cases,  to  any  great  extent,  as  the  laceration  or  traumatism 
is  very  severe.  There  is  no  doubt  about  that  in  our  minds.  We 
start  the  laceration  before  the  child  is  delivered.  In  delivering 
the  child  in  our  experience  the  laceration  has  extended  beyond 
the  point  at  which  we  begin  to  deliver  the  child,  and  often  it  has 
extended  so  that  large  vessels  are  torn  through  or  rupture  of 
the  uterus  occurred.  In  some  instances  we  used  to  rely  upon 
packing  the  uterus  and  packing  the  lacerations.  We  can  pack 
these  women  so  that  hemorrhage  will  be  checked  for  possibly 
an  hour.  By  that  time  the  packing  has  become  wet  at  the  site 
of  the  bleeding  and  ceases  to  exert  pressure.  The  packing  is 
usually  taken  out.  The  hemorrhage  goes  through  the  packing 
that  is  already  in.  The  packing  is  taken  out  and  replaced  by  dry 
gauze.  In  a  number  of  cases,  the  patients  have  died  from 
hemorrhage  and  shock.  In  the  cases  reported  very  often  we 
find  that  the  cervix,  the  pelvic  floor  and  sphincter  are  lacerated. 
With  our  present  knowledge  we  can  enter  the  uterus  from  above 
and  make  a  clean  cut  wound.  We  know  the  dimensions  of  it. 
We  can  close  it  quickly  in  a  clean  surgical  way,  and  the  cervix 
is  left  as  it  was  before  we  began. 

As  to  the  necessity  of  the  practitioners  who  are  isolated  and 
are  distant  from  help,  I  will  say  that  the  means  of  communication 
with  small  hospitals  has  developed  to  such  an  extent  that  help 
can  be  had  in  the  majority  of  cases,  and  I  believe  very  thoroughly 
in  cases  where  we  have  to  deliver  rapidly  that  Cesarean  section 
is  the  preferable  operation,  and  that  abdominal  Cesarean  section 
has  a  decided  advantage  over  the  vaginal  operation.  Through 
the  vagina  we  can  deliver  the  child  quickly,  but  it  is  another  mat- 
ter, as  I  have  experienced,  to  close  the  wound  and  secure  good 
coaptation.  In  subsequent  deliveries  if  we  resort  to  vaginal 
Cesarean  section,  those  old  scars  are  very  much  more  apt  to  tear. 

Dr.  Channing  W.  Barrett,  Chicago. — With  reference  to  the 
question  of  colpotomy  as  a  means  of  diagnosis  of  extrauterine 
pregnancy,  I  must  admit  that  I  recognize  the  difficulty  that  we 
may  occasionally  encounter  in  making  a  diagnosis  when  there  is 
no  hematoma  present  nor  any  considerable  enlargement  of  the 
tube,  but  we  should  be  very  cautious  in  making  a  colpotomy  for 
diagnosis.  There  are  cases  on  record  in  which  patients  have  died 
suddenly  from  hemorrhage  excited  or  permitted  by  vaginal 
exploration.  If  this  method  is  chosen  for  diagnosis  the  patient 
should  always  be  ready  for  immediate  celiotomy.  We  should  be 
very  careful  to  teach  men  that  vaginal  puncture  is  not  a  safe 
means  of  diagnosing  extrauterine  pregnancy  outside  the  hospital 
or  without  the  above  preparations. 

I  cannot  look  favorably  upon  vaginal  celiotomy  as  a  means  of 
reaching  and  removing  extrauterine  pregnancy. 
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I  have  made  the  mistake  of  operating  upon  one  case  for  sup- 
posed extrauterine  pregnancy  and  found  an  intrauterine. 
Briefly  a  number  of  diagnoses  had  been  made.  I  saw  her  outside 
the  city  and  without  opportunity  for  further  observation  which, 
in  doubtful  cases,  is  a  great  misfortune.  Extrauterine  pregnancy 
of  three  and  one-half  months  was  diagnosed.  The  uterus 
seemed  to  be  felt  running  up  from  the  vagina  the  normal  distance 
and  separate  from  the  mass;  the  normal  expansion  was  observed 
in  this  supposed  uterus.  Celiotomy  discovered  a  normal  preg- 
nancy but  a  ver\'  long  expanding  cervix  with  a  pendulous  uterus. 
Unusual  outlines  were  presented  by  the  presence  of  twins,  this 
being  the  third  pair  of  twins  of  this  mother.  She  went  to  term 
without  further  incident. 

Dr.  William  Seaman  Bainbridge,  of  New  York  City,  said  the 
"dead  house"  or  the  cancer  hospital  is  the  place  to  study  the 
end  results  of  the  treatment  of  cancer  of  the  breast.  During  the 
past  nine  years  he  had  seen  hundreds  of  cases,  many  of  which 
had  been  variously  diagnosed  and  variously  treated  before  com- 
ing to  the  cancer  hospital  for  operation.  Fortunately,  many 
cases  are  seen  earl}-;  many  more,  however,  are  seen  when  it  is  too 
late  for  more  than  palliative  surgical  intervention. 

Inasmuch  as  everj^  cancer  begins  as  a  benign  growth,  or  has 
its  origin  in  some  general  or  localized  metabolic  abnormality,  too 
much  emphasis  could  not  be  placed  upon  the  early  removal  of 
"lumps"  and  "bumps,"  and  upon  the  correction  of  all  errors  of 
metabolism.  It  cannot  be  predicted  how  soon  a  benign  tumor 
may  become  malignant.  Retraction  of  the  nipple  and  secretion 
are  not  necessary-  accompaniments  of  malignant  neoplasms  of 
the  breast.  He  had  seen  many  cases  of  undoubted  cancer  of 
the  breast,  as  witnessed  by  subsequent  microscopic  examination 
as  well  as  by  clinical  symptoms,  in  which  there  was  no  retraction 
of  the  nipple,  and  no  secretion.  Too  much  emphasis,  however, 
must  not  be  laid  upon  microscopic  examination,  for  some  cases 
ma}^  be  said  to  be  clinically  malignant  and  seemingly  pathologi- 
cally benign.  The  converse  may  also  be  true.  A  negative  report 
may  be  of  little  value.  If  one  could  depend  upon  the  examination 
of  a  half  dozen  or  even  a  dozen  slides  in  making  a  diagnosis  it 
would  be  very  well ;  unfortunately,  however,  it  is  sometimes  neces- 
sary to  study  many  more  slides  before  one  can  definitely  deter- 
mine by  this  means  whether  a  neoplasm  in  its  early  stage  is 
malignant  or  not.  It  sometimes  occurs  that  a  surgeon,  upon 
clinical  evidence,  removes  a  breast,  has  the  pathologist  report 
"no  malignancy,"  demands  further  examination,  and  later  re- 
ceives a  final  verdict  of  "active  malignancy."  The  speaker  has 
had  repeated  experience  of  this  kind.  In  a  few  instances,  some 
years  ago,  he  had  been  guided  by  the  negative  microscopic  rather 
than  by  the  clinical  picture,  leaving  a  tumor  pronounced  be  nign 
by  the  pathologist,  only  to  see  the  patient  die,  within  a  few 
months,  of  general  carcinosis.  The  cancer  should  be  cut  out 
— not  cut  into — if  a  cure  is  to  be  expected.     In  this  connection 
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the  speaker  referred  to  the  statement  made  by  Czerny  at  a  recent 
International  Congress,  to  the  effect  that  it  might  be  different 
for  others,  but  for  him  to  cut  into  a  cancer,  without  immediately 
removing  it,  hoping  to  cure  the  patient,  violates  the  dictates  of 
his  own  conscience. 


SOME  OBSERVATIONS  ON  ECTOPIC  GESTATION  WITH 

REPORT  OF  EARLIEST  RECORDED  TUBAL 

OVUM.i 

BY 
SAMUEL  W.  BANDLER,  M.  D., 

New  York  City. 
(With  Seven  Illustrations). 

A  YEAR  ago  a  hospital  case  was  under  my  observation  for 
several  days.  From  the  history,  one  of  the  conditions  which 
had  to  be  considered  in  the  differential  diagnosis  was  ectopic 
gestation.  Examination  showed  some  enlargement  but  no 
sensitiveness  of  the  tube.  There  was  so  little  that  was  character- 
istic of  tubal  pregnancy  that  no  definite  diagnosis  was  made. 
This  patient,  as  is  the  case  with  many  patients  with  this  history, 
was  kept  under  observation  for  ten  days  to  two  weeks,  and  was 
examined  on  at  least  two  subsequent  occasions.  The  mass 
seemed  smaller  on  each  examination.  The  patient  seemingly 
improved;  a  diagnosis  of  slight  tubal  inflammation  was  considered 
justifiable.  The  patient  was  allowed  to  leave  the  hospital. 
She  came  back  after  an  interval  of  two  weeks  and  was  operated 
upon  for  internal  hemorrhage  due  to  the  previously  unrecognized 
(not  diagnosed)  tubal  gestation.  I  made  up  my  mind  that  an 
occurrence  of  this  sort  should  never  happen  to  me  again;  that 
in  every  doubtful  and  suspicious  case,  instead  of  waiting  and 
watching  for  several  days  for  further  symptoms  to  manifest 
themselves,  I  would  make  a  vaginal  incision  and  learn  whether 
any  blood  was  present  in  the  peritoneal  cavit}^  or  better  still, 
see  with  my  o^vn  eyes  the  exact  condition  of  the  tubes.  In 
many  of  such  cases  kept  under  observation,  further  internal 
bleedings  of  a  greater  or  less  degree  make  the  diagnosis  definite 
by  producing  or  organizing  an  hematocele  or  by  producing  a 
hemorrhage  of  such  an  active  nature  that  constitutional  symp- 
toms result.     The  s}Tnptoms  of  hemorrhage  vary  with  the  indi- 

*  Read  before  the  Twenty-fifth  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  G}'necoIogists  at  Toledo,  Ohio,  September  17-19,  1912. 
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vidual.  The  sigiis  of  shock  are  not  always  in  proportion  to  the 
amount  of  blood  in  the  abdomen  and  not  always  in  proportion 
to  the  rapidity  of  the  hemorrhage.  I  recall  a  case  where  the 
patient's  previous  history  and  local  findings  made  the  presence 
of  an  ectopic  gestation  certain,  yet  I  had  the  greatest  difficulty 
in  persuading  the  physician  to  permit  me  to  take  the  patient  to 
the  hospital  for  observation.  On  reaching  the  hospital  her  color, 
and  not  her  general  condition,  warranted  an  immediate  opera- 
tion; yet  her  pulse  was  only  80,  and  true  to  the  promise  that  I 
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FiG-  I. — Represents  the  half  nearer  the  fimbriated  end  =  o«e  lumen. 


had  previously  given,  I  made  a  vaginal  incision  first  to  make 
sure  of  the  diagnosis.  The  blood  flowed  out  so  rapidly  from  the 
incision  into  the  peritoneum  that  1  could  not  have  finished  the 
operation  per  vaginam  had  I  been  so  minded  which  I  was  not. 
A  pulse  of  80  with  plenty  of  fresh  blood  and  plenty  of  active 
bleeding  going  on  in  the  abdomen  is  by  no  means  rare. 

An  operation  is  often  performed  on  the  principle  that,  whether 
the  patient  be  suffering  from  an  ectopic  gestation  or  an  inflamed 
or  diseased  tube  and  ovary,  operation  is  at  any  rate  justifiable. 
This  may  be  perfectly  justifiable  when  bimanual  examination 
shows  something  tangible,  yet  in  many  cases  only  the  history 
and  not  constitutional  signs  point  in  the  direction  of  ectopic 
gestation  and  the  history  so  often  creates  the  thought  of  incom- 
plete abortion.  In  principle  and  from  a  scientific  standpoint 
this  is  wrong,  especially  when  we  have  at  oiu-  command  a  method 
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SO  simple  as  colpoceliotomy,  a  method  which  assures  us  of  a 
definite  diagnosis,  a  method  which  in  many  instances  allows  us 
to  readily  and  safely  complete  the  operation  at  the  same  time. 
An  abdominal  laparotomy  is  often  refused  as  the  hospital  patient, 
especially,  expects  only  a  cureting  for  incomplete  abortion  and 
will  not  consent  to  operation  unless  or  until  the  condition 
becomes  very  severe  and  the  indications  demand  it  urgently. 

In  doubtful  cases  error  may  be  avoided  and  days  and  weeks 
of  observation  may  be  spared  and  a  sure,  definite  diagnosis  of 
the  condition  of  the  tubes  and  of  the  uterus  may  be  obtained  by 
the  simple  procedure  of  a  posterior  or  anterior  colpoceliotomy, 
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Fig. 


-Shows  the  almost  extreme  outer  end  of  the  ovum  in  relation  to 
two  tubal  tufts. 


preferably  the  latter.  The  uterus  is  first  examined  with  the 
sound,  it  may  be  cureted;  the  amount  and  character  of  the 
scrapings  may  be  noted;  examination  of  the  adnexa  may  be 
made  under  the  most  favorable  opportunity  by  delicate  bimanual 
touch,  and  then  the  peritoneum  is  exposed  or  the  peritoneal 
cavity  is  entered,  preferably  by  the  anterior  vaginal  route,  and 
in  this  way  the  uterus,  tubes  and  ovaries  ma}'  be  brought  into 
view. 

In  multiparae  it  takes  at  most  tliree  to  five  minutes  to  reach 
and  enter  the  peritoneal  cavity  per  vaginam,  and  in  a  large 
number  of .  instances,  if  one  is  doing  the  operation  simply  for 
diagnosis  and  wishes  to  complete  it  abdominally,  the  procedure 
takes  even  less  time,  for  it  is  not  always  necessary  to  open  the 
peritoneum  if  ectopic  gestation  be  present.     In  the  vast  majority 
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of  instances,  I  believe,  save  in  a  few  extremely  early  cases,  as 
soon  as  the  bladder  is  separated  and  the  vesicouterine  fold  of  the 
peritoneum  is  exposed  one  gets  the  dark  blue  shimmer  of  blood, 
the  same  discoloration  that  one  finds  in  an  abdominal  operation 
when  there  is  a  large  amount  of  fresh  or  collected  blood  in  the 
peritoneal  cavity. 

There  are  two  methods  of  incision  for  purposes  of  diagnosis ; 
one  is  the  transverse,  with  a  blunt  dissection  of  the  bladder  from 
the  anterior  wall  of  the  cervix,  after  which  a  narrow  retractor 
is  introduced  underneath  the  bladder  and  the  vesicouterine  fold 
of  peritoneum  comes  into  view.     This  method  is  quite  sufficient 


Fig.  3  — Represents  the  half  nearer  the  uterine  end  =  t-u'0  litmena  separated  by  a 
complete  muscular  septum. 


in  women  who  have  had  one  or  more  children  for  in  such  cases 
the  uterus  is  fairly  large  and  the  cervix  wide,  the  mucosa  is  thick 
and  quite  an  extensive  area  of  the  vesicouterine  fold  of  peritoneum 
can  be  brought  into  view.  In  women  who  have  had  no  children, 
the  cervix,  with  few  exceptions,  is  narrow,  the  vaginal  mucosa  is 
thin,  the  separation  of  the  bladder  from  the  anterior  wall  of  the 
cervix  and  uterus  is  not  so  easy,  and  the  retractor  introduced 
underneath  the  bladder  exposes  the  vesicouterine  fold  of  per- 
itoneum less  distinctly  and  to  a  lesser  extent  than  in  the  multi- 
para. In  these  cases,  and  of  course  also  in  some  of  the  multi- 
parous  cases,  a  longitudinal  incision  is  added  to  the  transverse; 
the  bladder  separated  from  the  anterior  wall  of  the  vagina  as 
well  as  from  the  anterior  wall  of  the  cervix  and  uterus,  and  in 
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this  fashion  in  practically  every  case  the  vesicouterine  fold  of 
peritoneum  is  readily  exposed. 

The  value  of  these  anterior  incisions  lies  in  the  fact  that  we 
are  enabled,  when  desired,  to  open  the  peritoneum,  to  enter  the 
peritoneal  cavit}',  to  make  a  digital  intraperitoneal  examination, 
to  bring  the  uterus  and  adnexa  into  the  vagina  and  to  perform 
the  operation  at  the  same  time  if  all  conditions  are  favorable. 
By  favorable  conditions  we  mean  the  absence  of  rapid  fresh 
bleeding.  When  only  dark  thick  clotted  blood  or  clots  are 
present,  there  is  little  difficulty  in  bringing  the  uterus  into  the 
vagina  and  exposing  the  tube  by  digital  touch.  The  size  of 
the  tube  is  ascertained,  and  adhesions  of  the  tube  to  the  hem- 


Fig.  4. — Shows  the  smaller  lumen  increasing  in  diameter  while  the  one  containing 
the  ovum  is  becoming  smaller. 

atocele  or  to  surrounding  structures  are  readily  loosened,  and 
in  this  manner  the  tube  is  readily  brought  into  view.  If  the 
size  of  the  tube  is  great,  if  the  tube  is  quite  long,  if  the  meso- 
salpinx is  very  friable,  if  the  lig.  infundibulo-pelvicum  is  short, 
attempts  at  vaginal  removal  must  not  be  carried  ftirther.  At 
any  rate  the  whole  procedure  up  to  the  point  of  determining 
whether  the  vaginal  operation  is  feasible,  takes  at  the  most  five 
to  eight  minutes.  As  stated  before,  if  the  anterior  or  vesico- 
uterine culdesac  is  simply  exposed  or  if  a  slight  opening  is  made 
in  it  for  diagnostic  purposes,  the  whole  procedtire  takes  less 
than  from  three  to  five  minutes. 

In  twenty  cases  of  ectopic  gestation  since  the  first  of  last 
October,   I  made  use  of  this  procedure  seven  times,  using  the 
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anterior  route  six  times  and  the  posterior  route  once.  The 
operation  was  completed  vaginally  four  times. 

Five  times  I  have  made  the  anterior  incision  and  found  no 
ectopic  gestation,  the  conditions  then  being  tuboovarian,  the 
ovarian  element  probably  producing  the  alteration  in  menstrua- 
tion, or  incomplete  abortion. 

The  first  case  had  been  operated  upon  by  me  seven  months 
previously  for  a  typical  ectopic  gestation,  the  right  adnexa 
having  been  removed.  The  left  side  showed  a  chronic  salpingitis 
and  was  just  the  kind  of  a  tube  that  Vv'ould  lend  itself  readily 
as  a  nest  for  an  ectopic  gestation.  The  patient  and  her  husband 
were  warned  that  conception  should  be  avoided,  for  two  years 
but  seven  months  after  the  first  operation  the  patient  missed  a 
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Fig.  5. — The  ovum  is  now  represented  by  a   clump  of  decidual  and  trophoblast 
cells  embedded  in  the  hypertrophied  ridge  of  the  musculature. 

menstrual  period  and  began  to  stain  and  have  attacks  of  cramp- 
like pain  in  the  left  side.  A  diagnosis  of  ectopic  gestation  was 
made  and  an  anterior  vaginal  celiotomy  was  performed.  As  soon 
as  the  vesicouterine  fold  of  peritoneum  was  reached,  a  distinct 
bluish  discoloration  was  noted,  showing  that  free  blood  or  clots 
were  present  in  the  peritoneal  cavity.  The  peritoneal  fold  was 
incised,  the  uterus  drawn  into  the  vagina,  and  an  ectopic  gesta- 
tion was  found  in  the  left  tube  which  was  readily  delivered  into 
the  vagina  and  removed  without  difficulty.  The  patient  made  a 
smooth  convalescence.  Two  cases  had  both  been  diagnosed, 
before  coming  under  my  observation,  as  incomplete  abortions. 
Owing  to  a  retroflexed  uterus  held  in  that  position  by  a  gravid 
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adherent  tube  in  one  case  and  to  the  fact  that  only  an  indefinite 
mass  could  be  made  out  in  the  other  case,  and  that  while  ectopic 
gestation  was  suspected,  a  differential  diagnosis  could  not  posi- 
tively be  made,  a  vaginal  celiotomy  was  done  in  both  these  cases. 
The  fourth  case  had  a  menstrual  period  fifteen  weeks  after  her 
last  labor;  she  then  spotted  occasionally  until  three  weeks  be- 
fore operation  when  she  had  a  normal  period  lasting  seven  days. 
She  went  clean  for  two  days  and  then  began  to  spot  again;  had 
abdominal  cramps  eight  days  ago  lasting  a  day;  more  cramps 
four  days  ago  and  again  two  days  ago.     There  was  considerable 


Fig.  6. — The  two  lumena  now  begin  to  communicate.     The  septum  is  channelled 

across  at  one  wall. 


distention  of  the  abdomen.  This  tube  at  the  location  of  the 
ovum  was  of  a  diameter  scarcely  larger  than  that  of  a  large  bean. 

Another  case  gave  a  rather  typical  history  but  her  phj'-sician 
absolutely  refused  to  countenance  the  possibility  of  an  ectopic 
gestation,  and,  as  stated  elsewhere  in  this  paper,  I  made  a 
vaginal  incision  to  prove  to  him  that  the  diagnosis  was  correct. 
In  all  these  cases  as  soon  as  the  vesicouterine  fold  was  reached  by 
the  T-shaped  incision  a  deep  bluish  discoloration  was  observed 
the  same  as  one  sees  before  opening  the  abdominal  peritoneum, 
with  free  blood  in  the  peritoneal  cavity. 

The  sixth  case  was  begun  vaginally,  tube' was  delivered  and 
could  easily  have  been  removed  but  a  sponge  holder  was  accident- 
tally  opened  and  a  small  sponge  was  left  in  the  culdesac.  I  was 
unable  to  reach  it  and  therefore  closed  the  vaginal  incision  and 
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removed  the  ectopic  gestation  as  well  as  the  sponge  through  the 
abdominal  route. 

In  one  case  the  hematocele  was  so  firm  and  hard,  situated  in  the 
culdesac  of  Douglas,  that  this  fact  plus  the  temperature  made  her 
physician  diagnose  posterior  parametritis.  An  incision  into  the 
large  mass  made  with  sharp-pointed  scissors  showed  that  we  were 
dealmg  with  an  hematocele.  I  have  never  advised  the  removal 
of  an  ectopic  gestation  through  the  posterior  vaginal  incision, 
especially  with  a  large  hematocele.  This  case  was  completed 
abdominally. 

Let  us  turn  our  attention  for  a  few  moments  to  the  question  of 
ectopic  gestation   and   its  etiology.     For  the  production  of  an 


Fig.  7. — Shows  a  section  of  the  tube  just  outside  the  ovular  attachment  and  nearer 
the  uterus  with  onlv  one  lumen. 


ectopic  gestation  it  is  necessary  that  some  obstacle  either  on  the 
part  of  the  ovum  or  in  the  path  through  which  it  travels  prevents 
its  complete  passage  through  the  entire  tube,  and  results  in  its 
location  at  some  intermediate  area  where  its  subsequent  develop- 
ment realizes  the  condition  known  as  ectopic  gestation.  In  the 
case  which  I  report  to-day  the  obstacle  was  a  congenital  spur 
associated  with  a  blind  accessory  lumen. 

By  some  it  is  claimed  that  the  ovum,  through  external  migra- 
tion or  some  other  delay  after  impregnation,  becomes  too  large 
to  pass  readily  through  the  tube. 

This  explanation  might  possibly  hold  good  in  a  certain  number 
of  cases,  but  it  does  not  ring  true,  nor  does  it  seem  probable.  It 
does  seem  reasonable,  however,  that  because  of  some  congenital 
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or  acquired  abnormality  within  the  tubal  lumen,  especially  at  its 
more  narrow  confines,  an  obstacle  to  the  further  passage  of  the 
ovum  is  presented,  and  that  this  obstacle,  whether  it  be  a  con- 
genital stricture  or  a  twisting  of  the  tube,  or  a  narrowing  of  the 
canal  due  to  edema  for  inflammation,  or  to  union  of  the  tips  of 
the  tubal  mucosa,  or  to  interference  with  the  activity  of  the 
ciliated  epithelium,  is  sufficient  to  produce  what  is  kno^^^l  as 
ectopic  or  tubal  gestation.  In  a  large  proportion  of  cases  of 
tubal  gestation  the  other  tube  is  found  to  be  affected  or  involved 
by  inflammatory  changes,  and  so  frequent  is  this  finding  that  it 
seems  as  if  we  must  accept  inflammatory  changes  as  the  most 
frequent  cause  of  obstacles  to  the  untrammeled  progress  of  the 
ovum.  Therefore,  when  a  pregnancy  does  occur  in  a  tube, 
it  occurs  there  before  the  outer  end  is  inflamed  and  the 
lumen  narrowed;  or  else  pregnancy  occurs  at  a  later  period  in 
a  tube  whose  outer  and  inner  areas  were  involved,  but  the  outer 
end,  having  healed  and  become  normal,  takes  up  the  ovum 
while  the  inner  area,  still  retaining  a  narrowed  lumen,  furnishes 
the  obstacle  to  further  passage. 

In  this  way  we  may  understand  the  occurrence  of  an  ectopic 
gestation  very  shortly  after  marriage,  or  long  after  a  previous 
pregnancy.  I  have  always  viewed  this  explanation  of  an  ectopic 
gestation  as  furnishing  the  keynote  in  the  way  of  understanding 
those  cases  of  primary  and  secondary  sterility  which,  in  spite  of 
the  existence  of  active  spermatozoa,  and  in  spite  of  every  medical 
and  sm-gical  treatment  of  the  cervical  or  uterine  causes  of  sterility, 
have  still  remained  sterile.  In  such  cases  the  tubes  are  closed  at 
the  outer  end  or  else  not  enough  of  the  outer  end  is  normal  to 
draw  the  ovum  into  the  tubal  lumen  even  to  the  degree  necessary 
to  the  production  of  ectopic  gestation.  If  one  of  the  tubes  heals 
completely  then  a  uterine  preg-nancy  takes  place. 

Every  case  carried  in  mind  by  the  physicians  or  recorded  in 
the  literature  where  a  patient,  not  purposely  sterile  for  years 
after  the  removal  of  the  diagnosed  cervical  and  uterine  causes  of 
sterility,  subsequently  becomes  pregnant  either  in  the  tube  or  in 
the  uterus,  is  possibly  a  proof  of  the  existence  of  tubal  involve- 
ment as  the  cause  of  that  preceding  period  of  sterility. 

Earliest  Recorded  Tubal  Ovum. — A  patient  was  admitted  to 
my  service  in  the  Beth  Israel  Hospital  who  had  been  married 
only  ten  weeks.  She  went  only  a  very  few  days  over  her  period 
and  then  began  to  bleed  and  spot  for  some  days,  accompanied 
by  cramp-like  pains  of  great  severity  in  the  right  side.     The 
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patient  was  recently  married  and  the  only  possibility  other  than 
ectopic  gestation  was  a  beginning  tubal  inflammation.  The 
patient  was  very  obese  and  the  vagina  rather  small.  It  was 
impossible  at  first  to  feel  anything  whatsoever  abnormal. 
Careful  examination,  however,  excluded  any  recent  infection; 
there  was  nothing  in  the  urethra,  nothing  in  the  ducts,  nothing 
in  the  secretion  from  the  uterus  that  could  call  attention  to  the 
existence  of  a  Neisserian  infection.  Had  the  patient  been  mar- 
ried many  months,  even  years,  with  the  same  train  of  symptoms, 
the  fact  that  no  external  evidences  of  an  infection  could  be  foimd 
would  not  have  weighed  so  heavily  in  favor  of  an  ectopic  gestation, 
for  the  reason  that  the  evidences  of  such  an  infection  might  have 
disappeared  long  ago,  and  a  possible  recrudescence  of  the  an- 
noyance or  growth,  or  the  development  of  the  fluid  in  a  tubo- 
ovarian  tumor  might  be  responsible  for  the  pain.  So  certain 
was  I  of  the  diagnosis  that  I  determined  to  perform  an  abdom- 
inal operation  and  found  only  later  that  I  was  really  dealing  with  a 
tubal  gestation,  probably  one  of  the  smallest  tubes  and  one  of  the 
earliest  cases  that  have  yet  been  reported  in  the  literatiire. 
The  bleeding  had  lasted  three  days,  associated  with  severe  cramp- 
like pains  chiefly  on  the  right  side  of  the  abdomen,  when  she 
applied  to  the  hospital. 

The  curetings  had  grossly  failed  to  show  masses  that  would 
suggest  an  early  incomplete  abortion  before  I  proceeded  with 
the  laparotomy.  No  blood,  free  or  clotted,  was  present  in  the 
abdomen.  The  right  adnexa  were  enlarged — the  tube  looked 
somewhat  purple,  the  ovary  was  enlarged  about  three  times  and 
contained  a  hemorrhagic  mass  about  the  size  of  a  walnut.  A 
few  drops  of  blood  could  be  expressed  from  the  ampulla  of  the 
tube.  This  part  of  the  tube  was  distended  but  no  nodule 
could  be  felt.  Indeed  there  was  so  little  change  in  the  tube  and 
comparatively  so  much  more  hemorrhage  into  the  ovary  that 
the  latter  seemed  the  more  likely  seat  of  the  trouble  and  the 
suggestion  of  ovarian  pregnancy  was  presented.  The  isthmical 
portion  of  the  tube,  the  portion  which  later  proved  so  interesting,  was 
so  unchanged  that  a  resection  of  the  tube  and  ovary  was  done  external 
to  it.  In  x-iew  of  the  suspected  ovarian  pregnancy  it  was  deemed 
essential  for  the  complete  study  to  resect  also,  the  remaining 
portion  of  the  tube  which  was  done.  It  became  clear  at  the 
operation  that  the  diagnosis  of  ectopic  gestation  was  based  partly 
upon  the  palpation  of  the  enlarged  ovary  and  its  hemorrhagic 
corpus  luteujn  and  that  the  tube  was  absolutely  not  palpable. 
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The  subsequent  examination  of  the  specimen  showed  Ukewise 
how  impossible  it  would  have  been  to  palpate  the  ectopic  ovum. 

The  following  description  is  to  be  credited  to  Dr.  Eli  Mos- 
chovitz  and  Dr.  I.  C.  Rubino,  respectively,  pathologist  and 
adjunct  gynecologist  to  the  B.  I.  Hospital. 

Macroscopically.— The  isthmical  end  of  the  tube  is  thinner 
than  a  lead  pencil  and  presents  nothing  abnormal.  On  palpa- 
tion of  the  tube  there  is  a  sensation  of  a  rather  firm  nodule  of  the 
size  of  a  small  pea  at  about  the  center,  over  which  the  tube  wall 
seems  to  roll.  Section  was  m.ade  through  its  center.  This 
showed  a  firmly  organized  coagulum  on  one  side  of  which  was  a 
semilunar  cleft  which  was  assumed  to  be  tubal  lumxcn.  The 
coagulum  was  attached  firmly  to  the  wall  on  the  side  opposite 
the  mesosalpinx.  Each  side  of  the  coagulum,  including  small 
portions  of  the  tube,  was  blocked  and  cut  serially.  Unfortunately, 
a  small  number  of  sections  were  thus  lost  in  the  median  part  of  the 
specimen,  but  as  further  study  showed,  these  were  unimportant. 
The  sections  were  rmiformly  stained  by  the  hematoxylin-eosin 

method. 

Situation.— The  ovum  is  circular  in  outline  and  is  attached 
to  the  superior  wall  of  the  Fallopian  tube  opposite  the  attach- 
ment of  the  mesosalpinx.  It  occupies  about  one-half  of  the  tube 
lumen  and  is  attached  to  about  one-third  of  the  circumference  of 
the  tube.  The  tube  is  apparently  not  enlarged  and  would 
correspond  in  size  to  an  average  tube  at  this  point. 

The  embryo  as  such  cannot  be  distinguished.  It  is  represented 
in  this  specimen  by  trophoderm.  This  consists  of  two  chief  parts, 
a  superior  and  inferior,  which  extend  along  the  entire  ovular 
attachment  but  occupy  only  about  one-fifth  of  the  circumference 
of  the  coagulum. 

Decidua  as  such  is  not  seen. 

Size.— By  actual  measurement  the  tube  is  5.5X6  millimetres. 
The  entire  ovum  measures  at  its  greatest  diameter  3.75X3-5X2 
millimetres.  The  uterine  half  of  the  tube  containing  the  ovum 
measures  5.5  millimetres  in  its  vertical  axis  by  5  milUmetres  in 
its  transverse  axis. 

The  average  normal  tube  corresponding  to  the  point  of  nida- 
tion of  the  ovum  in  my  own  specimen,  according  to  Poirier, 
Charpey,  and  Ballantyne,  measures  5-6  millimetres. 

There  is  no  leucocytic  infiltration  in  the  stroma  or  in  the 
muscular  layers  or  the  serosa. 

Followed  toward  the  uterine  end  a  small  structure  appears  in 
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the  mesosalpinx,  lined  by  what  seems  to  be  tubal  epithelium 
(Fig.  4) .  It  is  completely  separated  by  a  muscular  septum  from 
the  large  tube  enclosing  the  ovum  and  resembles,  on  account 
of  its  primitive  epithelial  lining,  the  isthmical  portion  of  the  tube 
at  a  point  very  close  to  the  uterine  insertion.  These  two  lumina 
are  separated  by  a  muscular  layer  i.i  millimetres. 

Summary. — The  specimen  shows  an  exceedingly  small  ovum 
not  sufficiently  large  to  fill  the  normally  narrow  lumen  of  the 
isthmical  portion  of  the  tube.  The  tube  at  this  point  shows 
some  anomalous  features. 

I.  A  muscular  spur  formation  is  present,  causing  a  diver- 
ticulum to  form  with  its  blind  end  buried  in  the  mesosalpinx, 
and  on  the  mesial  aspect  of  the  point  of  nidation. 

The  ovum  rests  upon  and  is  imbedded  in  a  muscular  eminence 
to  the  distal  side  of  the  muscular  spur  and  is  nowhere  in  connec- 
tion with  the  diverticulum  on  the  proximal  side.  It  projects  into 
the  lumen  of  the  tube  but  is  covered  by  tubal  epithelium.  This 
covering  is  complete  in  the  half  nearest  the  uterus  and  only 
partially  in  the  half  nearest  the  fimbria  where  it  may  be  assumed 
to  suggest  a  beginning  intracapsular  rupture. 

The  embryo  as  such  is  not  present.  It  is  represented  by 
several  large  masses  and  streaks  of  trophoderm  which  lie  near 
the  trophoblast.     There  is  as  yet  no  true  chorion  formation. 

Leucocytes  are  present  only  underneath  the  base  of  the  ovum 
between  the  loose  muscle  fibers,  and  nowhere  else  in  the  serosa, 
musculature  or  mucosa  of  the  tube.  In  view  of  the  total  ab- 
sence of  evidence  of  salpingitis  this  leucocytic  infiltration  can  be 
assumed  to  indicate  a  secondary  local  reaction  and  not  a  primary 
inflammation. 

134  V/est  Eighty-seventh  Street. 

PREGNANCY,  SIMULATING  EXTRAUTERINE  FETATION 
OR  PUS-TUBE.i 

BY 

J.  H.  CARSTENS,  M.  D., 

Detroit,  Mich. 

This  case  is  reported  to  show  how  easily  mistakes  are  made  in 
diagnosis,  even  where  the  greatest  care  is  taken  and  where  there 
has  been  large  experience. 

Miss  H.  K.,  age  twenty- three,  had  always  been  well;  never  had 
any  serious  illness  or  any  pelvic  trouble.     Her  menstruation  was 

'  Read  before  the  Twentj'-fifth  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  held  at  Toledo,  Ohio,  September  17-19,  1912. 
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normal  until  the  end  of  December,  1 9 1 1 .  At  the  end  of  January- 
she  began  to  menstruate,  but  stopped  in  a  day.  At  the  end  of 
February  she  had  pain,  a  discharge,  and  painful  urination.  This 
was  followed  by  pelvic  inflammation,  with  severe  pain  on  the 
right  side,  and  temperature  of  101.5°  F.  She  was  confined  in 
bed  for  ten  days  or  more  at  this  time. 

By  the  middle  of  March  she  recovered  sufficiently  to  be  up  and 
about,  but  still  complained  of  pain  on  the  right  side.  The  dis- 
charge had  lessened.  She  did  not  menstruate,  however,  and  was 
finally  brought  to  me. 

I  saw  her  first  on  April  the  sixth  and  got  the  above  history. 
On  thorough  investigation  I  found  a  vaginal  discharge,  which  on 
microscopic  investigation  proved  not  to  be  a  gonococcus  infection, 
as  I  had  suspected.  She  had  no  elevation  of  temperature.  On 
vaginal  examination  the  cervix  was  found  a  little  larger  than  the 
normal  size,  but  hard  like  that  of  a  virgin.  The  uterus  lay  for- 
ward and  toward  the  right,  but  apparently  united  to  a  mass  on 
the  right  side,  which  could  not  be  mapped  out  well,  on  account 
of  the  great  tenderness  and  the  fear  that  I  might  rupture  an 
ectopic  pregnancy,  which  I  suspected. 

The  breasts  were  somewhat  enlarged  and  darkened  around  the 
areolae.  I  made  up  my  mind  that  the  girl  was  suffering  from  an 
extrauterine  pregnancy,  although  as  a  result  of  the  fever  and  the 
inflammation  there  might  be  a  quiescent  pus-tube  or  a  rupture 
of  the  extrauterine  fetation  might  have  caused  the  inflammation 
and  adhesions.  On  account  of  the  comparative  hardness  of  the 
cervix,  it  could  not  be  a  normal  pregnancy,  I  therefore  made  a 
tentative  diagnosis  of  tubal  pregnancy,  a  partial  rupture  had 
caused  inflammation  and  adhesions.  I  believed  that  under 
these  circumstances  an  operation  was  indicated. 

She  went  to  Harper  Hospital  the  next  day,  and  I  operated  on 
April  eighth.  While  operating  I  called  the  attention  of  a  number 
of  physicians  (and  assistants)  who  were  present,  to  the  difficulty 
we  formerly  had  in  diagnosticating  this  condition  and  to  the 
dread  which  even  the  general  practitioner  had  when  the  peri- 
toneum was  opened.  I  also  related  the  history  of  the  case  reported 
by  Dr.  Joseph  Price,  which  was  diagnosed  as  a  tubal  pregnancy. 
Dr.  Price  told  the  husband,  a  physician,  that  he  would  cut  down 
through  the  tissues  to  the  peritoneum,  and  that  if  the  diagnosis 
was  correct,  he  could  see  the  coagulated  blood  through  the  thin 
serous  membrane;  that  it  was  quite  black  beneath. 

When  I  cut  down  to  the  peritoneum  I  found  it  very  dark,  but 
not  as  black  as  we  usually  see  in  acute  cases  of  freshly  ruptured 
tubes. 

I  attributed  this  lack  of  blackness  to  absorption,  as  the  rupture 
must  have  occurred  about  four  or  five  weeks  -before.  What  was 
my  astonishment  on  carefully  opening  the  peritoneum  to  find  a 
pregnant  uterus,  adherent  to  the  right  side  of  the  pelvis,  high  up, 
as  were  also  the  right  ovary  and  normal  tube.  The  appendix 
was  above  and  not  connected  with  the  mass. 
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The  pregnancy  must  have  been  nine  or  ten  weeks  along.  The 
adhesions  were  readily  broken  up  and  the  raw  surfaces  dusted 
with  aristol.  The  left  tube  and  ovary  were  perfectly  normal. 
The  abdominal  incision  was  closed  in  layers  in  the  usual  manner. 
The  patient  made  an  uneventful  recovery. 

This  case  shows  how  difficult  it  is  to  make  a  correct  diagnosis 
in  abdominal  troubles  and  how  easily  we  can  err. 

DISCUSSION    ON    THE    PAPERS    OF    DRS.    BANDLER    AND    CARSTENS. 

Dr.  Sylvester  J.  Goodman,  Columbus. — I  wish  to  report  a 
case  which  is  almost  like  the  one  reported  by  Dr.  Carstens. 
The  patient  is  thirty-two  years  old,  very  frail  in  appearance, 
has  two  children,  the  younger  being  six  years  of  age.  Both 
labors  were  severe  and  v;ere  forceps  deliveries.  The  patient, 
who  was  referred  to  me  by  the  attending  physician,  complained 
of  severe  pain  in  the  right  tubal  region.  She  was  almost  regular 
until  February  4,  when  she  missed  a  period,  and  was  perfectly 
dry  until  April,  when  she  menstruated  again.  On  the  twenty- 
seventh  of  April  she  ceased  to  menstruate,  complained  of  pain 
in  the  right  side,  gas  in  the  stomach,  nausea,  temperature  and 
pulse  normal.  There  is  possibly  a  gonorrheal  history  in  the 
husband.  Vaginal  examination  shows  a  tender  mass  in  tubal 
region.  The  uterus  appears  to  be  three  months  pregnant.  She 
is  tender  in  the  region  of  the  right  tube.  The  perineum  and 
cervix  are  lacerated.  There  is  a  mass  to  the  right  of  the  uterus 
about  the  size  of  an  orange  and  apparently  disconnected  except 
at  one  point.  The  diagnosis  lay  between  appendicitis  and 
ectopic  pregnancy.  I  made  a  median  incision,  went  down  to 
the  peritoneum,  and  got  a  blue  color,  and  on  opening  the  peri- 
toneum found  something  like  this  (indicating).  Diagrammatic- 
ally  we  will  suppose  that  it  came  off  here  (indicating)  and  right 
up  at  this  point  at  the  head  of  the  colon  was  an  inflamed  and 
thickened  appendix.  You  can  see  the  shape  of  the  uterus. 
Her  pain  was  due  to  a  badly  involved  appendix.  The  uterus  is 
returning  to  normal  shape  and  the  woman  is  doing  nicely. 

Dr.  Gordon  K.  Dickinson,  Jersey  City. — There  are  two 
points  in  connectonwith  diagnosis  and  treatment  that  I  desire 
to  mention.  I  am  glad  to  see  that  Dr.  Bandler  made  an  error 
of  omission  and  Dr.  Carstens  one  of  commission.  I  also  made 
an  error.  I  had  a  case  in  the  hospital  which  I  diagnosed  to  be 
"  Nothing  doing."  A  friend  in  New  York  did  the  operation  and 
got  the  credit.  I  do  not  know  of  any  one  symptom  which  is 
pathognomonic.  Reference  has  been  made  to  the  blue  peri- 
toneum and  the  presence  of  blood.  In  doing  a  colpotomy  for 
cystocele,  procidentia,  etc.,  on  a  case  which  presented  no  symp- 
toms of  tubal  distention,  I  brought  down  the  uterus,  as  I  always 
do,  and  found  there  was  a  small  enlargement,  ectopic.  There 
was  no  blood  in  the  peritoneal  cavity,  and  no  evidence  of  its 
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being  ectopic  pregnancy.  But  on  removal  and  incising  it,  I 
found  the  smallest  fetus  I  have  ever  run  across.  I  referred  it 
to  Dr.  Walsh,  of  the  New  York  Lying-in  Hospital.  There  is 
nothing  harder  to  diagnose  than  these  cases  of  pregnancy  and 
appendicitis.  These  two  diseases  bother  me  very  much,  and 
pregnancy  in  a  tube  is  harder  still.  The  treatment  should 
preferably  be  vaginal  section.  I  do  not  think  any  man  has 
any  more  right  to  explore  a  woman's  abdomen,  make  a  scar  and 
disfigure  her  than  he  has  to  do  any  other  unnecessary  operation. 
If  you  can  operate  by  the  vagina,  and  you  generally  can,  you 
should  always  do  so.  The  route  is  easy.  By  the  T-shaped 
incision  one  may  open  up  the  peritoneal  cavity,  bring  down  the 
fundus,  and  there  you  have  the  tube  unless  there  are  adhesions. 
You  can  treat  it,  remove  the  clot,  thoroughly  inspect  the  other 
tube,  and  leave  the  patient  in  a  condition  so  she  can  leave  her 
bed  more  promptly.  She  will  have  less  shock  and  quite  a  prompt 
recovery. 

Dr.  K.  Isadore  Sanes,  Pittsburg. — We  would  like  to  ask  the 
doctor  why  he  prefers  the  exploratory  anterior  incision.  Within 
the  last  six  months,  we  have  removed  two  tubal  pregnancies 
through  the  posterior  culdesac.  We  choose  the  posterior  inci- 
sion because  with  it  we  do  not  need  to  disturb  the  bladder,  and 
besides,  if  we  find  any  necessity  for  drainage,  we  can  drain 
through  the  same  incisions.  Again  if  we  have  a  case  of  ruptured 
tubal  pregnancy  that  has  been  bleeding  for  some  time,  we  cannot 
tell  whether  we  have  to  deal  with  an  infection  or  not.  By 
operating  through  the  posterior  culdesac,  we  can  easily  drain 
when  we  are  in  doubt. 

Dr.  Channing  W.  Barrett,  Chicago. — With  reference  to 
the  question  of  colpotomy  in  the  diagnosis  of  extrauterine 
pregnancy,  I  recognize  the  difficulty  we  may  have  in  making  a 
diagnosis  where  there  is  hematoma  present  or  any  considerable 
enlargement  of  the  tube,  but  we  should  be  very  cautious  in 
making  a  colpotomy  for  diagnosis.  There  are  cases  on  record 
where  women  have  died  suddenly  from  an  opening  through  the 
vagina  for  diagnosis.  If  that  method  becomes  necessary  for 
diagnosis,  the  patient  should  always  be  in  a  hospital  and  ready 
for  an  abdominal  operation  if  it  is  required  after  that  operation. 
We  should  be  very  careful  in  teaching  men,  as  a  rule,  about  the 
diagnosis  of  extrauterine  pregnane}^  in  order  to  tell  them  what 
they  shall  do  with  the  patient.  Once  in  a  while  we  may  fall 
back  on  exploration  to  know  whether  we  are  dealing  with 
extrauterine  pregnancy  or  not. 

As  regards  operating  for  extrauterine  pregnancy  and  finding 
normal  pregnancy,  I  will  briefly  relate  a  case  that  I  saw  for  the 
first  time  out  of  the  city,  and  made  a  diagnosis  of  extrauterine 
pregnancy,  continuing  about  three  and  one-half  or  four  months. 
The  uterus  seemed  to  be  felt  running  up  from  the  vagina  a 
distance  of  3  1/2  inches.  In  other  words,  one  could  feel  a 
normal  enlargement  of  the  uterus.     Having  made  this  diagnosis, 
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I  operated  and  found  that  we  had  a  normal  pregnancy  and  a 
very  long  cervax  that  could  be  felt  bimanually  through  the  abdo- 
men, that  is,  one  hand  posterior,  and  the  other  hand  anterior 
to  the  uterus.  The  condition  which  made  the  case  unusual 
was  the  presence  of  twins  in  the  uterus.  This  was  the  third 
pair  of  twins  that  woman  had  had. 

Dr.  Bandler  (closing). — I  do  not  advocate  the  vaginal 
route  as  the  usual  route  for  removing  ectopic  gestation  by  any 
means.  I  use  it  principally  for  diagnosis.  If  I  were  certain 
of  the  diagnosis,  I  would  open  the  abdomen.  It  is  only  when  I 
am  not  certain,  and  I  do  not  wish  to  tell  the  doctor  or  patient 
that  I  am  pretty  sure,  that  I  find  this  method  of  value.  If  I 
am  pretty  sure,  I  say  so  and  I  open  the  abdomen.  If  I  am  a 
little  less  than  sure,  then  I  prefer  to  go  in  through  the  vagina 
and  find  out.  The  reason  I  adopt  the  anterior  instead  of  the 
posterior  vaginal  incision  is  that  there  is  apt  to  be  a  lot  of  bleeding 
in  the  latter  route,  whether  from  the  edge  of  the  wound  or  from 
the  peritoneal  cavity.  In  the  next  place,  if  you  operate  and 
wish  to  take  out  the  tube  that  contains  an  ectopic  pregnancy, 
you  cannot  do  it  as  well  through  a  posterior  incision  as  you  can 
through  an  anterior,  because  you  cannot  get  the  organs  down 
into  view  as  well  as  through  an  anterior  incision.  Where  the 
uterus  is  anteflexed  or  anteverted,  you  can  then  especially  get 
at  it  more  easily  by  the  anterior  incision.  You  can  see  the  uterus. 
If  there  is  an  ectopic  gestation,  with  a  mass  in  the  posterior 
culdesac,  then  I  make  a  posterior  incision  for  diagnosis  but  do 
not  attempt  any  further  operation  through  the  vagina  posteriorly. 
Frankly  speaking,  I  cannot  do  it  nearly  as  well  by  the  posterior 
route  as  the  other  way,  and  I  don't  think  any  one  else  can. 

I  want  to  make  an  explanation  about  this  case  of  early  ectopic 
gestation.  The  patient  was  married  only  ten  weeks.  She 
came  into  the  hospital  with  a  historv'  that  for  three  days  she  had 
had  terrific  cramps  on  one  side.  The  histor}'  was  typical.  We 
found  a  small  mass  on  one  side.  It  occurred  shortly  after 
marriage  without  any  evidence  of  Xeisserian  infection  of  the 
ducts  or  urethritis,  or  cer\acal  discharge.  In  the  absence  of  these 
things  the  history  was  typical.  I  opened  the  abdomen,  and 
apparently  instead  of  finding  a  tubal  gestation,  I  found  a  corpus 
luteum  about  three  times  the  normal  size.  I  removed  the  ovary, 
thinking  it  might  possibly  be  an  ovarian  gestation,  having  had 
one  such  case  a  few  months  before.  I  resected  a  portion  of  the 
tube.  In  the  resected  apparently  normal  tube  was  found  this 
earliest  recorded  ovum.  Had  that  operation  been  done  vaginally 
by  means  of  a  posterior  incision  it  would  have  told  us  nothing. 
An  anterior  incision  might  have  been  of  use.  It  is  marvelous 
how  such  an  early  case  gave  typical  colicky  symptoms  due  to 
spasm  of  the  musculature  of  the  tube. 

Dr.  Carstens  (closing) — .  There  is  little  or  nothing  to  add  to 
what  I  have  already  stated  in  my  paper.  We  all  make  mis- 
takes.    A  few  years  ago  I  was  called  to  see  a  case  of  what  I 
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thought  was  typical  appendicitis.  This  woman  I  knew.  I  oper- 
ated on  her  two  years  ago,  removed  a  cirrhotic  left  ovary  and 
tube.  She  had  elevation  of  temperature,  which  gradually  in- 
creased for  two  days.  It  rose  to  102,  and  her  pulse  was  84. 
She  had  a  severe  pain  right  at  McBurney's  point,  and  it  was 
certainly  a  typical  case  of  appendicitis  I  thought.  I  operated 
for  appendicitis,  and  when  I  got  to  the  peritoneum  it  was  black, 
and  I  said  we  must  have  made  a  mistake.  When  I  opened  the 
peritoneal  cavity  blood  gushed  out.  There  was  nothing  the 
matter  with  the  appendix,  but  the  woman  had  a  tubal  pregnancy. 
I  enlarged  the  incision  and  got  out  the  right  tube.  In  appendi- 
citis we  have  elevation  of  temperature  with  a  slow  pulse,  80  to 
90,  until  the  case  has  further  advanced,  then  we  get  a  high  pulse. 
With  extrauterine  pregnancy,  we  have  a  normal  temperature 
instead  of  an  elevated  temperature,  with  a  rapidl}'  increasing 
pulse  to  no  or  130.  I  will  simply  say  on  general  principles  that 
I  have  operated  on  two  or  three  cases  of  extrauterine  pregnancy 
through  the  vagina,  but  all  things  considered,  I  do  not  believe 
we  can  do  that  kind  of  work.  I  have  seen  some  cases  operated 
on  through  the  abdomen  where  I  know  the  extrauterine  preg- 
nancy could  not  be  gotten  out  through  the  vagina.  The  least 
attack  may  endanger  the  patient's  life.  With  a  clean  cut  through 
the  abdomen  you  can  remove  the  pregnancy,  you  can  see  what 
you  are  doing  and  you  are  not  likely  to  do  the  patient  half  as 
much  injury  in  groping  around  in  the  dark  through  the  posterior 
or  anterior  culdesac,  where  you  do  not  know  what  you  do.  So 
far  as  leaving  scars  is  concerned,  you  can  by  sewing  them  up 
with  large  bayonet  needles.  But  by  bringing  the  skin  together, 
with  a  little  plaster,  you  will  not  have  any  ugly-looking  scars. 


NOTES  ON  INJURIES  OF  THE  PELVIC  FLOOR 
RESULTING  FROM  CHILD  BIRTH. ^ 

BY 

FREDERICK  BLUME,  M.  D., 

Pittsburg,  Pa. 

Patients  with  injuries  of  the  pelvic  floor  due  to  labor,  who 
have  come  under  my  observation  during  the  past  few  years,  have 
convinced  me  that  very  little  progress  during  the  past  thirty 
years  has  been  made  in  the  management  of  these  lesions  im- 
mediately after  labor  in  the  hands  of  the  general  practitioner. 
As  in  many  other  branches  of  medicine,  much  has  been  accom- 
plished in  the  development  of  the  art  and  science  of  obstetrics 
during  this  period.  Since  the  introduction  of  bichloride  of 
mercury  into  obstetrics  thirty  years  ago,  many  debatable  points 

*  Read  before  the  Twenty-fifth  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists  at  Toledo,  Ohio,  September  17-19,  191 2. 
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have  been  settled,  new  operative  procedures  have  been  devised, 
old  ones  improved,  every  effort  has  been  made  to  protect  child- 
bearing  women,  to  render  the  trying  days  of  the  lying-in  period 
as  comfortable  and  safe  as  possible,  and  to  prevent  invalidism 
following  childbirth.  But  the  favorable  results  of  the  teach- 
ings cf  modern  obstetrics,  so  evident  in  our  maternity  hospitals 
and  in  the  obstetrical  departments  of  general  hospitals,  are  not 
so  apparent  in  the  obstetrical  work  of  the  general  practtiioner. 

Various  causes  seem  to  contribute  to  render  the  practice  of 
obstetrics  more  or  less  undesirable  to  the  successful  physician. 
It  is  well  known  that  the  average  practitioner  is  very  poorly  paid 
for  his  obstetrical  services,  and  this,  in  my  opinion,  is  one  of  the 
causes  which  induce  him  to  spend  as  little  time  as  possible  with 
the  parturient  woman  and  to  give  nature  a  chance  to  do,  what  he 
thinks,  it  can  do,  or  ought  to  do.  The  view  that  child-bearing 
is  a  physiologic  process,  that  therefore  the  vast  majority  of 
deliveries  are  instances  of  normal  labor  and  rarely  need  the 
assistance  of  an  accoucheur,  is  still  held  by  many  physicians. 
Believing  that  nature  is  able  to  restore  these  organs  to  normal 
or  almost  normal  conditions  under  favorable  circumstances, 
they  do  not  consider  lacerations  of  the  pelvic  floor  an  important 
or  unfortunate  injury  and  do  not  deem  it  necessary  to  repair 
them  immediately  after  labor.  Thus  it  happens,  even  at  the 
present  time,  to  be  a  rather  common  occurrence  to  hear  a 
patient  say  that  her  physician  assured  her  she  had  been  fortunate 
to  escape  a  laceration,  or  that  she  had  but  a  very  superficial 
tear  which  does  not  amount  to  much,  while  the  examination 
shows  the  skin  perineum  to  be  almost  intact  but  a  tear  in  one  or 
both  vaginal  sulci.  Two  years  ago  I  operated  upon  a  patient 
with  a  complete  laceration,  extending  into  the  rectum,  after 
she  had  been  kept  in  bed  by  her  physician  three  weeks  with 
her  legs  tied  together  in  order  "to  give  nature  a  chance,"  as  he 
expressed  it.  Experience  of  this  kind,  and  I  could  quote  a 
number  of  similar  instances,  warrants  the  assertion  that  this 
very  important  subject  needs  and  should  be  given  our  earnest 
consideration. 

Within  the  past  few  years  I  have  noted  that  a  change  has 
taken  place  in  the  remarks  of  this  class  of  patients.  Some  of 
them,  when  giving  the  histor}'-  of  their  ailments,  are  quite 
severe  in  the  criticism  of  their  physicians  because  they  "were 
torn  so  badly,"  that  they  had  to  be  sewed,  six  or  seven  sutures 
being  required.     ]\Iy  explanation  to  such  patients  that  perineal 


1030  TR.4NSACTI0NS    OF   THE  AMERICAN  ASSOCIATION 

lacerations   are  unavoidable  and  that  the  repair  in  her   case 
proved  her  physician  to  be  a  careful  and  conscientious  obstetri- 
cian   was  almost  always  met  with  the  assurance  that  some  of 
her  'friends,   recently  delivered  by   other  medical   attendants, 
needed  only  one  or  two  sutures.     This  new  method  of  estimatmg 
the  efficiency  of  the  obstetrician  according  to  the  number  ol 
sutures  which  he  uses  in  the  repair  of  the  perineum  is  at  first 
sicht  rather  amusing.     On  closer  consideration,  however,  we  find 
that  something  has  been  gained,  something  of  importance  to  the 
child-bearing  woman  as  well  as  to  the  obstetrician.     The  knowl- 
edge  that   some  sutures  are  required  to  repair  ^juries  of  the 
pefvic  floor,  that  the  number  of  sutures  varies  with  different 
patients  and  with  different  physicians,  has  set  women  to  thinking. 
Discussing  this  subject  with  friends  they  find  how  little  they 
know  about  those  organs  and  the  functions  of  those  organs  which 
are   of  such  importance  to  them  the  greater  part  of  their  ives. 
The  desire  to  obtain  further  information  is  aroused  and,  with  in- 
creased knowledge,  they  very  soon  will  modify  the  opmion  about 
their  medical  attendant  and  be  less  offensive,  less  unjust  m 

their  criticism.  .    ^-         r  ^-u^ 

The  various  methods  recommended  for  the  protection  of  the 
perineum  during  the  passage  of  the  head  through  the  vulvar 
orifice  are  well  known  and  do  not  need  further  discussion  here. 
While  some  authors  are  enthusiastic  in  their  advocacy,  others 
ascribe  their  success  to  the  expansibility  and  elasticity  of  the 
soft  structures.     This  difference  of  opinion  as  to  the  value  of 
such  methods  is  well  founded.     It  certainly  is  assuming  a  great 
deal  to  expect  that  the  vaginal  outlet,  which  m  the  married 
nullipara  barely  admits  the  introduction  of  two  fingers,  should 
at  the  delivery  of  the  child  dilate  to  such  an  extent  as  to  permit 
the  passage  of  the  head  without  some  laceration.     The  asser- 
tion,   therefore,    is   justifiable,    that   lacerations    of   the    pelvic 
floor  are  unavoidable  under  certain  circumstances  m  a  large 
percentage  of  the  cases  in  spite  of  all  prophylactic  measures. 
While  this  is  well  kno^vn  by  the  medical  profession  the  public 
looks  at  it  in  a  different  way.     Women,  even  those  of  the  higher 
walks  of  life,  do  not  believe  that  a  laceration  of  these  parts  is 
unavoidable  in  a  large  percentage  of  the  cases.     They  blame 
the  obstetrician  and  insist  that  the  injury  is  due  to  his  ignorance 
and  carelessness.     On  the  other  hand,  the  physicians  are  well 
aware  of  this  prejudice  and  therefore  hesitate   to  admit  the 
laceration,  or  try  to  minimize  it  by  tellmg  the  patient  that 
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only  one  or  two  sutures  are  required.  This,  I  think,  is  the  cause 
why  we  gynecologists,  even  at  the  present  time,  see  so  many 
women  with  perineal  and  vaginal  tears,  which  should  have  been 
repaired  immediately  after  labor  and  why  this  class  of  patients 
still  furnishes  a  large  percentage  of  our  operative  cases.  The 
diagnosis  of  this  condition  being  so  easy  and  the  serious  con- 
sequences so  well  understood,  there  is  no  reason  why  the  obstet- 
rician should  hesitate  to  admit  the  tear  other  than  the  fear  of 
being  blamed  for  something  unavoidable  under  certain  circum- 
stances, which  the  woman  however,  considers  an  accident,  and 
avoidable  by  ordinary  care. 

It  is  worthy  of  note  that  in  this  era  of  preventive  medicine 
the  child-bearing  woman  seems  to  have  been  overlooked  by 
the  general  practitioner.  The  repair  of  the  injuries  of  child- 
birth immediately  or  shortly  after  labor,  as  done  in  the  daily 
routine  work  in  maternity  hospitals,  is  the  only  efficient  method 
of  preventing  serious  disability  so  often  following  labor.  Nature's 
method  of  repairing  lacerations,  even  superficial  ones  involving 
the  fourchet,  is  accomplished  by  granulation  and  therefore  not 
successful.  Primary  union  can  be  obtained  only  by  the  opera- 
tion, the  value  of  which  as  a  prophylactic  measure  is  not  and 
cannot  be  disputed.  This  view  seems  to  be  almost  universally 
accepted  and,  on  careful  observation,  it  must  be  admitted  that 
some  progress  has  been  made  in  the  management  of  these  lesions 
by  the  general  practitioner,  but  this  progress  has  been  very 
slow.  Thus  the  question  presents  itself, — how  can  we  improve 
this  unsatisfactory  condition? 

In  a  paper  which  I  read  before  the  Allegheny  County  Medical 
Society  in  1904,  discussing  the  early  symptoms  of  cancer  of  the 
uterus,  with  remarks  on  our  shortcomings  in  the  management 
of  this  disease,  I  recommended  the  education  of  the  laity  upon 
sexual  matters  as  the  only  means  of  reducing  the  mortality  of 
this  dreaded  disease.  I  said  among  other  things.  "It  is  a 
lamentable  fact  and  characteristic  of  our  defective  methods  of 
education  that  even  intelligent,  educated  women  have  no  knowl- 
edge to  speak  of  about  those  organs  which  are  of  such  vital  im- 
portance to  them  during  the  greater  part  of  their  lives.  That 
women  need  education  along  this  line  cannot  be  disputed  and 
no  valid  reason  can  be  given  why  they  should  not  receive  it." 

What  I  said  at  that  time  with  reference  to  uterine  cancer 
applies  with  the  same  force  to  the  lesions  resulting  from  child- 
birth.    In  connection  with  other  things  women  must  be  taught 
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that  these  injuries  are  the  rule  and  not  the  exception,  that  only 
a  small  percentage  of  the  patients  escape  such  injuries  and 
that  such  escape  is  possible  only  under  the  most  favorable 
conditions.  They  must  be  instructed  that  neglect  of  these 
injuries  results  in  suffering  and  invalidism,  that  their  imme- 
diate repair  is  the  only  measure  which  prevents  serious  conse- 
quences, and  that  such  repair  must  therefore  be  regarded  as  a 
part  of  the  delivery,  its  final  step. 

Such  information  will  be  of  great  benefit  to  child-bearmg 
women,  who,  in  order  to  protect  themselves,  will  demand  the 
repair  of  these  lesions  as  a  preventive  measure.  At  the  same 
time  it  will  improve  the  position  of  the  obstetrician,  who,  no 
lon<^er  fearing  unfair  criticism,  will  resort  to  the  only  proper 
method  of  treatment-the  operation  immediately  after  delivery 
in  ordinary  cases.  If  the  tear  extends  into  the  bowel  or  through 
the  sphincter  the  operation  may  be  done  on  the  day  following 
labor  with  better  light  and  assistance. 

There  is  a  large  number  of  women  who  either  from  habit  or 
from  economy,  choose  to  be  delivered  by  midwives.  I  refer 
especially  to  those  women  who  come  from  southern  Europe, 
whose  deliveries  are  tedious  and  complicated  in  a  rather  large 
percentage  of  the  cases,  due  to  abnormalities  of  their  pelves 
which  compared  with  the  pelves  of  women  of  the  Anglo-Saxon 
race  are  smaller  and  often  not  so  well  formed.  It  is  this  class 
of  patients  which  offers  an  excellent  opportunity  to  study  the 
serious  consequences  resulting  from  neglected  injuries  of  the 
pelvic  floor.  Relief  of  this  unfortunate  condition  cannot  be 
reasonably  expected  until  these  poor  child-bearing  women  are 
given  the  advantages  of  modem  obstetrics.  How  to  accom- 
plish this  is  one  of  the  most  important  problems  confronting 
the  profession  at  the  present  time,  and  one  which  in  my  opinion, 
can  be  solved  only  by  legislation. 
Jenkin's  Building. 

DISCUSSIONS   ON   THE    PAPERS    OF    DRS.  STILLWAGEN*  AND  BLUME. 

Dr  Emery  Marvel,  Atlantic  City.— I  doubt  if  there  is  any 
subiect  on  our  program  that  is  more  important  than  the  one  now 
under  consideration.  There  is  probably  no  other  one  condi- 
tion that  causes  so  much  trouble  to  women  as  do  the  lacerations 
incident  to  childbirth.     If  these  lacerations  are  repaired  early, 

*  Paper  by  Dr.  Stillwagen  will  appear  in  a  later  issue. 
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much  suffering  will  be  prevented.  The  remedy  for  their  relief 
is  indicated,  simple  and  can  be  easily  applied.  One  reason  why 
the  remedy  is  not  applied  may  be  largely  due  to  ignorance  on  the 
part  of  some  members  of  the  profession  who  take  care  of  these 
women  and  fail  to  recognize  the  trouble  and  see  that  the  cor- 
rection is  made;  or  it  is  due  to  ignorance  on  the  part  of  the  women 
themselves  in  not  knowing  their  trouble.  I  wish  to  endorse 
very  heartily  the  recommendations  for  better  education  of  the 
laity,  who  need  it  so  much  in  order  that  these  women  may  be 
relieved  of  their  sufferings  and  inconvenience  by  soliciting  timely 
measures  for  treatment. 

Dr.  J.  Henry  Carstens,  Detroit. — The  preceding  speaker 
has  stated  facts  with  which  I  agree,  but  there  are  certain  things 
back  of  them,  and  one  is  the  lack  of  education  in  obstetrics.  It 
is  not  that  the  teacher  does  not  teach  obstetrics  correctly,  but 
he  has  not  the  facilities  to  do  so  as  they  have  in  Europe.  The 
greatest  trouble  in  a  medical  college  is  to  get  obstetrical  material 
enough  for  the  student.  Thirty  years  ago  students  left  medical 
colleges  without  ever  having  seen  a  case  of  obstetrics.  Later  they 
required  that  students  should  at  least  see  two  cases  of  obstetrics, 
and  now  they  require  that  they  attend  four  or  five  cases.  If  you 
teach  obstetrics  as  it  ought  to  be  taught,  a  great  many  lacerations 
of  the  cervix  and  perineum  might  be  prevented.  To  deliver  a 
woman  on  the  bed,  the  delivery  can  be  brought  about  better 
if  you  put  her  on  the  side  with  her  limbs  drawn  up.  They  put  on 
forceps,  pull,  and  then  take  the  forceps  off.  I  have  shown 
students  how  to  put  these  women  on  the  side,  how  to  apply 
forceps  to  bring  the  head  down,  bring  it  down  on  the  perineum, 
and  tell  them  if  they  will  just  take  time,  the  perineum  will  gradu- 
ally relax.  You  must  massage  it,  work  on  it  gradually  and  the 
'head  will  be  delivered  without  producing  any  laceration.  If 
you  have  an  extraordinary  case  where  the  perineum  is  rigid  or 
edematous  and  is  bound  to  tear,  you  can  perform  episiotomy, 
cut  it  on  one  or  both  sides,  and  prevent  a  tear  in  some  cases. 
One  very  important  thing  is  to  teach  students  that  they  must 
take  more  time  in  the  very  last  few  minutes  of  labor;  that  if 
they  would  wait  five  minutes  more,  these  muscles  would  relax. 
A  lacerated  perineum  ought  to  be  sewed  up  right  away.  In  good 
institutions  I  do  not  think  there  are  lacerations  of  the  perineum 
in  more  than  lo  or  15  per  cent,  of  the  cases,  but  there  are  a  cer- 
tain number  of  perinei  that  will  tear.  In  blondes  the  perineum 
will  tear  more  easily  than  in  brunettes.  There  is  no  question 
about  that  at  all. 

Dr.  Wm.  H.  Humistox,  Cleveland. — This  paper  is  timely  and 
full  of  interest,  and  I  agree  with  the  author  that  with  the  care 
a  competent  man  can  give  these  cases  he  will  have  more  or  less 
tears.  The  only  hope  for  the  woman  is  that  the  man  attending 
her  is  a  competent  obstetrician  and  knows  how  to  put  in  his 
sutures  to  obtain  a  good  result,  if  tear  is  not  repaired  at  once, 
her   chance   of   getting   a   proper   pelvic    floor    and    muscular 


1034  TRANSACTIONS    OF    THE  AMERICAN  ASSOCIATION 

perineum  by  the  ordinary  operating  surgeon  is  almost  nil. 
These  secondary  operations  are  easily  done  if  you  will  expose 
the  muscles,  unite  them  together,  and  close  the  incision  with 
continuous  catgut.  The  old  method  of  denuding  down  to  the 
fascia  and  uniting  its  surfaces  together  does  not  afford  relief.  I 
frequently  reoperate  on  patients  who  had  been  operated  upon  be- 
fore without  relief.  1  hese  patients  have  no  muscular  perineum 
and  pelvic  floor,  and  the  operation  has  been  a  failure. 

Dr.  Edward  J.  Ill,  Newark. — I  not  only  agree  with  what 
Dr.  Blume  and  others  have  said,  but  I  would  encourage  him  to 
continue  in  this  line  of  work.  I  should  like  to  go  a  little  further 
and  say  that  there  is  a  form  of  injury  to  the  pelvic  floor  that  is 
not  recognizable  by  any  lesion  of  the  mucous  membrane  or  skin, 
and  where  there  is  no  apparent  laceration  of  the  tissues.  In 
those  cases  the  levator  ani  cannot  be  felt.  I  would  advise  that 
the  examination  be  continued  the  next  day  or  in  twenty-four 
hours,  and  if  still  muscular  tissue  cannot  be  felt,  that  then  the 
vagina  on  both  sides  be  split  along  the  sulcus,  and  the  muscle 
and  fascia  brought  together  and  sewed  over.  I  deprecate  very 
much  that  operation  should  be  done  immediately  after  labor. 
I  think  all  failures  have  been  due  to  the  fact  that  the  operators 
have  relied  on  two  or  three  sutures  to  do  the  work  after  labor. 
Twenty-four  hours  should  always  intervene  between  labor  and 
operation  for  the  repair  of  any  laceration.  The  patient  can  be 
shaved  and  everything  cleaned  up,  and  the  necrotic  tissue  can 
be  cut  away  with  a  pair  of  scissors  and  the  tissues  properly 
brought  together.  All  the  swelling  incident  to  labor  will  have 
been  reduced  and  the  sutures  will  fit  snugly  and  closely  without 
danger  of  cutting  into  the  tissue. 

Dr.  Gordon  K.  Dickinson,  Jersey  City. — There  are  three 
points  I  wish  to  refer  to.  In  the  first  place,  we  forget  the  baby. 
The  statistics  of  those  who  stud}^  these  cases  the  most  go  to 
show  that  when  a  child  is  slowly  born  it  is  liable  to  petechial 
hemorrhages  into  the  brain,  and  is  not  as  bright  as  it  should  be. 
In  the  second  place,  rapid  deliver^'  is  ver^^  apt  to  cause  a  lacera- 
tion of  the  tissues,  even  though  it  may  only  be  detrimental  to 
the  mother  temporarily.  I  do  not  believe  in  immediate  opera- 
tion, as  pointed  out  by  Dr.  111.  The  sutures  when  put  in  hang 
like  ear  rings  and  do  not  hold  the  tissues  well  together.  We 
should  wait  until  we  get  the  blue  spot  sloughed  off.  We  should 
wait  until  there  is  drainage  at  the  upper  portions  and  then  put 
in  sutures  in  the  skin  as  well  as  in  the  fascia  and  muscles.  A 
third  point  I  would  refer  to  and  emphasize  is  confining  women 
in  the  cities.  In  my  neighborhood  I  am  sure  there  is  not  one 
woman  in  a  hundred  or  even  one  in  two  hundred  that  is  prop- 
erly delivered.  Usually,  the  doctor  is  in  a  hurr^'.  He  is  a  law 
unto  himself.  He  may  be  cleanly.  He  may  have  a  good 
knowledge  of  antiseptics,  etc.,  but  yet  the  woman  suffers.  We 
must  educate  certain  members  of  our  profession  in  regard  to 
obstetrics.     I  am  almost  inclined  to  believe  with  Dr.  Ill  that 
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many  women,  if  not  the  majority  of  them,  would  be  better  off 
if  they  were  attended  by  mid  wives. 

Dr.  Arthur  J.  Skeel,  Cleveland. — Dr.  Ill  just  took  the 
words  out  of  my  mouth  with  regard  to  what  he  said  concerning 
immediate  examination.  The  obstetrician  is  sometimes  severely 
criticised  for  not  making  repairs  of  damages  which  a  woman 
suffers  at  the  time  of  labor.  Of  course,  when  a  woman  has  a 
laceration  of  the  perineum  it  is  generally  apparent  upon  inspec- 
tion, but  very  frequently,  when  muscular  separation  has  occurred 
beneath  the  mucous  membrane,  palpation  and  inspection  imme- 
diately following  labor  do  not  show  it.  If  we  do  not  find  any 
damage  immediately  after  labor,  two  weeks  later,  if  we  will 
examine  the  perineum  carefully,  we  will  find  that  some  damage 
has  been  done  to  the  pelvic  floor  which  was  not  apparent  at  the 
time.  The  perineum  may  have  been  so  greatly  stretched  by 
the  distention  produced  by  the  child's  head  in  its  passage, 
that  the  immediate  examination  may  not  show  that  she  has 
suffered  any  definite  damage. 

Dr.  Hugo  O.  Pantzer,  Indianapolis. — Without  wishing  to 
argue  against  the  general  trend  of  the  Doctor's  paper,  and 
speaking  simply  to  the  point  of  relative  proficiency  in  obstetrics, 
I  recall  the  five  months'  experience  I  had  at  the  Lying-in  Hospital 
in  Vienna  in  18S4  and  in  1885.  The  midwives  in  attendance 
there  would  often  attend  thirty  to  forty  cases  of  confinement 
before  having  any  tears,  and,  indeed,  tears  were  painstakingly 
looked  for  in  each  case.  There  is  a  great  deal  in  proficiency  in 
avoiding  such  accidents. 

Dr.  Carstens. — Is  it  not  because  they  give  the  women  time 
to  be  delivered? 

Dr.  Pantzer. — Yes,  and  secondly,  because  the  patient  is 
finally  confined  while  lying  on  her  side,  not  on  her  back. 

Dr.  Frederick  Blume,  Pittsburgh  (closing  the  discussion). — 
It  is  rather  peculiar  that  in  this  era  of  specialism  the  obstetrical 
specialist  is  but  rarely  called  as  consultant.  The  general  practi- 
tioner, for  instance,  sends  his  patients  with  diseases  of  the  eye, 
or  of  the  nose  and  throat  to  specialists  in  these  branches,  whereas 
if  advice  or  assistance  is  needed  in  complicated  cases  of  labor, 
a  friend,  another  general  practitioner,  is  sent  for.  I  asked  an 
obstetrician,  a  specialist,  what  in  his  opinion  is  the  cause  of  this 
condition.  His  answer  was:  the  "odium  of  comparison."  I 
add  to  this:  the  higher  fee  of  the  specialist.  There  is  a  great 
difference  between  the  careful  and  expensive  preparation  for 
deliveries  made  by  the  specialist  and  by  that  of  the  general 
practitioner  who  is  so  very  poorly  paid  for  this  kind  of  work.  To 
avoid  any  comparison  the  specialist  is  not  called. 

One  of  the  speakers  said  the  immediate  operation  is  not  very 
successful;  the  lesions  should  be  repaired  ten  or  twelve  days  after 
delivery.  In  the  large  European  Clinics  the  immediate  repair 
of  these  injuries  is  the  daily  routine  work  and  certainly  very- 
effective.     Thus  it  will  be  here,  if  properly  done.     The  introduc- 
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tion  of  one  or  two  sutures  through  the  skin,  including  a  part  of 
the  torn  vaginal  tissue,  must  result  in  failure.  The  lochia!  secre- 
tions will  get  into  the  torn  sulci,  become  decomposed,  infecting 
the  wound  and  preventing  primary  union.  If  the  injuries  are 
repaired  immediately  after  labor  the  parts  are  numb,  no  anesthetic 
is  needed.  In  cases  of  complete  tears  the  operation  is  better 
done  the  day  following  labor,  with  better  light  and  assistance,  as 
I  stated  in  my  paper. 

Some  of  the  speakers  expressed  the  opinion  that  these  lacera- 
tions can  be  prevented  in  most  cases  by  prolonging  the  last 
part  of  the  second  stage  of  labor;  placing  the  patient  upon  her 
side,  pressing  against  the  head,  slowing  its  exit  and  delivering 
it  between  pains.  This  method  of  delivery  is  well  known  and 
justly  recommended  as  a  prophylactic  measure.  But  we  all 
remember  how  this  method  disappointed  us,  how  the  perineum 
gave  way  like  the  proverbial  wet  blotting  paper  the  very  minute 
when  we  felt  certain  that  we  were  going  to  avoid  a  laceration. 
The  best  we  can  say  of  these  methods  is:  they  are  helpful  under 
favorable  circumstances,  but  the  percentage  of  injuries  of  the 
pelvic  floor  is  still  large  in  primiparous  women  in  spite  of  all 
prophylactic  measures. 

It  has  been  said  that  the  general  practitioner  is  not  sufficiently 
trained  to  successfully  attend  labor  cases.  I  think  we  all 
admit  this,  but  this  is  the  fault  of  the  medical  schools  and  there- 
fore I  refrained  from  criticising  the  physician  on  this  account. 
But  if  assistance  is  needed  in  a  complicated  case  an  obstetrician 
should  be  called,  who  through  years  of  training  is  more  competent 
to  handle  the  case  than  the  average  practitioner.  If  in  ordinary 
cases  the  medical  attendant  is  not  capable  of  successfully 
repairing  the  injuries  of  the  pelvic  floor  it  is  his  duty  to  call  in 
somebody  who  is  able. 

I  presented  this  brief  paper  to  call  your  attention  to  a  con- 
dition which  demands  the  earnest  consideration  of  the  medical 
profession,  that  child-bearing  women  may  be  benefited  by  the 
teachings  of  modern  obstetrics  and  protected  against  suffering 
and  invalidism.  I  thank  you  for  the  kind  attention  given  my 
paper. 

{To  be  continued.) 


ITEM, 


PUBLIC  CLINICS  TO  BE  HELD  IN  THE  AMPHITHEATERS 

AND  OPERATING-ROOMS  OF  THE  HOSPITALS 

OF  THE  DEPARTMENT  OF  PUBLIC 

CHARITIES,   NEW  YORK   CITY. 

On  and  after  the  first  of  October,  191 2,  all  clinics  held  in  the 
amphitheaters  and  operating-rooms  of  the  hospitals  of  the 
Department  of  Public  Charities  will  be  open  to  duly  licensed 
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graduates  in  medicine  and  to  the  students  in  all  regularly  organ- 
ized medical  schools  and  colleges. 

For  the  convenience  of  those  desiring  to  attend  the  Clinics, 
cards  of  admission  have  been  placed  at  the  Academy  of  Medicine, 
17  West  43d  Street,  Manhattan,  and  the  Medical  Society  of  the 
County  of  Kings,  13 13  Bedford  Avenue,  Brookhm,  at  which 
institutions  they  may  be  obtained  on  personal  application  by 
all  regularly  registered  physicians. 


REVIEW. 


A  Text-book  of  Obstetrics.  Including  Related  Gynecologic 
Operations.  By  Barton  Cooke  Hirst,  M.  D.,  Professor  of 
Obstetrics  in  the  University  of  Pennsylvania.  Seventh 
Revised  Edition.  Octavo  of  1013  pages,  with  895  illustrations, 
53  in  color.  Philadelphia  and  London:  W.  B.  Saunders 
Company,  1912.     Cloth,  $5.00;  half  morocco,  S6.50. 

Fourteen  years  have  seen  seven  editions  of  this  work.  In  its 
sixth  edition  related  gynecological  operations  were  added  to 
obstetrics  and  now  the  author  has  greatly  extended  his  chapter 
on  the  diseases  of  the  breast.  All  this  is  extremely  logical  and 
practical.  As  the  distinguished  author  states,  all  the  diseases 
of  women  must  be  considered  in  relation  to  child-bearing  and  a 
large  proportion  of  them  are  consequences  of  that  process. 
Consequently  the  specialist  in  obstetrics  should  be  an  expert  in 
every  department  of  gynecology. 

As  we  said  of  a  previous  edition — "For  the  man  who  wants 
much  in  small  space  and  wants  that  clear,  sane  and  practical  we 
recommend  this  book." 

A  Text-book  on  the  Practice  of  Gynecology.  For  Practi- 
tioners and  Students.  By  W.  Easterly  Ashton,  M.  D., 
LL.  D.,  Professor  of  Gynecology  in  the  Medico-Chirurgical 
College  of  Philadelphia.  Fifth  Edition,  Thoroughly  Revised. 
Octavo  of  iioo  pages,  with  1050  original  line  drawings. 
Philadelphia  and  London:  W.  B.  Saunders  Company,  19 12. 
Cloth,  $6.50;  half  morocco,  $8.00. 

The  fact  that  in  seven  years  five  revised  editions  and  five 
reprintings  of  this  work  have  been  required  bears  out  in  the 
most  convincing  manner  the  statement  made  by  its  author  in 
the  preface  to  his  first  edition  that  he  believed  there  was  a  place 
for  a  practice  of  gynecology  in  which  nothing  should  be  taken 
for  granted,  which  should  state  w^hat  should  be  done  in  every  case, 
leave  nothing  to  the  imagination  or  common  sense  of  his  readers, 
and  give  directions  and  illustrations  so  explicit  that  they  could 
be  intelligently  and  easily  followed.  This  extremely  practical 
plan  has  been  most  literally  carried  out.  The  text  is  simply 
written.     Operative    measures    are    minutely    described.     The 
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illustrations  are  all  diagrammatic  and  each  has  a  purpose.  They 
show  clearly  the  advantages  of  simplicity  when  the  object  is 
primarily  to  teach.     There  is  a  good  index. 

The  revision  for  this  edition  has  been  very  thorough  and  in 
most  respects  is  well  up  to  date.  The  few  points  to  which  ex- 
ception may  be  taken  are  largely  matters  of  personal  opinion. 
Thirty-four  new  illustrations  have  been  added  and  forty-six 
removed.  We  know  of  no  more  satisfactory  work  for  the 
general  practitioner  than  this. 

The  Course  of  Operative  Surgery.     A  Handbook  for  Practi- 
tioners and  Students.     By  Prof.    Dr.    Victor    Schmieden, 
Privatdozent  of  Surgery  in  the  University  of  Berlin,  Assistant 
in   the   Royal   Surgical   University   Clinic.     Second   enlarged 
edition.     Octavo    of    345    pages.     Illustrated    in    black    and 
color.     With  a  Fore-word  by  Prof.  Dr.  A.  Bier.     Translated 
and  edited  by  Arthur  Turnbull,   M.   B.,   (Glasg.),   M.   A., 
B.  Sc,  Demonstrator  of  Anatomy  in  the  University  of  Glas- 
gow.    New  York:     William  Wood  &  Company,  191 2.     $4.00. 
Mortui  vivos  docent,  the  motto  printed  on  the  title  page  of 
this  book,  well  expresses  its  reason  for  being.     Operative  surgery 
on  the  dead  is  and  always  will  be  a  most  important  method  for 
teaching  surgery  on  the  living.     The  author  has  included  in  his 
pages  surgical  .technic  only  as  practised  on  the  cadaver.     He 
has  made  the  book  concise  by  not  discussing  the  priority  of 
individual  methods  and   has   included   names  of  authors  only 
where  they  render  matter  more    intelligible.     Simple  methods 
are  preferred  to  complicated  ones  and  much  that  we  have  con- 
sidered classic  has  been  omitted  to  make  place  for  modern  usage. 
The  illustrations  are  excellent,  the  teaching  clear,  the  translation 
into   crisp   English  unusually  happy.     The  translator  well  ex- 
presses the  feeling  of  the  book  when  he  says:     "The  Surgical 
Tree    of    Knowledge    had    become    too    complex.     The    Berlin' 
surgeon  has  accordingly  pruned  it  of  alternative  methods  and 
left  only  the  stem  that  is  common  to  all  countries.     He  has  sum- 
med up  the  essentials.    He  has  refrained  from  crowding  his  can- 
vas with  details  that  can  be  mastered  only  in  the  operating  theater. ' 

Further  Researches  on  Induced  Cell-reproduction  and 
Cancer.  Volume  II,  consisting  of  papers  by  H.  C.  Ross, 
M.  R.  C.  S.  Eng.,  L.  R.  C.  P.  Lond.,  J.  W.  Cropper,  M.  B.,  M.  Sc. 
Liverpool,  M.  R.  C.  S.  England,  L.  R.  C.  P.  Lond.,  and  E.  H. 
Ross,  M.  R.  C.  S.  Eng.,  L.  R.  C.  P.  Lond.  With  illustrations. 
Octavo  of  122  pages.  The  John  Howard  McFadden  Re- 
searches. Philadelphia:  P.  Blakiston's  Son  &  Company, 
1912.     Si. 00. 

This  volume  is  concerned  with  the  elucidation  of  the  theory 
that  cell-proliferation  and  possibly  cell-development  are  directly 
brought  about  by  chemical  agents  set  free  by  cell-death  and  is  the 
third  one  published  by  its  authors  on  the  subject.  Experiments 
are  described  which  show  how  the  previous  work  with  individual 
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cells  has  been  confirmed  by  experiments  on  animals  and  that 
swellings  resembling  tumors  can  be  produced  in  living  creatures 
by  the  action  of  the  same  chemical  substances  which  induce 
individual  cell-multiplication. 

The  Care  of  the  Skin  and  Hair.     By  William  Allen  Pusey, 
A.  M.,  M.  D.,  Professor  of  Dermatology^  in  the  University  of 
Illinois.     Small  octavo  of  182  pages.     New  York  and  London: 
D.  Appleton  &  Company,  1912. 
This   well-^Tritten  little  book  is  intended  to  teach  the  laity 

certain  facts  in  relation  to  the  hygiene  of  the  skin  and  hair.     It 

does  not  foster  either  self- treatment  or  self-medication  and  can 

safely  be  recommended. 

The  Medical  Record  Visiting  List  and  Physicians  Diary 
FOR  19 1 3.  This  very  popular  and  most  compact  List  is 
supplied  for  thirty  or  sixty  patients  weekly,  dated  or  undated, 
and  for  ninety  patients  weekly,  dated.  It  is  bound  in  red  or 
black  morocco,  or  may  be  had  in  calf  or  seal  if  desired. 
Prices  range  from  $1.25  to  $4.00. 
A  list  like  this  is  a  great  economizer  of  time  and  trouble  and 

may  directly  save   many  accounts  by  enforcing    business-like 

methods  in  recording  and  presenting  the  same. 

Besides   the   usual    "front   matter"   it   contains   visiting   list 

with  special  memoranda,  records  of  obstetric  engagements  and 

practice,  records  of  vaccinations,  register  of  deaths,  addresses, 

and  cash  account. 

The  Physicians  Visiting  List  for  1913.     P.  Blakiston's  Son 

&  Co.,  Philadelphia,  19 13. 

This  List,  which  has  been  published  for  sixty-two  years,  is 
planned  for  25,  50,  75,  or  100  patients  per  week,  the  prices 
running  from  Si. 2 5  to  S2.50. 

If  can  be  had  dated  or  undated,  or  arranged  for  monthly 
instead  of  weekly  records.  It  contains  tables  of  doses  of  incom- 
patability  of  poisoning,  of  quarantine  periods,  of  first  aid  in 
asphyxia  and  the  usual  blank  leav^es  for  records. 
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obstetrics. 


The  Relation  of  Hypertension  to  Urinary  Excretion. — ^Lawrence 
(Am.  Jour.  Med.  Sc,  September,  1912)  presents  the  results  of 
his  obser\''ations  in  a  series  of  twenty  patients,  all  of  whom  had 
polyuria,  albuminuria,  cardiac  hypertrophy,  and  an  average 
systolic  pressure  of  over  180  mm.,  for  the  purpose  of  ascertaining 
whether  these  would  show  any  definite  relation  between  the 
excretion  of  urine  and  the  changes  in  systolic  and  diastolic  blood 
or  pulse  pressure.     During  the  entire  period  of  observ^ation  the 
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daily  amount  of  liquid  intake  and  urinary  output  was  measured 
and  recorded,  but  the  diet  was  not  materially  changed.  As  far 
as  possible  drugs  were  administered  one  at  a  time  and  the  effects 
of  each  studied  before  another  was  added.  All  observations 
made  during  a  period  in  which  the  patient's  temperature  was 
more  than  one  degree  above  the  nomal  were  discarded,  as  it  has 
been  shown  that  an  increase  of  temperature  causes  an  increased 
rapidity  of  circulation.  Where  the  pulse  showed  a  change  in  rate 
of  over  eight  beats  per  minute  the  observations  were  likewise 
discarded.  The  results  seemed  to  show  that  no  definite  relation 
could  be  established  between  changes  in  systolic  and  diastolic 
pressure  per  se  and  variations  in  urinary  output.  There  appears 
to  be  a  definite  relation  between  changes  in  pulse  pressure  and 
urinary  output,  for  whenever  the  former  increased  in  the  presence 
of  a  falling  systolic  pressure  there  occurred  a  diuresis.  The  ad- 
ministration of  a  nitrite  caused  a  diuresis  even  though  the  pulse 
pressure  was  somewhat  diminished  by  the  systolic  fall.  Under 
normal  conditions  the  ratio  of  diastolic  pressure  to  systolic  is 
2  to  3,  and  the  ratio  of  pulse  pressure  systolic  pressure 
is  I  to  3,  but  under  conditions  of  hypertension  this  ratio 
is  destroyed.  Whenever  in  the  observations  here  cited  the 
several  pressures  approached  their  normal  ratios  there  was  a  rise 
in  urinary  execretion.  These  facts  are  not  in  accord  with  the 
generally  accepted  theory  of  the  relation  of  blood  pressure  to 
urinary  secretion.  Lawrence  claims  that  his  observations  show 
that  excessive  pressure  not  only  does  not  cause  increased  flow 
through  the  kidneys,  but  in  extreme  cases  may  diminish  it; 
moreover,  that  the  destruction  of  large  amounts  of  kidney  sub- 
stance or  obliteration  of  the  capillary  circulation  of  those  organs 
does  not  bring  about  an  increase  in  blood  pressure,  and  that  a 
diminution  of  the  hypertension  of  renal  disease  may  cause  in- 
creased function  of  the  kidney.  According  to  the  generally 
accepted  theories  it  would  appear  that  renal  function  is  dependent 
upon  the  pressure  at  which  the  blood  passes  through  the  kidneys, 
but  Lawrence's  observations  make  it  appear  that  renal  function 
is  dependent  upon  the  amount  of  blood  passing  through  the 
kidney  in  a  unit  of  time,  and  that  the  pressure  is  unimportant. 
This  is  in  accordance  with  Fischer's  theory,  who  believes  that  the 
rate  of  circulation  is  the  controlling  factor  in  determining  urinary 
output  and  not  the  pressure  under  which  the  blood  flowed.  The 
explanation  of  the  diuresis  associated  with  increased  pulse  pres- 
sure, upon  the  basis  of  Fischer's  theory,  is  therefore  simple,  for 
if  the  pulse  pressure  be  increased,  the  efficiency  of  the  circulation 
is  enhanced  and  an  increased  supply  of  oxygen  is  therefore 
carried  to  every  organ,  its  acidity  is  diminished,  its  affinity  for 
fluid  grows  less,  and  diuresis  results.  In  a  -similar  manner  diu- 
resis obtained  with  a  vasodilator  may  be  explained,  though  in 
that  case  the  increased  oxygen  supply  is  due  in  part  to  the  action 
of  the  drug  directly  upon  the  heart. 

Metabolism  in  Pregnancy. — ^Landberg  (Ztschr.  f.  Geburtsh.  u. 
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Gyndk.,  Bd.  Ixxi,  H.  1-2)  presents  an  extended  study  of  this 
subject  which  also  includes  a  discussion  of  the  liver  function 
during  normal  pregnancy.  He  believes  that  the  pregnant 
organism,  both  as  a  whole  and  in  its  individual  parts,  presents 
different  physiological  functions  than  in  the  nonpregnant  state. 
Pregnancy  cannot  be  compared  with  either  a  physiological  or 
pathological  condition.  The  peculiar  requirements  associated 
with  this  period  call  for  processes  which  differ  from  those  needed 
under  normal  conditions.  These  changes  must  not  be  regarded 
as  a  functional  weakness  in  one  or  more  organs,  but  on  the 
contrary,  Landberg  claims  that  they  constitute  an  evidence  that 
the  organism  is  able  to  adjust  itself  to  the  altered  circumstances. 
The  course  of  pregnancy  under  the  physiological  processes  of  the 
nonpregnant  organism  would  be  an  impossibility.  The  author 
believes  that  we  must  look  upon  these  changes  in  the  pregnant 
organism  as  physiological  necessities  and  that  they  must  not  be 
regarded  from  the  pathological  standpoint. 

The  Sugar  Content  of  the  Blood  in  Genital  Hemorrhages. — 
Benthin  (Ztschr.f.  Gebiirish.  u.  Gynik.,  Bd.  Ixxi,  H.  3)  showed  in 
a  previous  paper  that  the  sugar  content  of  the  blood  was  in- 
creased during  labor,  although  it  was  not  above  the  normal  during 
pregnancy  or  the  puerperium.  As  the  result  of  further  experi- 
ments he  finds  that  in  the  presence  of  slight  hemorrhages  from 
the  genitals  no  increase  in  the  sugar  excretion  from  the  liver 
results,  but  where  the  hemorrhage  is  severe  a  marked  expulsion 
of  sugar  into  the  blood  occurs  if  the  hemorrhage  does  not  last 
very  long.  But  if  it  is  continuous,  conditions  result  which  are 
similar  to  those  experimentally  produced  by  muscular  action 
to  the  point  of  fatigue.  In  another  paper  in  which  this  condition 
was  studied  during  pregnancy,  labor,  the  puerperium,  and 
eclampsia,  it  was  found  that  the  increase  of  the  sugar  content  of 
the  blood  in  the  latter  was  merely  an  expression  of  the  increased 
muscular  activity  resulting  from  the  convulsions. 

Endogenous  Infection  in  Obstetrics. — Pankow  (Ztschr.  f. 
Gebicrtsh.  u.  Gyn:k.,  Bd.  Ixxi,  H.  3)  contributes  an  extended 
paper  on  this  subject  based  on  bacteriological  studies  of  cases  in 
Kronig's  clinic  at  Freiburg,  as  the  result  of  which  he  claims  that 
the  possibility  of  an  infection  with  endogenous  organisms, 
whether  spontaneous  or  artificial,  cannot  be  denied.  In  primi- 
parse  spontaneous  infection  with  endogenous  germs  must  be 
reckoned  with  in  about  5  per  cent,  of  all  cases,  even  where  the 
labor  is  uncomplicated.  Where  a  vaginal  examination  has  been 
made  this  must  be  increased  to  9  per  cent.  In  multiparse  with 
uncomplicated  labors  a  spontaneous  endogenous  infection  will 
result  in  about  3  per  cent,  of  all  the  cases,  which  is  increased  to 
5  per  cent,  where  vaginal  examinations  have  been  employed. 
The  increase  in  the  number  of  such  cases  among  primiparse 
depends  on  the  prolongation  of  the  labor  in  this  class  and  the 
greater  damage  to  the  tissues.  A  fatal  spontaneous  infection 
with  endogenous  germs  cannot  be  excluded  even  in  uncompli- 
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cated  labors  and  was  observed  in  two  instances  by  the  writer. 
It  is  impossible  to  state  definitely  what  percentage  of  cases  will 
be  thus  infected  where  operative  delivery  has  been  employed, 
but  a  comparison  with  the  normal  labors  shows  that  where 
operative  delivery  has  been  found  necessary  the  endogenous 
infection  thus  induced  produces  fever  during  the  puerperium 
more  frequently  because  the  damage  to  the  tissues  offers  a  better 
opportunity  for  the  invasion  of  these  endogenous  germs.  In 
private  practice  the  possibility  for  such  infection  is  undoubtedly 
greater  than  among  hospital  patients,  and  it  is  no  longer  just,  in 
view  of  recent  observations,  to  attribute  every  case  of  puerperal 
fever  to  the  person  who  has  conducted  the  labor.  Pankow 
believes  that  the  expression  "the  infection  always  comes  from 
without"  should  be  interpreted  to  read  that  " danger  is  not  to  be 
attributed  to  the  accoucheur  but  resides  in  the  external  genitals 
of  the  patient,"  and  although  the  vagina  is  possessed  of  sufficient 
bactericidal  power  to  destroy  pathogenic  organisms  introduced 
from  without,  it  loses  this  property  during  labor  when  the  flow 
of  blood  and  liquor  amnii  changes  the  composition  of  its  secre- 
tions. Since  the  vagina  and  the  vulva  are  no  longer  subjected 
to  disinfection,  no  change  for  the  worse  in  the  morbidity  during 
the  puerperium  has  resulted. 

An  Analysis  of  3500  Cases  of  Abortion. — McPherson  {Jour.  A. 
M.  A.,  August  31,  1912)  presents  his  detailed  observations  in  a 
large  series  of  cases  from  the  New  York  Lying-in  Hospital,  which 
were  treated  largely  by  operative  measures.  In  his  summary 
the  author  calls  attention  to  the  fact  that  abortions  are  much 
more  common  than  is  ordinarily  realized  and  the  sequelae  fre- 
quently more  serious.  After  prophylactic  measures  have  been 
given  a  trial  and  the  threatened  abortion  becomes  inevitable, 
the  following  statements  seem  to  be  proved  by  the  study  of  this 
series  of  cases.  That  abortion  is  rarely  if  ever  complete,  for  in 
only  13  per  cent,  of  the  cases  analyzed  was  there  the  slightest 
reason  to  believe  that  the  ovum  was  expelled  unbroken  and  that 
every  case  of  abortion  should  be  carefully  investigated  and  the 
uterine  cavity  explored.  The  mortality  in  all  classes  of  cases 
which  have  come  under  the  care  of  the  hospital  is  1.8  per  cent, 
and  in  ordinary  cases  exclusive  of  accidents  and  malignant  com- 
plications, it  is  .016  per  cent.  The  most  important  result,  how- 
ever, is  shown  by  the  fact  that  in  97  per  cent,  of  all  the  cases 
treated  by  radical  measures,  including  thorough  curetage,  the 
result  was  satisfactory. 

Physiological  Function  of  the  Ovary. — ^Mcllroy  (Jour.  Obst.  and 
Gynec.  Brit.  Emp.,  July,  191 2)  presents  the  results  of  experiments 
undertaken  to  ascertain  the  physiological  function  of  the  differ- 
ent constituents  of  the  ovary,  special  attention  being  directed 
toward  the  interstitial  cells,  with  a  view  to  finding  out  the 
influence  of  ovarian  secretion  upon  other  reproductive  organs 
and  upon  the  organism  as  a  whole.  The  majority  of  the  experi- 
ments were  performed  upon  rabbits,  rats,  and  guinea-pigs.     The 
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results  of  the  experiments  were  as  follows:  It  was  found  that 
uterine  function  and  nutrition  seemed  to  depend  on  ovarian 
secretion,  as  atrophy  occurred  after  removal  of  both  ovaries, 
directly  proportionate  to  the  time  the  animal  was  kept  alive 
after  operation,  the  longer  the  time  the  more  marked  the  fibrous 
changes.  The  muscular  wall  first  showed  atrophy,  the  glands 
disappeared  gradually,  but  the  epithelium  lining  of  the  uterus 
remained  free  longest.  The  mammae  and  external  genitals  were 
likewise  atrophied  in  these  cases.  The  general  development 
and  nutrition  were  not  affected  by  removal  of  the  uterus  or 
retention  of  the  uterine  fluid,  neither  were  the  ovaries.  As 
follicular  development  and  formation  of  corpora  lutea  took  place 
the  interstitial  cells  were  not  affected.  No  atrophy  of  the  exter- 
nal genitals  or  mammae  followed  removal  of  the  uterus.  Mcllroy 
believes  that  there  is  no  evidence  that  the  uterus  is  responsible 
for  the  phenomena  of  menstruation  aside  from  being  the  channel 
for  the  excretion  of  substances  generated  or  controlled  by  the 
ovary  itself.  Compensatory  hypertrophy  following  the  removal 
of  one  ovary  occurred  in  the  other  in  the  absence  of  pregnancy 
and  in  the  presence  of  retained  saline  fluid  from  the  uterus. 
The  uterine  secretion  did  not  seem  to  have  any  inhibitory  effect 
upon  the  growth  of  the  ovary  and  did  not  counteract  the  atrophy 
of  the  uterus  after  removal  of  both  ovaries.  Ovarian  grafts  seem 
to  prevent  atrophy  for  a  time  but  ultimate  degeneration  takes 
place  in  the  transplanted  tissue  followed  by  the  atrophy  of  the 
uterus.  The  rate  of  degeneration  varies  with  the  site  of  implan- 
tation, the  more  vascular  the  site  the  longer  the  persistence  of 
the  graft.  Degeneration  was  found  to  take  place  first  in  the 
cells  of  the  corpus  luteum  as  evidenced  by  hyaline  changes  and 
leucocyte  infiltration,  while  the  follicles  showed  cystic  degenera- 
tion. The  interstitial  cells  seemed  to  persist  much  longer  than 
the  follicles  and  they  appear  to  control  the  nutrition  of  the  uterus, 
as  atrophy  takes  place  when  these  cells  are  degenerated  and  no 
atrophy  results  when  they  are  present  without  any  follicles. 

Insufficiency  of  the  Liver  in  Pregnancy. — He>'Tiemann  of  Veit's 
Clinic  in  Halle  (Ztschr.  f.  Gehurtsh.  u.  Gynnk.,  Bd.  Ixxi,  H.  i)  has 
attempted  to  demonstrate  by  chemical  methods  changes  in  met- 
abolism, the  presence  of  which  would  lead  to  the  supposition  that 
a  so-called  pregnancy  liver  exists  and  may  be  diagnosed  as  such 
during  life.  From  a  review  of  the  literature  and  the  results  of  his 
own  experiments,  Heynemann  concludes  that  we  are  not  justified 
in  assuming  that  an  otherwise  healthy  liver  is  subjected  to  any 
damage  during  pregnancy  or  that  its  functional  activities  are 
reduced  during  this  period.  Changes  in  normal  metabolism  are 
undoubtedly  present  during  this  time  which  call  for  increased 
activity  on  the  part  of  the  woman's  system  and  the  individual 
organs,  biit  these  are  met  by  a  compensatory  physiological  ac- 
tivity. Where  the  organs  are  insuflficiently  developed  or  have  been 
previously  damaged,  this  increased  demand  may  not  be  fully 
satisfied,  and  it  is  only  under  such  circumstances  that  direct 
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disturbances  in  the  function  of  the  organs  result.  This  is  par- 
ticularly noteworthy  in  the  case  of  the  liver  because  of  the 
extraordinary  significance  which  this  organ  assumes  in  the  body 
metabolism.  Any  regular  and  typical  functional  disturbance  of 
the  liver  during  pregnancy  has  not  as  yet  been  demonstrated,  nor 
was  Heynemann  able  by  chemical  methods  to  trace  any  connec- 
tion between  the  liver  and  the  toxemias  of  pregnancy,  which 
leads  him  to  believe  that  we  are  not  justified  in  attributing  to 
the  liver  any  definite  role  in  the  production  of  eclampsia.  This 
would  seem  to  imply  that  the  anatomical  changes  in  the  liver 
which  are  found  in  these  diseases  are  not  the  direct  result  of 
functional  disturbances. 


Gynecology  and  Abdominal  Surgery. 

Hernias  of  the  Ovary  and  Fallopian  Tube. — ^A.  P.  Heineck 
{Surg.,  Gyn.  and  Obst.,  191 2,  xv,  63)  has  reviewed  the  French, 
German  and  English  literature  from  1890  to  19 10  inclusive  and 
analyzes  this  and  his  own  cases.  He  states  that  the  Fallopian 
tube,  the  ovary,  or  the  tube  and  ovary,  in  part  or  in  their  entirety, 
may  be  herniated.  The  degree  may  vary  from  a  complete  descent 
into  a  hernial  sac  of  the  tube,  ovary,  or  tube  and  ovary,  to  a 
condition  where  herniated  viscus  or  viscera  lie  just  without  the 
abdominal  ring.  The  herniated  tube,  ovary,  or  tube  and  ovary 
may  be  the  sole  content  of  the  hernial  sac  or  there  may  be  pres- 
ent as  associated  hernial  contents,  one  or  two  or  more  of  the 
following  structures  or  organs:  Meckel's  diverticulum,  appen- 
dix vermiformis,  omentum,  urinary  bladder,  small  or  large  in- 
testine, rudimentary  or  fully  developed  uterus.  Tubal,  ovarian, 
and  tuboovarian  hernias  are  congenital  or  acquired.  These  her- 
nias, in  a  small  proportion  of  cases,  coexist  with  malformations, 
underdevelopment  or  absence  of  other  internal  or  of  some  ex- 
ternal genitalia,  or  pathological  states  of  other  internal  genitalia 
or  of  some  external  genitalia  or  of  organs  other  than  the  inter- 
nal or  external  genitalia;  these  coexisting  pathological  states  not 
having  any  relation  of  cause  or  effect  to  the  hernial  infirmity. 
Congenital  or  acquired  hernias  of  the  tube,  ovary,  or  tube  and 
ovary,  may  develop  at  any  period  of  life.  Torsion  of  the  pedicle 
of  a  herniated  ovary  or  of  a  tube  and  ovary  gives  the  same  clini- 
cal symptoms  and  determines  the  same  anatomical  changes  as  are 
observed  in  the  strangulated  hernias  of  the  uterine  appendages. 
The  writer  collected  eight  times  as  many  hernias  of  the  inguinal 
variety  as  of  all  the  other  varieties  together.  All  the  bilateral 
tubal,  ovarian,  or  tuboovarian  hernias  recorded  in  the  medical 
literature  of  the  last  twenty  years  were  of  the  inguinal  variety. 
All  the  hernias  in  which  the  complication  "  torsion  of  the  pedicle" 
occurred  were  irreducible  congenital  inguinal  hernias.  All  the 
femoral  tubal,  ovarian  or  tuboovarian  hernias  were  of  the 
acquired  type  and  appeared  in  advanced  adult  life.     Hernias 


BRIEF    OF   CURRENT   LITERATURE.  1045 

of  the  uterine  appendages,  in  the  absence  of  anomalies  of  the 
other  internal  genitalia  or  of  the  external  genitalia  do  not,  if  the 
herniated  adnexa  be  of  normal  development  and  free  from  dis- 
ease, prevent  conception,  interfere  with  gestation,  or  unfavorably 
influence  parturition.  Pregnancy  can  occur  previous  to,  dur- 
ing, and  subsequent  to,  the  existence  of  hernias  of  this  nature. 
The  etiology  of  hernias  of  the  uterine  appendages  is  that  of 
hernia  in  general.  The  herniated  organ  or  organs  may  be  free 
from  all  degenerative  changes,  or  may  be  bound  to  the  sac-wall 
or  to  each  other;  may  be  the  seat  of  congestion,  gangrene,  hem- 
orrhage, inflammation,  suppuration,  tuberculosis  (primary  or 
secondary),  cystic  and  neoplastic  disease  (benign  or  malignant). 
The  herniated  organ  may  be  the  seat  of  gestation.  The  hernial 
sac  and  the  herniated  adnexa  may  be  the  seat  of  an  inflammation, 
suppurative  or  other  in  character,  which  owing  to  progression 
by  continuity  of  surface  has  extended  upward  from  the  vagina, 
originating  in  the  vagina  or  in  the  uterus,  has  reached  the  tube 
and  ovary  by  way  of  the  parametrial  and  parasalpingeal  con- 
nective tissue.  Pathological  processes  originating  in  the  her- 
nial contents  may,  owing  to  extension  by  contiguity  of  tissue, 
involve  the  sac  and  its  overlying  tissues.  Pathological  processes, 
primarily  involving  the  sac  or  the  overlying  tissues,  can  spread  to 
the  hernial  contents.  The  herniated  tube,  ovary,  or  tube  and 
ovary,  or  the  associated  hernial  contents  may  be  the  seat  of 
morbid  changes.  Truss  treatment  for  hernias  ol  the  uterine 
appendages  is  not  curative,  is  often  productive  of  discomfort, 
and  not  infrequently  inferes  with  the  nutrition  and  development 
of  the  herniated  tube  or  ovary.  Women  who  suffer  from  any 
form  of  hernia  should  be  carefully  watched  before,  during  and 
after  their  confinement  so  as  to  prevent  or  rather  minimize  any 
undue  strain  upon  weak  regions  of  the  abdominal  wall.  These 
women,  at  the  close  of  lactation  or  toward  the  end  of  the  first 
year  following  their  confinement,  should,  in  the  absence  of  con- 
traindications, be  subjected  to  an  operation  for  radical  cure  of 
the  hernia.  After  the  second  year  of  life,  spontaneous  cure  of 
hernias  of  the  uterine  adnexa  is  rare  and  can  occur  only  if  the 
hernial  contents  are  easily  reduced  and  easily  kept  reduced.  In 
the  female,  all  hernias  irrespective  of  anatomical  site,  of  clinical 
condition,  or  of  nature  of  contents  should,  in  the  absence  of  a 
constitutional  state  contraindicating  operations  of  election,  be 
subjected  to  an  operation  for  radical  cure.  Clinical  conditions 
so  closely  simulating  hernias  of  the  uterine  appendages  that 
a  positive  diagnosis  without  operation  appears  impossible, 
should  be  subjected  to  operative  treatment.  In  hernias  of  the 
uterine  appendages,  as  in  all  other  hernias,  the  ideal  time  for 
operation  is  previous  to  the  development  of  degenerative  or 
other  pathological  states  in  the  herniated  organ  or  organs,  and 
previous  to  the  occurrence  of  any  of  the  various  complications 
incident  to  hernias.  Early  operations  give  the  most  satisfactory 
results.     The  mortality  of  operations  for  the  radical  cure  of 
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hernias,  if  performed  at  an  opportune  time  and  by  a  rapid 
operator  competently  assisted,  is  practically  nil.  To  be  effective, 
operations  for  radical  cure  of  hernias  must  fulfill  two  essentials. 
The  suppression  of  the  sac  and  the  strengthening  of  the  wall 
through  which  the  hernia  has  escaped.  In  all  herniotomies,  the 
sac  should  be  incised  and  the  hernial  contents  examined.  In 
the  female,  the  inguinal  rings  are  comparatively  small.  They 
can,  without  inconvenience  to  the  patient,  be  closed.  Intra- 
saccular  intestinal  and  other  adhesions  must  be  separated.  The 
herniated  abnormal  tube,  abnormal  ovary  or  abnormal  tube  and 
ovary  should  be  removed  only  if  their  return  to  the  abdominal 
cavity  is  associated  with  peril,  immediate  or  remote,  to  the 
patient  or  if  these  organs  are  so  altered  anatomically  as  to  be 
functionally  worthless.  In  the  treatment  of  strangulated  sciatic 
or  gluteal,  obturator  and  femoral  h  ;rnias  of  the  uterine  appen- 
dages in  which  the  hernial  sac  also  contains  gangrenous  gut,  a 
double  operation  is  almost  always  indicated :  a  laparotomy  for 
the  repair  of  the  intestinal  lesions,  and  a  herniotomy  for  the 
radical  cure  of  the  hernia.  The  herniated  tube,  ovary,  or  tube 
and  ovary  can  be  removed  through  the  usual  herniotomy  inci- 
sions. The  operative  steps  for  the  removal  of  these  herniated 
organs  correspond,  short  of  a  laparotomy,  to  the  technic  ordi- 
narily used  in  salpingectomy  and  oophorectomy. 

A  Case  of  Tubal  Chorioepithelioma.- — ^Rossier  (Archiv  f.  Gyn., 
Bd.  xcvii,  H.  3)  calls  attention  to  the  possibility  of  this  condition, 
by  reporting  a  case  which  is  now  the  eleventh  one  noted  in  the 
literature.  The  patient  developed  evidences  of  a  ruptured 
ectopic  which  subsided,  however,  and  no  operation  was  done. 
Subsequently  the  hematocele  which  had  become  infected  ruptured 
into  the  large  intestine  and  there  were  evidences  of  a  rapid 
development  of  an  abdominal  tumor  with  marked  pain  and 
cachexia.  The  patient's  condition  being  very  weak,  no  operative 
interference  was  attempted  and  death  occurred  about  six  months 
after  the  original  tubal  rupture.  The  autopsy  showed  a  large 
tumor  in  the  lower  portion  of  the  abdominal  cavity  with  adhesions 
of  omentum  and  the  surrounding  structures,  including  the  pelvic 
viscera.  The  neoplasm  was  found  to  be  a  chorioepithelioma 
originating  from  the  tube,  the  other  organs  being  involved 
secondarily.  The  possibility  that  this  complication  may  occur 
prompts  Rossier  to  urge  a  radical  operation  in  each  case  where  a 
diagnosis  of  ectopic  pregnancy  is  made. 

Operation  for  Retrodisplacement  of  the  Uterus. — ^A.  M.  Willis 
(Surg.  Gyn.  and  Obst.,  191 2,  xiv,  618)  describes  the  following 
operation,  which  has  been  performed  on  over  sixty  cases.  Each 
round  ligament  is  grasped  i  1/2  to  2  inches  from  its  uterine 
attachment  and  advanced  to  a  point  in  the  midline  of  the  anterior 
surface  and  i  /  2  inch  from  the  apex  of  the  uterus.  A  linen  thread, 
on  a  small  round  curved  needle,  is  passed  through  half  of  one 
round  ligament,  then  through  a  good  bite  of  the  uterus,  then 
through  half  of  the  other  ligament.     This  suture  it  tied  firmly, 
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bringing  the  round  ligaments  together.  The  same  suture  is 
continued  downward,  using  broad  ligament  instead  of  round,  for 
three  or  four  stitches.  At  this  point  the  uterus  is  left  and  the 
broad  ligament  is  plicated  to  within  1/2  or  3/4  inch  of  the  bladder. 
The  suture  is  then  drawn  tight  and  tied.  As  a  further  rein- 
forcement, an  interrupted  suture  is  placed  so  as  to  secure  the 
round  ligament  to  the  uterus  at  a  point  half  w^ay  between  its 
original  insertion  and  its  advancement.  In  this  operation  the 
broad  ligament  is  utilized  to  the  fullest  extent;  the  round  liga- 
ment is  advanced  in  its  normal  direction;  the  sutures  are  placed 
at  the  point  of  least  vascularity  of  the  uterus,  thus  avoiding 
troublesome  bleeding,  and  the  dangers  of  intestinal  obstruction 
are  obviated  by  the  absence  of  abnormalities  which  may  result  in 
the  entanglement  of  a  loop  of  bowel.  The  writer  has  not  ob- 
served the  same  pain  and  drawing  sensations  that  have  followed 
some  of  the  older  operations.  In  one  case,  explored  two  3^ears 
after  operation,  the  uterus  was  found  to  be  in  good  position  with 
the  round  ligament  firmly  attached.  Most  of  the  sixty  cases 
have  occurred  among  unmarried  and  sterile  women,  so  only  two 
cases  of  pregnancy  are  known  to  have  followed.  These  were 
normal  in  every  respect.  There  was  one  recurrence  where  catgut 
was  used. 

Ovarian  Tumor. — E.  L.  Larkins  (Jour.  Ind.  State  Med.  Assoc, 
191 2,  V,  266)  records  the  removal,  postmortem,  of  a  multilocular 
ovarian  cyst  which  filled  and  hung  over  the  edges  of  a  large 
wash-tub  and  weighed  140  pounds.  The  weight  of  the  body 
aftei  its  removal  was  about  80  pounds. 

Prolapse  of  the  Rectum. — ^A.  V.  Moschcowdtz  {Surg.,  Gyn.  and 
Obst.,  191 2,  XV,  7)  regards  prolapse  of  the  rectum  as  in  every 
essential  a  hernia  and  has  devised  the  following  operation  for  its 
cure.  Median  abdominal  incision  from  symphysis  to  umbilicus. 
After  opening  the  abdomen,  the  patient  is  placed  in  an  extreme 
Trendelenburg  position.  The  rectum  is  pulled  up  and  held  taut. 
Pagenstecher  or  silk  sutures  are  passed  circularly  around  the 
culdesac  of  Douglas,  and  tied.  The  lowermost  suture  is  placed 
about  I  inch  above  the  inferior  extremity  of  the  culdesac; 
similar  sutures,  six  to  eight  in  number,  are  passed  at  intervals, 
and  persisted  in  as  long  as  the  peritoneum  comes  together  until 
practically  the  entire  pouch  of  Douglas  is  obliterated.  It  is 
advisable  to  include  in  the  suture  the  pelvic  fascia,  particularly 
that  part  which  covers  the  levator  ani.  When  the  sutures  reach 
the  region  of  the  supravaginal  portion  of  the  cervix  and  body 
of  the  uterus,  the  sutures  are  anchored  to  these  structures. 
When  approaching  the  rectum,  the  sutures  coming  from  the 
sides  of  the  pelvis,  catch  the  serosa  covering  it,  in  firm  and  close 
stitches.  This  is  done  in  order  to  prevent  the  possible  formation 
of  a  hernia;  in  addition,  these  lateral  sutures  also  materially  aid 
in  fixing  the  rectum  to  the  sacrum  and  coccyx.  There  are  two 
structures  which  should  be  avoided,  namely,  the  ureters  and 
internal  iliac  vessels.     The  former  can  be  marked  by  introducing 
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ureteral  catheters;  the  pulsation  of  the  latter  serves  as  a  guide. 
In  older  women  the  uterus  is  stitched  to  the  anterior  abdominal 
wall.  No  fixation  of  the  intestine,  viz.,  sigmoid  flexure,  is  under- 
taken, as  it  is  superfluous.  Suture  of  the  abdominal  wall  in 
layers.  The  after-treatment  is  simple.  The  bowels  will  generally 
move  of  their  own  accord  in  less  than  a  week.  Most  of  the 
patients  require  catheterization.  In  other  particulars  the 
after-treatment  is  that  of  any  laparotomy.  The  writer  has 
employed  this  operation  in  nine  cases  with  one  death  from 
suppression  of  urine  in  a  debilitated  subject.  He  estimates  the 
cures  from  the  patient's  viewpoint  at  loo  per  cent.;  from  the 
surgeon's,  he  considers  five  cases  as  absolute  cures.  In  the 
other  three  cases  severe  straining  by  the  patient  would  cause 
the  anus  to  open  so  that  a  narrow  rim  of  mucous  membrane  was 
just  visible. 

The  Anatomy  and  Operative  Technic  of  the  Levator  Fascia. — 
E.  Martin  (Arch.  f.  Gynik.,  Bd.  xcvii,  H.  2)  of  Bumm's  clinic, 
discusses  the  shortcomings  of  the  usual  methods  of  operating  for 
perineal  lacerations.  He  claims  that  it  is  necessary  to  restore 
the  fascial  planes  at  the  pelvic  outlet  just  as  we  would  repair  a 
wound  in  the  abdominal  wall,  because  the  muscles  themselves 
exercise  no  supporting  effect  in  this  direction.  The  method  in 
use  at  the  Frauenklinik  of  the  University  of  Berlin  has  been 
developed  as  follows :  A  U-shaped  incision  is  made  directly  under 
the  posterior  commissure  extending  up  on  both  sides  into  the 
lesser  labia.  This  flap  of  skin  and  mucous  membrane  is  then 
separated  from  the  tissues  underneath  and  the  perineal  body 
with  the  adjacent  segments  of  the  urogenital  diaphragm  is 
exposed.  The  finger  is  then  used  to  dissect  away  the  tissues 
until  the  fascial  covering  of  the  levator  ani  muscle  is  exposed. 
Sutures  are  then  carried  in  from  the  edge  of  the  urogenital  dia- 
phragm including  the  levator  and  its  fascia,  back  through  the 
former  and  out  at  the  opposite  side.  The  rectum  thus  remains 
untouched.  The  wound  in  the  skin  is  then  closed  after  removing 
the  superabundant  tissue.  The  advantages  of  the  operation  are 
stated  to  be  as  follows:  During  the  procedure  the  various  com- 
ponents of  the  pelvic  floor  are  thoroughly  exposed  without  the 
production  of  much  hemorrhage  because  the  larger  vessels  of 
the  perineum  and  vagina  are  not  touched.  The  chances  of  in- 
fection are  likewise  lessened  because  no  hollow  spaces  remain. 
The  fascial  structure  of  this  region  is  restored  to  its  proper 
physiological  proportions.  Martin  recommends  this  operation  in 
all  cases  of  descent  and  prolapse  of  the  posterior  vaginal  wall  and 
as  a  complementary  operation  in  the  treatment  of  displacements 
of  the  bladder  and  uterus. 

Prophylaxis  and  Therapy  of  Septic  Infection. — Heimann  (Ztschr. 
f.  Geburtsh.  u.  Gynik.,  Bd.  Ixxi,  H.  3)  discusses  the  role  of  the 
peritoneum  in  the  etiology  of  general  septic  infection  and  pre- 
sents the  results  of  a  very  extensive  series  of  experiments  in 
the  effort  to  arrive  at  some  definite  conclusions  as  to  the  value 
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of  various  prophylactic  and  therapeutic  measures.  His  results 
are  as  follows:  The  intraperitoneal  injection  of  olive  oil  and 
camphor  oil  in  animals  was  entirely  negative  as  far  as  the 
absorption  of  virulent  bacteria  or  their  products  was  concerned. 
Moreover,  the  camphor  oil  was  not  harmless,  as  in  the  lo  per 
cent,  strength  it  was  fatal  to  the  animals,  and  in  a  2.5  per  cent, 
solution  it  produced  severe  disturbances.  Heimann  does  not 
believe  that  the  prophylactic  treatment  of  the  peritoneum  as 
proposed  by  Hohene  and  others  is  either  free  from  danger  or 
effective  in  this  class  of  cases.  Chemotherapeutic  methods 
including  the  use  of  various  silver  salts  and  other  chemical 
agencies,  were  likewise  without  definite  results  as  regards  the 
prevention  and  treatment  of  septic  infection  and  although 
generally  harmless  were  also  found  to  be  valueless.  The  treat- 
ment with  antistreptococcus  serum  prepared  according  to 
Aronson's  method  and  used  in  animals  infected  with  the  same 
streptococci  used  for  the  immunization,  was  usually  favorable. 
In  almost  every  case  the  injection  of  the  serum,  if  used  in  proper 
amount  and  concentration,  was  of  value  in  both  tht  prophylactic 
and  therapeutic  sense,  if  employed  at  a  time  soon  after  the 
infection.  Heimann 's  experiments  on  mice  and  other  animals 
showed  further  that  a  specific  serum  is  necessary  in  each  case 
as  the  streptococci  vary  considerably.  Therefore,  only  such  a 
serum  can  be  effective  if  used  against  an  infection  produced  by 
streptococci  which  have  been  obtained  from  animals  that  have 
been  immunized  against  the  particular  organism  in  question. 
Owing  to  the  unsatisfactory  status  of  the  subject  at  the  present 
time  the  treatment  of  septic  infection  must  therefore  be  con- 
ducted symptomatically  along  clinical  lines.  Thus  far  no  remedy 
has  been  found  which  is  able  to  affect  or  destroy  the  streptococci 
which  have  infected  the  organism.  Heimann  believes  that 
chemotherapy  will  in  time  afford  relief,  or  a  polyvalent  serum  will 
be  produced  which  is  effective  against  a  variety  of  streptococci. 
Malignant  Degeneration  of  Uterine  Myomata. — Hertel  {Monats- 
schr.  f.  Gebiirtsh.  u.  Gynak.,  September,  1912)  believes  that  recent 
observations  have  shown  that  myomata  cannot  be  regarded  as 
benign  tumors.  Hertel  reports  a  series  of  iioo  cases  of  myoma 
which  came  under  his  observation,  among  which  468  were  oper- 
ated upon,  176  treated  conservatively,  and  456  were  not  treated 
for  various  reasons.  In  twenty-nine  instances  out  of  the  468 
tumors  removed,  malignant  degeneration  was  present.  In  sixteen 
the  uterine  mucosa  and  in  thirteen  the  muscular  structures  were 
involved.  Moreover  in  this  entire  series,  carcinoma  of  the  cervix 
was  found  in  eight  cases.  Sarcomatous  degeneration  was 
observed  in  thirteen  of  the  women  operated  upon,  and  in  no 
instance  was  it  possible  to  make  a  diagnosis  beforehand.  In  the 
majority  of  cases  the  submucous  form  of  myoma  underwent 
degeneration,  as  this  is  most  likely  to  be  subjected  to  irritation. 
Hertel  considers  that  the  frequency  of  malignant  degeneration 
demands  operative  rather  than  conservative  treatment  in  all 
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cases  and  that  careful  observation  and  early  operation  will 
furnish  the  most  favorable  results. 

The  Treatment  of  Inflammatory  Adnexal  Disease. — ^Topfer 
{Berl.  klin.  Wchnschr.,  September  2,  191 2)  calls  attention  to  the 
advisability  of  conservative  treatment  in  these  conditions,  unless 
the  collection  of  pus  can  be  readily  reached;  otherwise  indications 
for  operation  must  be  postponed  until  conservative  methods  have 
been  without  well-marked  results  after  being  employed  for  con- 
siderable periods.  In  such  cases  the  complaints  of  the  patient 
and  her  social  position  must  be  taken  into  consideration.  Two 
methods  of  operating  are  employed.  In  the  milder  cases  where 
the  uterus  is  freely  movable  and  no  marked  adhesions  are 
present,  a  double  salpingectomy  may  be  performed  by  the  vaginal 
route.  In  severe  cases  a  laparotomy  is  necessary  but  the  uterus 
or  a  portion  of  the  ovary  should  be  retained.  Solms  has  proposed 
a  method  for  displacing  the  stumps  extraperitoneally  and  com- 
pletely shutting  off  the  pelvis  by  the  suture,  by  which  the 
perineum  from  the  posterior  surface  of  the  uterus  and  the 
adnexa  is  attached  to  the  posterior  wall  of  the  pelvis  above  the 
culdesac.  Ihis  provides  effective  vaginal  drainage  and  avoids 
exudates  and  adhesions  from  the  stumps.  The  more  radical 
operation  is  only  indicated  in  older  women  in  exceptional  cases. 

The  Use  of  Pessaries. — G.  E.  Herman  {Practitioner,  Sept., 
191 2)  discusses  the  modem  employment  of  these  devices  in  a 
series  of  conditions.  He  believes  that  they  are  of  extreme 
value  in  a  rather  limited  class  of  cases  and  prefers  the  elastic 
ring  pessaries  and  the  ordinary  Hodge  pessary  for  this  purpose. 
In  nonadherent  retroversions  the  symptoms  will  be  relieved  if 
the  uterus  can  be  kept  in  an  anteverted  position,  but  if  the  body 
of  the  uterus  is  merely  pushed  up  no  effect  will  be  obtained. 
In  slight  cases  of  uterine  descent  Herman  thinks  that  attention 
to  the  neurasthenic  symptoms  is  necessary  in  addition  to  the 
local  treatment.  He  advises  a  daily  douche  while  the  pessary 
is  being  worn  and  believes  that  the  treatment  ought  to  be 
extended  over  a  few  months  at  least.  He  believes  that  the 
effect  of  the  pessary  in  distending  the  vagina  is  of  more  import- 
ance than  any  direct  supporting  action  on  the  uterus. 

The  Transplantation  of  Ovarian  Tissue. — Kawasoye  (Ztschr.  f. 
Geburtvh.  u.  Gyn'ik.,  Bd.  Ixxi,  H.  1-2)  discusses  the  question 
whether  a  transplanted  ovary  will  develop  normally  as  com- 
pared with  one  which  has  remained  in  situ.  These  experiments 
were  carried  out  on  a  series  of  rabbits  and  it  was  found  that  the 
transplanted  ovaries,  even  where  the  healing  was  good,  showed 
well-marked  changes,  usually  of  an  atrophied  character.  He 
believes  that  these  changes  are  explained  by  the  diminished 
blood-supply  which  resulted.  In  the  animals  in  which  a  portion 
of  the  ovary  was  left  behind  these  changes  were  scarcely  notice- 
able. He  believes  it  is  necessary  therefore,  that  in  an  extirpa- 
tion of  the  adnexa,  the  entire  ovary  or  a  portion  of  the  same 
should  only  be  left  if  the  blood-supply  can  be  maintained. 
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TRAINING  OF  MIDWIVES  IN  RELATION  TO  THE  PRE- 
VENTION OF  INFANT  MORTALITY.* 

BY 
CLARA  D.  NOYES, 

General  Superintendent  of  Training  Schools,  Bellevue  and  Allaid  Hospitals, 
New  York  City. 

Before  proceeding  with  the  paper  which  I  have,  been  asked 
to  present,  I  wish  to  offer  an  apology  to  the  audience  for  being 
here.  Miss  Carolyn  van  Blarcom,  the  executive  secretary  of  the 
Committee  on  Prevention  of  Blindness  of  the  New  York  Associa- 
tion for  the  Blind,  was  expected  to  present  this  subject,  but 
prolonged  illness  has  prevented  her  from  doing  so. 

You  will  recall  that  Miss  van  Blarcom  was  the  assistant  secre- 
tary of  the  Section  on  Midwifery  of  the  American  Association  for 
the  Study  and  Prevention  of  Infant  INIortality;  when  it  came  into 
existence,  moreover,  that  she  was  instrumental  in  the  organiza- 
tion of  that  section. 

Her  interest  in  the  midwifery  problem  was  exited  through  the 
investigations  which  were  being  made  by  the  committee  of  which 
she  is  the  secretary. 

The  many  sad  cases  of  preventable  blindness  directly  traceable 
to  the  carelessness  and  ignorance  of  untaught  midwives  seemed 
to  her  of  such  vital  importance  to  the  future  of  many  unborn 
babies,  that  this  committee  widened  the  purpose  for  which  it  was 
originally  formed  and  financed  by  the  Russel  Sage  Foundation, 
has  been  making  a  careful  study  of  the  midwife  both  here  and 
abroad,  particularly  in  England,  as  conditions  now  existing  in 
America  are  strongly  analogous  to  those  existing  in  England  prior 
to  the  passage  of  the  act  which  provided  for  the  control  of  mid- 
wives.  This  committee  was  greatly  impressed  by  the  simplicity 
and  practicability  of  the  English  law,  and  by  the  fact  that  instead 

*  Read  before  the  International  Congress  of  Hygiene  and  Demography,  Wash- 
ington, September,  1912. 
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of  replacing  obstetrical  practice  by  the  work  of  trained  midwives 
it  has  increased,  improved  and  upheld  the  work  of  the 
obstetrician. 

The  Midwifery  Section  of  the  American  Association  for  the 
Study  and  Prevention  of  Infant  Mortality,  at  a  meeting  held  in 
Chicago  in  1911,  spent  considerable  time  in  the  consideration  of 
the  midwife  and  the  midwifery  problem  in  America.  In  sum- 
ming up  the  findings  of  this  Section,  we  note  that  further  study 
of  the  midwifery  problem  was  suggested  "before  recommending 
any  policy  as  to  abolition  or  the  recognition  or  supervision  of  the 
midwife."  This  apparently  negative  attitude  appeared  to 
leave  the  matter  where  it  has  drifted  about  in  the  past. 

Fifty  years  ago  the  Medical  Society  of  New  York  County 
voted  almost  unanimously  against  licensing  the  midwife.  From 
time  to  time  since  then,  quite  generally  throughout  the  United 
States,  attempts  have  been  made  toward  control  and  restriction, 
even  abolition  of  this  class  of  workers.  Laws  to  this  end  have 
been  framed  and  passed,  but  in  no  place  do  they  seem  to  have 
been  effectively  or  systematically  enforced,  as  the  midwife  is 
found  plying  her  trade  throughout  the  length  and  breadth  of  the 
land.  Every  sickly  ill-nourished  infant,  every  babe  with  infected 
eyes  or  preventable  deformity  brought  into  milk  stations,  dis- 
pensaries or  hospitals  for  which  a  midwife  is  responsible,  adds 
fresh  evidence  against  our  apparent  indifference  and  blindness  to 
existing  conditions. 

Granting  that  the  midwife  problem  is  of  too  long  standing  to  be 
settled  hurriedly,  and  warmly  advocating  the  most  careful  and 
thoughtful  study  of  the  ways  and  means  toward  the  solution  of 
this  problem,  nevertheless,  we  feel  that  the  most  ardent  advocate 
of  the  abolition  of  the  midwife  could  hardly  bring  an  accusation 
of  undue  haste  against  those  who  have  been  brought  to  believe 
that  society  calls  for  her  continuance  and  suitable  education. 

The  history  of  the  midwife  is  the  history  of  the  human  race. 
Out  from  the  dim  obscurity  of  countless  ages,  she  makes  her 
appearance,  officiating  at  the  birth  of  the  mighty.  She  dared 
assert  herself  even  against  Kings.  When  Pharoah  issued  the 
order  to  the  midwives  saying,  ' '  Every  male  son  that  is  born  ye 
shall  cast  into  the  river."  Puah  and  Shiprah  defied  him  and 
outwitted  him.  If  they  had  not,  ]\Ioses,  who  afterward  became 
the  great  Hebrew  leader  would  not  have  found  a  safe  resting 
place  among  the  bulrushes,  and  been  saved  to  lead  his  race  to  the 
Promised  Land. 
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It  would  take  too  long  to  trace  the  history  of  the  midwife 
down  to  modern  times,  when  we  find  her  in  America,  at  least, 
pushed  into  the  background  by  the  medical  profession,  and  a 
member  of  a  class,  with  few  exceptions,  conspicuously  ignorant 
and  untaught  and  totally  unfit  to  discharge  the  duties  they  are 
constantly  called  upon  to  perform. 

Deplorable  as  this  may  be,  in  justice  to  the  midwife,  we  find 
from  all  reports  that  midwives  are  responsible  for  less  injury  to 
mothers  and  children  than  that  laid  to  the  door  of  the  medical 
profession.  Dr.  Williams  says,  "It  appears  that  the  majority 
of  teachers  in  this  country  consider  that  general  practitioners 
lose  as  many  and  possibly  more  women  from  puerperal  sepsis 
than  do  midwives."  The  same  seems  to  be  true  regarding  pre- 
ventable blindness  and  deformities.  To  quote  again  from  Dr. 
Williams.  "This  is  a  terrible  indictment  against  the  medical 
profession."  Yet,  we  find,  in  a  recent  editorial  in  the  Boston 
Medical  and  Surgical  Journal  the  midwife  thus  described:  "The 
midwife  may  be  defined  as  a  person  attempting  to  practice  ob- 
stetrics, without  complete,  or  even  adequate  medical  education. 
The  tolerance  of  such  persons  is  an  anomaly  in  an  enlightened 
civilization.  The  midwife  is  a  relic  of  medievalism,  unhappily 
extant  in  the  Old  World,  but  whose  persistence  in  our  own  com- 
munity should  not  he  encouraged  by  any  form  of  recognition." 
Nevertheless,  even  in  America,  they  are  attending  approximately, 
50  per  cent,  of  all  births.  In  New  York  City  alone,  50,000  an- 
nually. Yea,  even  in  the  shadow  of  the  "gilded  dome,"  where 
the  laws  of  Massachusetts  are  made  which  forbid  them  to  prac- 
tise, they  are  recognized  on  a  birth  certificate,  and  their  signature 
accepted. 

It  is  true  that  we  have  very  inadequate  statistics  from  which 
to  form  our  conclusions  yet  we  have  sufficient  to  know  that 
failure  to  recognize  the  existence  of  the  midwife,  or  to  ignore  her 
existence  amounts  to  little  short  of  criminal  negligence. 

Dr.  Baker,  of  the  Child  Hygiene  Bureau  of  the  New  York 
City  Department  of  Health,  reports  out  of  thirty-three  states 
from  which  she  has  gathered  statistics  only  thirteen  could  show 
that  the  practice  of  midwives  is  defined  by  law.  Six  of  these 
knew  the  number  practising  and  only  four  could  state  the  num- 
ber of  births  reported  by  them. 

No  one  knows  apparently  how  many  are  practising. 

In  New  York  City  in  191 1,  there  were  1344  permits  in  force, 
but    district    nurses,   social  workers   and  physicians  feel  confi- 
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dent    that    probably    as    many    more    are    practising    without 
permits. 

The  Old  World  has  faced  the  problem  with  greater  honesty 
and  has  provided  adequate  instruction  for  the  midw4ves  with 
laws  for  regulation  and  supervision.  Excellent  schools  with 
courses  varying  in  length  from  six  months  to  two  years,  exist 
very  generally  in  these  countries,  the  laws  of  England  and 
Denmark  being  particularly  fine,  and  conspicious  for  the  class  of 
women  who  enter  the  field.  In  Denmark,  midwives  practically 
control  the  practice  of  midwifery,  and  we  find  a  remarkably  low 
infant  and  maternal  death  rate. 

"The  value  of  trained  midwives,"  to  quote  from  Miss  Van 
Blarcom,  "is  already  apparent  in  England  where  twelve  years 
ago  conditions  were  strongly  analogous  to  those  in  America  at 
the  present  time.  It  is  believed  by  English  workers  that  the 
better  obstetrical  work  being  done  by  English  midwives  as  a 
result  of  their  better  training  and  better  control  must  be  reckoned 
as  one  of  the  important  factors  in  the  decreased  death  rate 
among  infants  and  mothers,  the  percentage  having  dropped 
from  151  deaths  among  infants  per  1000  during  1901,  to  106  per 
1000  in  1 9 10."  A  corresponding  decrease  in  maternal  deaths 
from  puerperal  sepsis  and  accidents  of  childbirth  is  also  reported. 

Contrast  this  with  the  state  of  affairs  existing  in  America, 
50  per  cent,  of  our  future  citizens  being  attended  at  birth  by  a 
class  of  workers  for  whom  we  have  provided  no  special  oppor- 
tunity for  education.  In  the  face  of  a  social  condition  which  is 
bound  to  perpetuate  the  midwife  can  we  at  present  or  for  many 
years  to  come  abolish  them  even  if  found  possible  under  the 
American  Constitution  ?  Assuming  that  we  cannot  abolish  them 
we  must  in  all  honesty  recognize  them,  provide  for  their  educa- 
tion, their  regulation  and  subsequent  supervision. 

The  question  will  be,  and  has  been  raised  as  to  the  wisdom  of 
providing  for  the  education  of  a  third  class  of  workers  when 
physicians  and  nurses  are  already  in  the  field.  It  must  be  re- 
membered that  midwives  are  also  already  in  the  field  and  for 
economic  reasons  seem  destined — at  least  for  the  present — to 
remain.  Therefore  under  the  circumstances  education  seems 
only  logical. 

Better- trained  physicians,  extension  of  free  obstetrical  clinics 
and  obstetrical  hospitals,  education  of  the  laity  and  further 
development  of  visiting  obstetrical  nurses  are  some  of  the  rec- 
ommended   substitutes.     It   would    take    years   to   accomplish 
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these  reforms.  Even  then  will  they  replace  the  midwife?  If 
not  the  midwife,  who?  Will  highly  trained  obstetricians  practice 
on  the  East  Side  of  New  York  or  in  the  rural  districts?  Will  the 
foreign-born  woman,  mth  all  the  inherited  prejudices  of  genera- 
tions against  the  "man-midwife' '  and  a  family  of  children  clinging 
to  her  skirts  enter  the  obstetrical  hospital,  or  take  advantage  of 
the  free  obstetrical  clinic?  Even  if  she  were  willing,  her  husband 
would  probably  rise  up  and  prevent  her  from  doing  so. 

Education,  excellent  as  it  may  be  is  discouraging,  as  every 
emigrant  ship  brings  to  our  shores  hundreds  of  others  possessing 
the  same  inherent  traditions  and  prejudices  against  hospitals 
and  the  man-midwife,  while  conditions  in  the  rural  districts 
remain  the  same,  and  where  the  mothers  and  babies  of  the 
poorer  classes  are  subject  to  unparalleled  neglect  and  suffering. 
Desirable  as  hospital  care  may  appear  to  be  for  the  poorer 
classes,  we  find,  from  such  statistics  as  I  have  been  able  to  collect, 
even  in  a  great  city  like  New  York,  with  its  millions  of  inhabi- 
tants approximately  about  looo  beds  for  obstetrical  patients, 
and  although  at  times  these  are  filled,  there  are  many  times  when 
these  beds  are  not  filled.  There  seems  to  be  little  pressure, 
generally  speaking,  for  more  obstetrical  beds. 

Every  teacher,  both  physicians  and  nurses,  will  acknowledge, 
I  am  sure,  the  uphill  work  encountered  in  establishing  an  active 
obstetrical  service  for  medical  students  and  pupil  nurses  in 
general  hospitals.  Out-patient  services  seem  to  be,  upon  the 
whole,  more  pupular  with  the  poorer  classes. 

The  midwife  may  be  gradually-  replaced  by  the  combined  force 
of  these  substitutes,  but,  in  the  meantime,  she  is  here,  and  has 
been  for  ages,   and  here   she  apparently,   expects   to  remain. 

It  is  important  that  the  difference  between  a  midwife  and 
obstetrician  should  be  clearly  understood  by  all.  A  midwife 
should  never  officiate  at  other  than  absolutely  normal  cases,  but 
in  order  to  be  able  to  distinguish  between  normal  and  abnormal, 
she  must,  of  course,  have  careful  practical  teaching.  Neither 
would  we  wish  to  appear  to  be  underrating  the  value  of  obstetri- 
cal hospitals,  fre'^,  clinics  and  district  obstetrical  work  in  the 
community.  They  are  of  inestimable  value,  not  only  to  the 
public,  but  they  play  an  important  essential  part  in  the  general 
educational  scheme  of  physicians  and  nurses. 

If  we  would  guard  at  the  foundation  the  strength  of  the  nation, 
we  will  no  longer  ignore  the  existence  of  the  midwife  and  the 
part  she  plays  in  the  social  structure.     All  leading  authorities, 
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in  the  question  of  infant  mortality,  agree  that  the  prenatal  care 
of  mother,  instruction  to  mothers  in  infant  and  personal  hygiene, 
adequate  obstetrical  care  and  breast  feeding  are  all  essential 
factors  toward  a  lowered  death  rate  among  infants.  With 
characteristic  waste  of  our  natural  resources,  approximately 
one-half  of  our  child  life  is  under  control  before,  during  and  after 
birth  by  a  class  of  workers  who  have  not  been  taught  themselves, 
and  who  are,  therefore,  not  prepared  to  give  this  fundamental 
teaching. 

We  must  not  condemn  the  midwife  too  harshly  for  her  lack  of 
training,  as  we  again  and  again  find  her,  without  compulsion, 
making  an  effort  to  secure  teaching  and  availing  herself  of  such 
opportunities  as  present  themselves,  only  to  find  that  after 
spending  money  and  time,  she  has  been  exploited  and  the  few 
lectures  she  has  heard  and  the  pretentious  diploma  which  she 
has  received  are  of  little  practical  value.  In  a  country  without 
standards,  with  inadequate  or  no  laws  for  regulation  and  super- 
vision, it  would  be  preposterous  to  expect  the  midwife  to  be 
other  than  she  is.  Even  the  well-trained  foreign  midwife,  as  the 
stimulus  of  supervision  is  removed,  lapses  and  becomes  careless. 

The  arguments  which  have  so  far  been  advanced  against  the 
training  of  midmves,  do  not  seem  to  those  who  believe  in  her 
education  to  be  particularly  sound  ones.  One  eminent  authority 
says,  in  speaking  of  a  lowered  maternal  death  rate,  "It  is  not 
by  educating  the  midwife  to  do  better  work,  because  we  have 
seen  that  the  mortality  in  the  midwife's  practice  is  not  as  great 
as  in  that  in  the  hands  of  the  medical  practitioner."  We  cannot 
feel  that  this  criticism  of  the  work  of  the  physician  is  any  reason 
wh}^  we  should  discontinue  the  struggle  for  better  medical 
education.  If  the  midwife  does  better  work  untrained  than  the 
general  practitioner,  what  type  of  work  would  she  do  after  six 
months  or  one  year  of  careful  training? 

It  is  also  contended  that  the  type  of  woman  who  would  apply 
as  candidates  for  training  would  be  of  such  a  low  order  that  it 
would  be  a  waste  of  effort  since  when  trained  they  would  gradu- 
ally slip  back  into  careless  or  ignorant  ways. 

It  would  be  almost  certain  to  occur,  unless  laws  were  made  for 
control  and  careful  supervision,  such  as  we  find  in  England,  under 
the  Central  Midwives  Board.  Education  means  elevation  and 
progress.  It  has  not  been  a  very  long  time  since  doctors  were 
barbers  and  the  nursing  care  of  the  sick  was  rescued  from  de- 
gradation by  Florence  Nightingale. 
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A  very  high  type  of  woman  enters  the  field  of  midwifery  in 
England,  at  present  many  nurses  superimpose  this  course  upon 
their  general  training,  and  under  the  direction  of  visiting  nurse 
associations  and  charitable  organizations,  work  among  the  less 
highly  favored  classes  in  the  large  cities,  and  through  the  country 
districts  as  Queen's  nurses.  It  has  also  been  proved,  beyond 
question,  that  trained  midwives,  instead  of  invading  the  province 
of  physicians,  as  some  members  of  the  profession  have  feared,  it 
has  actually  resulted  in  greater  demands  upon  their  services. 
The  more  highly  trained  and  educated  the  midwife,  the  less 
willing  will  she  be  to  assume  responsibilities  which  are  not  hers, 
and  the  more  quickly  will  she  recognize  them,  and  the  greater 
discrimination  will  she  show  in  the  type  of  physician  she  calls  to 
her  assistance. 

There  seems  to  be  no  fundamental  reason  why  the  technically 
educated  midwife  should  be  feared  any  more  than  the  technically 
educated  physician  or  nurse.  Any  institution  or  profession, 
whether  the  law,  medicine  or  nursing  acknowledges  an  inherent 
weakness  when  present  position  or  temporar}^  success  is  con- 
sidered before  the  great  human  cause  lying  in  the  background. 
It  is  not  improbable  to  expect  that  advanced  obstetrical  training 
will  eventually  be  given  nurses  in  this  countr\'  to  fit  them  to  carry 
their  share  in  this  problem  of  mothers  and  babies.  A  prophetic 
note  was  struck  at  the  Chicago  meeting  last  year  by  the  Section 
on  Nursing  and  Social  Work,  when  a  resolution  to  this  effect  was 
offered,  but  was  finally  held  over  for  further  discussion  and 
conference. 

If  the  midwife  can  gradually  be  replaced  by  the  nurse  who  has, 
upon  her  general  training  superimposed  a  course  in  practical 
midwifery,  which  has  been  clearly  defined  by  obstetricians,  it 
would  seem  a  logical  .economic  solution  of  the  problem,  as  we 
should  not  only  save  the  expense  of  training  another  class  of 
workers,  but  we  should  be  able  to  provide  better  teachers,  better 
nursing  and  eventually  better  medical  assistance  to  the  less  highly 
favored  classes. 

The  practical  difficulties  to  be  met  in  providing  education  for 
midwives  are  not  inconsiderable.  Two  requisites  are  absolutely 
necessary — material  and  money.  Our  state  and  national 
government  provide  for  the  education  of  every  known  class 
from  the  feeble-minded  to  those  desiring  a  scientific  education. 
Why  not  for  midwives?  The  school  for  midwives  which  was 
organized  at  Bellevue  Hospital  in  July,  191 1,  is  supported  b}^ 
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the  city  of  New  York.  It  is  the  first  of  its  kind  in  America  and 
has  demonstrated  that  midwives  can  be  taught  and  moreover 
that  so  far  they  have  proved  acceptable  to  the  community. 

Dr.  John  W.  Brannan,  President  of  the  Board  of  Trustees, 
inspired  by  the  investigations  that  were  being  made  by  the 
Committee  on  Prevention  of  Bhndness,  quickly  advocated  the 
training  of  midwives,  and  this  little  school,  important  as  the 
entering  wedge,  was  the  immediate  result. 

In  little  more  than  a  year  the  beds  in  the  hospital  have  been 
increased  from  eight  to  twenty,  and  the  work  in  the  out-patient 
field  steadily  growing,  while  the  individual  experience  shows 
that  where  the  first  midwife  finishing  a  six  months'  course 
observed  sixty  cases  and  delivered  eight,  the  last  one  finishing 
observed  104  and  delivered  twelve.  In  this  school  particular 
emphasis  is  placed  upon  the  prenatal  care  of  the  mother  and 
her  surroundings,  the  nursing  care  of  mother  and  baby,  and 
the  importance  of  breast  feeding.  The  pupil  midwives  are 
required  to  do  all  the  housework,  thus  acquiring  a  fundamental 
training  in  cleanliness,  cooking,  sanitation  and  hygiene. 

Dr.  Jacobi,  in  his  masterly  address  to  the  American  Medical 
Association  in  June,  191 2,  placed  the  stamp  of  his  approval 
upon  this  venture  and  advocated  in  no  uncertain  terms,  the 
wisdom  of  providing  suitable  education  for  the  midwife. 

Admirable  as  any  provision  for  education  may  be,  it  will  be  a 
loss  of  effort  without  regulation  and  systematic  supervision. 

Education  and  legislation  will  surely  mean  the  gradual 
elimination  of  the  old  familiar  type  of  midwife.  I  venture  to 
prophesy,  although  I  may  be  wrong,  that  it  will  not  be  long 
before  we  see  our  cities  and  larger  towns  districted  and  covered 
by  trained  and  certified  midwives,  working  under  visiting  nurse 
or  charitable  organizations,  with  the  same  organization  extending 
into  the  rural  and  mining  districts.  In  the  rural  districts  of 
the  South,  I  see  a  distinct  place  for  the  certificated  colored  nurse, 
who  now  has  considerable  difficulty  in  securing  nursing  work. 
This  work  may  even  be  under  state  or  national  control.  Would 
it  not  be  a  wise  economy  and  therefore  a  national  asset,  as  long 
as  babies  must  be  born,  and  will  be  born,  that  they  are  born  as 
healthy  as  possible?  I  would  not  have  you  misunderstand  me, 
even  the  most  optimistic  individual  would  not  expect  that  by 
the  simple  process  of  training  midwives,  to  secure  perfectly 
sound  and  healthy  babies,  but  investigation  has  shown  that 
she  plays  a  vital  part  as  a  contributor}-  factor,  and  that  we  can 
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no  longer  sit  comfortably  by  and  tolerate  existing  conditions. 
Our  spirit  of  citizenship  is  at  last  stirred,  the  pitiful  cry  of  the 
neglected  infant  has,  at  last,  touched  our  hearts,  and  it  is  for 
this  reason  that  we  urge  the  education  of  women,  whether  as 
the  midwife  pure  and  simple,  or  as  a  further  development  of 
the  nurses'  work,  in  the  practice  of  normal  midwifery,  not  as  a 
means  of  livelihood,  "although  every  laborer  (even  a  midwife) 
is  worthy  of  his  hire,"  but  fundamentally  as  a  protection  to  the 
strength  and  health  and  wealth  of  the  nation. 
Belle VTiE  Hospital. 


THE    RELATION    OF    PROLONGED    PREGNANCIES    TO 

SOME  CEREBRAL  LESIONS  AND  TO  BACKWARD 

MENTAL  STATES.* 

BY 
HEXRY  LYLE  WINTER,  M.  D., 

Cornwall,  N.  Y. 
(With  three  illustrations.) 

Routine  examinations  of  the  mentally  deficient  always  include 
inquiries  concerning  birth,  especially  whether  it  was  normal  or 
instrumental.  Some  statistics  have  been  compiled  regarding 
premature  births,  but  I  cannot  find  any  literature  on  the  subject 
of  the  relation  of  prolonged  pregnancies  to  mental  deficiency. 

This  probably  depends  upon  the  difliculty  of  obtaining  exact 
information.  This  difficulty  is  apparent  when  I  tell  you  that 
it  has  taken  me  over  fifteen  years  to  collect  seventy-five  cases  in 
which  I  could  be  reasonably  sure  that  gestation  was  prolonged 
beyond  normal  limits. 

The  subject  of  prolonged  pregnancies  itself  has  apparently 
attracted  very  little  attention. 

Inquires  among  medical  friends  develop  the  fact  that  about 
5  per  cent,  of  all  pregnancies  are  prolonged  beyond  the  normal 
limit.  This  is  undoubtedly  a  movable  percentage,  and,  of  course, 
it  is  impossible  even  to  guess  at  the  percentage  of  prolonged 
pregnancies  which  yield  mentally  deficient  children. 

Out  of  785  histories  of  mentally  deficient  children  which  I 
have  collected  seventy-five  are  known  to  have  been  born  after 

*Read  at  the  Annual  Meeting  of  the  First  District  Branch  of  the  New  York 
State  Medical  Societ}-,  Poughkeepsie,  N.  Y.,  October  4,  1912. 
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prolonged  pregnancies.  This  is  9  +  per  cent.  As  suggested 
below  in  a  brief  analysis  of  the  balance  of  the  cases  it  is  probable 
that  more  should  be  included  in  this  group. 

In  examining  these  histories  I  find  46+  per  cent,  of  idiots, 
25  +  per  cent,  of  imbeciles,  5  -  per  cent,  of  feeble  minded  and  one- 
half  of  I  per  cent,  of  backward  children  presented  histories  of 
abnormal  births.  It  is  fair  to  assume  that  some  of  these  abnor- 
mal births  were  due  to  some  abnormality  in  the  fetus,  a  large 


Fig.   I.- — In  this  case  the  cystic  degeneration  completely  destroyed  the  cortex 
and  subcortical  tissue  as  shown  in  the  picture.     Diagnosis:  Diplegic  Idiot. 

head  for  example.  As  a  large  head  would  naturally  result  from 
prolonged  gestation  some  of  these  cases  are  undoubtedly  in  that 
class. 

The  above  percentages  are  calculated  from  histories  of  sixty- 
two  idiots,  105  imbeciles,  143  feeble  minded  and  400  backward 
children. 

The  following  are  the  periods  of  gestation  in  the  seventy-five 
cases  referred  to : 


289  to  2qo  daVs 
6 


200  to  300  days 


300  to  310  day; 
39 


over  310  days* 

S 


*  In  one  case  in  this  group  gestation  was  set  at  330  days.  As  this  exceeds  the 
next  longest  period,  316  days,  by  so  much  I  accepted  it  with  doubt.  The  child 
weighed  16  pounds  at  birth.  Labor  was  delayed  but  not  instrumental.  Third 
child  of  mother. 
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The  weights,  in  pounds,  at  birth  were  obtained  in  thirty-three 
of  these  cases: 

TABLE  OF  WEIGHTS. 


4  to  6 
3 


6  to  8 

2 


8    to   ID 

4 


ID  to  i: 
13 


The  balance  of  the  cases  where  the  weight  was  not  obtainable 
were  classified  as  follows:  Small  children  seven,  average  nine- 
teen, large  sixteen. 


Fig.  2. 


The  brains  which  I  have  examined  may  be  divided  into  three 
classes:  Those  presenting  no  gross  lesions.  These  are  few. 
Those  in  which  the  cortex  and  subcortical  tissue  are  the  seat  of 
one  or  more  areas  of  cystic  degeneration.  Third,  a  group  show- 
ing unequal  development  of  the  cerebral  hemispheres. 

Out  of  seventeen  brains  examined  two  belonged  to  the  first 
group,  ten  to  the  second  and  five  to  the  third.  Three  of  the 
brains  of  the  second  group  came  from  the  seventy-five  cases 
above  cited. 
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In  the  cystic  group  the  lesions  were  all  in  the  parietal  or 
occipital  lobes.  This  may  have  been  merely  a  coincidence  as 
there  is  no  reason  why  they  should  not  occur  in  any  portion  of 
the  brain.*  The  period  at  which  the  lesions  occurred  is,  of 
course,  a  matter  of  conjecture.  In  some  cases  (Fig.  i)  the  con- 
ditions point  to  late  fetal  life,  the  convolutions  appearing  un- 
developed rather  than  atrophic. 


Fig.  3. 
Figs.  2  and  3. — An  interesting  feature  in  this  case  was  an  absence  of  any  motor 
paralysis  though  the  left  hemisphere  was  clearly  incapable  of  functioning.  There 
were  practically  no  motor  fibers  in  the  internal  capsule.  This  compensation  in 
one  hemisphere  for  the  lack  of  function  in  the  other  must  have  begun  either  in 
fetal  life  or  soon  after  birth,  before  coordinate  motion  began.  There  is  a  cyst  in 
this  brain  also.     The  opening  into  it  shows  as  a  dark  spot  in  the  occipital  lobe. 

The  brains  showing  partial  arrested  development  of  one  or  the 
other  hemisphere  or  of  one  or  more  lobes  occurred  in  cases  of 
asymmetry  of  the  skull,  the  skull  being  flattened  over  the 
undeveloped  brain  areas. 

In  one  case  the  right  hemisphere  was  large  and  well  developed 
while  the  left  was  less  than  half  its  size  and  the  convolutions  were 
flat  and  undeveloped  (see  Figs.  2  and  3). 

*  It  is  possible  that  the  lesions  might  have  resulted  in  some  cases  from  pressure 
of  instruments  during  delivery  in  the  posterior  position.  Xot  all  the  cases  were 
instrumental,  however. 


i 


wall:  postnatal  causes  of  infant  mortality.        1063 

As  stated  above  there  are  cases  which  show  no  gross  brain 
lesions,  but  in  those  cases  in  which  the  brain  is  injured  the 
degree  of  mental  deficiency  bears  a  close  relation  to  the  amount 
of  injury. 

There  is  no  doubt  that  the  fetal  brain  may  be  injured  at 
almost  any  period  of  development.  It  is  certain  that  these  in- 
juries are  more  likely  to  occur  during  the  later  months.  Pressure 
of  the  maternal  parts  is  a  probable  cause.  As  it  is  obvious  that 
such  pressure  increases  with  increasing  size  of  the  fetus  it  is 
reasonable  to  assume  that  an  over-long  pregnancy  is  in  itself  a 
menace  to  the  mentality  of  the  child  through  the  possibility  of 
cerebral  injury  while  still  in  ntero. 

Over-long  pregnancies  therefore  place  the  infant  brain  in  jeop- 
ardy in  two  ways;  through  accident  before  birth  and  during  it. 

To  avoid  both  of  these  dangers  I  urge  the  necessity  of  deter- 
mining the  date  of  the  beginning  of  pregnancy  in  every  case 
and  the  termination  of  it  at  term. 

While  it  is  not  properly  within  the  scope  of  this  paper  I  take 
the  liberty  of  suggesting  that,  where  choice  is  possible  podalic 
version  is  less  likely  to  result  in  injury  to  the  child's  brain  than 
forceps  delivery. 


POSTNATAL  CAUSES  OF  INFANT  MORTALITY.* 

BY 
JOSEPH  T.  WALL,  M.  D., 

Washington,  D.  C. 

Someone  has  said,  "There  will  always  be  an  infant  mortality." 
So  long  as  the  grim  reaper  exists,  just  so  long  will  there  be  the 
toll  of  death  from  the  ranks  of  the  new-born  and  the  nursling, 
and  unless  there  be  agitation  and  agitators  to  awaken  the  dor- 
mant sensibilities  of  those  who  have  passed  through  and  left 
in  oblivion  these  early  days  of  peril,  and  who  in  their  blindness 
of  ignorance,  of  apathy,  or  even  of  mercantile  selfishness,  neglect 
the  problems  of  infant  and  child  welfare,  the  sacrifice  of  the 
young  will  continue  and  leave  its  impress  of  ignominy  upon 
the  human  race. 

But  it  is  reassuring  to  note  and  should  stimulate  the  enthu- 

*  Read  before  the  Washington  Obstetrical  and  Gynecological  Societ}- April  12th, 
1912. 
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siasm  of  workers  in  this  field,  that  the  last  few  years  have  wit- 
nessed the  birth  and  growth  of  a  legion  of  conserv'ators  of  the 
very  young — the  young  human,  as  well  as  the  young  tree,  to  say 
nothing  of  the  young  calf  and  hog,  the  welfare  of  which  has 
attracted  an  unwarranted  amount  of  attention  from  economic 
and  legislative  bodies  because  of  commercial  possibihties. 

From  the  J.  A.  M.  A.  oi  a  recent  issue  we  learn  that  the  Hon. 
Andrew  J.  Peters,  a  member  of  Congress  from  Massachusetts, 
asked  this  rather  startling  question  at  a  mass-meeting  on  child 
labor  held  at  Louisville.  "Are  the  children  of  the  United  States 
worth  one-eighth  as  much  as  the  bugs?"  Mr.  Peters  showed 
that  the  Bureau  of  Animal  Industry  cost  the  country  $1,654,750 
a  year,  and  that  the  Bureau  of  Plant  Industry  cost  $2,051,686. 
The  proposed  children's  bureau  would  cost  $29,440  and  would 
investigate  child  labor,  infant  mortality,  and  other  important 
phases  of  child  conservation.  It  is  being  opposed,  of  course,  by 
some  manufacturers  who  want  to  employ  babies  in  cotton  mills, 
coal  mines  and  other  places  admirably  adapted  for  the  growth 
of  mind  and  body  and  the  development  of  sturdy  American  men 
and  women."  It  is  gratifying  to  note  that  this  bill  for  the  crea- 
tion of  a  child  bureau  has  already  passed  the  upper  house  and 
will  probably  become  a  law.*  There  is  an  assurance  as  well  to 
quicken  our  efforts  toward  the  saving  of  the  infant  and  child  in 
the  progressive  lowering  of  the  mortality  rate  not  only  in  our 
own  country  and  city,  but  in  the  foreign  cities  also. 

The  problems  of  infantile  mortality  deal  with  antenatal, 
neonatal  and  postnatal  factors  and  it  is  to  a  consideration  of 
the  latter  especially  that  I  would  ask  your  attention. 

I  have  attempted  in  no  way  to  accurately  classify  the  post- 
natal causes  but  a  natural  grouping  might  easily  be  made  into: 
first,  the  general  mortality  statistics  and  the  specific  postnatal 
causes  of  infantile  death;  second,  contributory  postnatal  causes 
of  infantile  mortality. 

Most  of  the  facts  to  be  considered  relate  to  the  first  year  of 
hfe  as  during  that  period  the  toll  of  deaths  is  immeasurably 
greater  than  at  subsequent  ones,  and  the  greater  part  of  this 
discussion  will  concern  conditions  existing  in  our  own  city,  for 
as  we  sow  we  shall  reap,  nor  should  we  forget  that  our  eft'orts  in 
study  and  in  amelioration  of  preventable  causes  of  death  should, 
like  charity,  begin  at  home. 

The  population  of  the  District  of  Columbia  has  increased  from 

*  This  bureau  has  now  been  established. 
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about  160,000  in  1875  to  354,019  in  19 11,  while  the  ratio  of  white 
to  colored  has  practically  remained  about  as  two  and  a  half  is  to 
one. 

In  the  early  years  following  1875,  the  average  number  of  deaths 
under  one  year  varied  between  1000  and  1500  while  during  the 
past  five  years  the  average  loss  has  been  reduced  to  about  1000, 
notwithstanding  that  the  population  now  is  double  that  of 
the  first  year  mentioned.  This  simply  means  that  we  now  lose 
but  half  as  many  infants  under  one  year  of  age  as  we  did  thirty 
years  ago. 

If  studied  in  five-year  periods  we  may  tabulate  these  statistics 
as  follows : 

TABLE  A. 

The  five  years  ending  with  1883,  loss  (average)  1173.6  Rate  on  pop.  6.44 

The  five  years  ending  with  1888,  loss  (average)  1260.0  Rate  on  pop.  6.10 

The  five  years  ending  with  1893,  loss  (average)  1548.0  Rate  on  pop.  6.27 

The  five  years  ending  with  1898,  loss  (average)  1420.8  Rate  on  pop.  5.17 

The  five  years  ending  with  1902,  loss  (average)  1268.5  Rate  on  pop.  4.27 

The  five  3-ears  ending  with  1906,  loss  (average)  1165  .0  Rate  on  pop.  3  .61 

The  five  years  ending  with  1911,  loss  (average)  1058.8  Rate  on  pop.  3  .09 

It  is  interesting  to  know  the  percentage  of  infant  deaths  as 
calculated  from  birth  returns  which  in  the  last  few  years  are 
probably  fairly  accurate  statistics  because  of  the  increasing  care 
in  the  registration  of  birth  reports  with  the  Health  Office. 
This  is  shown  by  five-year  periods  in  Table  B. 


TABLE  B. 

Five  years  ending  1883 32 

Five  years  ending  1888 36 

Five  years  ending  1893 35 

Five  years  ending  1898 29 

Five  years  ending  1902 '. 21 

Five  years  ending  1906 20 

Five  3-ears  ending  191 1 15 


In  our  own  rate  of  previous  years  we  shared  in  the  heavy 
mortality  of  other  cities  where  the  colored  race  forms  a  large 
part  of  the  population.  In  1900,  the  rate  per  cent,  in  Cincinnati 
was  21;  in  Newark,  26.7;  in  Kansas  City,  24.8;  Fall  River,  30.4 
and  among  southern  cities,  as  an  example,  Charleston,  S.  C, 
23;  Mobile,  27.1. 

So  far  as  the  statistics  abroad  are  concerned,  they  are  better, 
taken  both  by  countries  and  individual  cities,  than  those  on 
this  side  of  the  water,  as  may  be  seen  by  the  accompanying 
tables. 
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Infant  Mortality  and  the  Death  Rate. — The  infant  mortality  of 
Germany  and  of  Prussia  is  frequently  placed  as  unusually  high, 
and  proportionally  unfavorable  conclusions  as  to  the  economic 
status  of  the  population  or  as  to  insufficient  hygiene  are  drawn. 
In  truth  such  conclusions  are  a  little  hasty;  the  birth  rate  must 
be  taken  into  consideration  with  the  high  infant  mortality. 
Where  women  are  overtaxed  by  frequent  child-bearing,  they 
can  give  less  care  to  their  children  than  in  cases  in  which  the 
number  of  children  is  small.  If  the  birth  rate  and  infant  mortality 
are  compared  in  the  various  nations  together  with  the  death  rate 
with  and  without  the  death  rate  of  infants,  the  latest  figures 
give  the  following: 

TABLE  C. 


Deaths 
under  one 
year,  per 
loo  born 

living 


In  proportion  to  looo  population 


Number 
bom  living 


Deaths,  ex-    i  Deaths,  ex- 
cluding still-         eluding 
births        I       infants 


German  Empire 1908 

Austria 1906 

Hungary 1908 

Russia 1901 

Italy 1907 

Spain 1904 

France 1906 

England  and  Wales 1908 

Netherlands 1908 

Belgium 1907 

Sweden 1907 

Denmark 1907 

Norway 1907 


It  will  be  seen  at  once  that  Germany  has  in  no  sense  an  un- 
usual position  in  respect  to  the  height  of  its  infant  mortality  but 
Austria-Hungary  and  Russia  present  more  unfavorable  results. 

Infant  Mortality  in  the  Large  Cities. — According  to  statistics 
compiled  at  Amsterdam,  that  city  has  the  lowest  infant  mortaUty 
among  twenty  large  European  cities,  namely  eight  per  loo  births. 
Next  comes  Paris  with  9  per  cent.;  third,  London  with  10.2  per 
cent.;  and  fourth,  Milan  with  12.4.  The  highest  figures  are 
furnished  by  Moscow,  32.6  per  cent.,  and  St.  Petersburg,  25  per 
cent.;  then  follows  Breslau  with  20.7;  Munich,  19.2;  Leipsic, 
17.2;  Vienna  16.4;  Budapest  16.2;  Berlin  14.6;  Hamburg,  13.8; 
Dresden   13.3,  after  which  follow  Rome,  Naples,   Manchester, 
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Liverpool,  Birmingham  and  Glasgow.  As  a  whole,  the  infant 
mortality  in  the  twenty  cities  during  the  last  three  decades  has 
decreased  as  follows:  In  Munich  from  36.9  to  19.2;  in  Breslau 
from  35.0  to  20.7;  in  Berlin  from  31.3  to  14.6;  in  Dresden 
from  24.3  to  13.3;  but  in  Moscow  only  from  34.6  to  32.6;  in  St. 
Petersburg  from  29.9  to  25.0;  in  Vienna  from  18.8  to  16.4;  in  Rome 
from  18.8  to  13.4;  in  London  from  15. S  to  10.2;  in  Paris  from  1S.4 
to  9.4,  and  finally,  the  very  remarkable  decrease  in  Amsterdam, 
from  24.5  to  S.o  per  100  births. 

In  Washington  there  has  been  a  satisfactory-  and  progressive 
decrease  in  the  rate  as  computed  on  birth  returns  which  is  due  in 
large  part  to  a  bettering  of  conditions  bearing  upon  the  morbidity 
from  diseases  of  the  respirator}^  and  digestive  organs  as  will 
be  shown  by  a  subsequent  analysis. 

The  tender  frailty  of  life  of  the  infant  is  most  strikingly  shown 
by  the  fact  that  up  to  very  recent  years  out  of  100  born,  thirty 
died  before  reaching  the  age  of  one  year,  and  that  of  that  30 
per  cent.,  about  one-third,  or  30  per  cent.,  died  before  reaching 
the  age  of  one  month. 

There  are  certain  diseases  or  groups  of  diseases  which  are 
especially  fatal  during  the  first  year  of  life  and  naturally  a  study 
of  these  specific  ailments,  in  their  relation  to  infant  mortality, 
would  aid  very  greatly  in  pointing  out  the  direction  in  which 
measures  of  preventive  medicine  should  be  taken. 

If  we  group  the  various  common  morbific  agencies  in  their 
five-year  periods,  there  is  a  parallelism  which  is  significant 
(Table  D). 

There  are  several  interesting  deductions  to  be  made  from  an 
analysis  of  this  grouping. 

In  the  first  place,  the  mortality  statistics  are  improving  and 
the  most  rapid  march  of  progress  is  to  be  noted  in  the  last  few 
years,  that  period  of  awakening  and  enlightenment  which  has 
witnessed  the  greatest  strides  in  preventive  medicine. 

It  will  be  readily  seen  that  the  greatest  toll  of  death  is  exacted 
because  of  diseases  of  the  digestive  tract  and  that  of  such  diseases, 
those  of  intestinal  disorders,  claim  the  greatest  number  of 
victims. 

The  respiratory  group  is  yet  too  large  but  has  fallen  consider- 
ably in  the  last  five-year  period,  not  because  of  a  diminution  of 
prevailing  diseases  of  the  respiratory  tract,  but  probably  because 
of  the  advent  of  common  sense  and  fresh  air  in  the  treatment 
of  such  conditions. 
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TABLE  D. 

AVERAGE  NUMBER  OF  DEATHS  PER  loooo  INFANTS  FOR  PERIODS 
APPROXIMATELY  FIVE  YEARS. 


OF 


Years 
ending 

Digestive 

1 
t 

5 

c 
.2 

"3 
> 

a 
0 
U 

Respira- 
tory 

0 
0 

1 

bo 
1    ° 

Diphtheria 

eg- 

1883 

289. 

2S4-2 

124. 

157-4 

1 .40 

1.20 

17.00 

15.20 

3 -60 

1888 

3SS-6 

289. 

86.2 

I3S-4 

I  .40 

13.80 

29.40 

9 .  20 

3-20 

1893 

448.4 

372.8 

89.2 

21S-6 

4.60 

3-80 

32.20 

8.60 

I  .  20 

1898 

424.6 

370.8 

102 .4 

201  .4 

6.40 

6.00 

24.60 

iS-40 

I  .40 

1902 

365. S 

320. 

So.s 

206.75 

8.75 

5- 00 

28.50 

6.00 

I  .00 

1906 

309.8 

279.6 

S3 -2 

189 . 20 

9.40 

5.20 

32.40 

4.00 

0.00 

1911 

282.4 

254-2 

24.8 

166. 

8.60 

4.60 

16.40 

1 .  20 

1 .40 

No  doubt  the  ranks  of  the  intestinal  group  could  be  enor- 
mously swelled  by  the  addition  of  such  reported  causes  of  death 
as  debility,  marasmus,  and  prematurity,  for  among  the  well 
informed,  the  diagnostic  nomenclature  of  infantile  maladies 
has  coined  the  term  "feeding  case"  which  includes  in  its  defini- 
tion by  far  the  largest  aggregate  of  infantile  maladies. 

That  which  stands  out  with  greatest  prominence  among  the 
contagious  diseases  is  the  mortality  from  whooping  cough  which 
is  regarded,  unfortunately,  by  the  laity,  and  often  by  the  physi- 
cian, as  an  insignificant  affection  which  the  infant  or  child  must 
contract  and  make  the  best  of  with  about  the  same  degree  of 
certainty  that  he  must,  in  the  course  of  time,  cut  his  teeth  and 
bear  the  imaginary  ills  associated  therewith.  The  utterly  erro- 
neous belief  that  the  nursling  infant  is  immune  from  infection 
b}^  the  contagion  of  whooping  cough  leads  as  well  to  a  needless 
and  excessive  morbidit}'  and  mortality  from  this  disease.  It  is 
extremely  instructive  to  compare  the  mortality  from  this  disease 
with  that  of  the  dread  diphtheria  which  occupies  a  subordinate 
position  as  a  cause  of  infantile  death. 

It  has  been  my  endeavor  in  the  preceding  discussion  to  outline 
the  actual  causes  of  infantile  deaths  as  viewed  from  the  stand- 
point of  mortality  statistics,  with  but  little  comment  on  the  con- 
tributing causes  to  such  fatalities,  in  the  prevention  of  which 
ver)^  encouraging  progress  has  been  made  in  recent  years.  It 
is   almost  impossible   in   many   instances   to   actually   separate 
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the  specific  causes  of  infantile  death  from  the  contributors^ 
causes  or  conditions  which  are  the  direct  antecedents  of  the 
morbid  processes  resulting  in  loss  of  life  and  which  may  yet 
be  entirely  hidden  consciously  or  unconsciously  in  the  statistical 
returns  made  to  a  Board  of  Health. 

It  is  equally  impossible  to  satisfactorily  classify  these  contri- 
butory causes  but  an  attempt  may  be  made  in  that  direction 
b}'  considering  them  under  the  two  headings  of  parental,  and 
infantile. 

The  burden  of  reducing  infant  mortality  is  immeasurably 
increased  in  those  cities  which  have  a  large  foreign  or  colored 
popiilation.  The  foreign  element  is  the  constant  bete  noir  of 
those  communities  farther  north,  while  in  the  South,  which 
from  this  viewpoint  includes  Washington,  efforts  to  better  the 
death  rate  among  infants  must  be  redoubled  because  of  the  fact 
that  we  have  to  deal  with  a  careless,  ignorant  and  shiftless 
colored  population,  which  has  no  antenatal  '"race  suicide"  but 
a  frightful  infant  mortality  which  at  times  seems  to  discourage 
all  efforts  toward  its  betterment. 

Approximately  one-third  of  oiu'  inhabitants  in  this  city  are 
colored  and  over  one-third  of  the  infants  of  the  same  complexion. 
From  the  general  standpoint  of  hygiene,  the  colored  death  rate 
should  be  and  is,  ver\-  high,  while  more  specifically  this  race  is 
the  victim  of  rickets,  so-called  scrofula,  and  marasmic  conditions 
which  increase  its  discreditable  mortality  record  directly  and 
indirectly. 

If  infant  death  is  to  be  lessened,  parental  health  must  be  con- 
served. It  is  surprising  to  note  the  direct  influence  of  parental 
ill  health  upon  the  descendants  which  prevails  in  such  a  large 
number  of  cases  examined  at  the  hospital  clinics.  This  is  not 
only  shown  in  the  devitalizing  influences  of  maternal  and  paternal 
disease  or  ill  health  restdting  from  unhygienic  siuroundings, 
but  as  well  in  the  transmission  of  direct  disease,  notably  syphilis 
and  tuberculosis  from  immediate  or  contact  infection  to  the 
young  offspring.  We  have  seen  syphilitic  infection  in  fom: 
babies  of  a  luetic  mother  notwithstanding  insistent  advice  that 
she  herself  be  subjected  to  treatment.  I  have  in  mind  foiu:  cases 
of  tuberctdar  meningitis  which  could  be  traced  to  direct  contact 
infection,  all  of  these  preventable  conditions. 

The  "high  cost  of  living"  as  a  cause  of  infant  mortality  may 
at  first  sight  seem  a  little  sensational  and  far  fetched,  but  such  is 
actually  the  case  as  a  brief  reflection  will  easily  convince  you. 
II 
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Whether  it  be  extreme  poverty  or  that  circumstantial  environ- 
ment which  leads  to  an  income  sufficient  for  the  bare  necessities 
of  life,  it  reacts  upon  the  health  and  welfare  of  the  new-born 
child.  Poverty  means  lack  of  early  favorable  conditions  for  the 
infant's  health  and  growth;  lack  of  proper  obstetrical  super- 
vision and  the  substitution  of  unskilful  midwifery  with  its 
attendant  evils;  if  nursed  from  the  breast,  the  baby  feels  the 
pinch  of  hunger  which  harasses  the  mother  in  an  insufficient  or 
improper  maternal  milk;  if  bottle-fed,  the  lack  of  dollars  means 
lack  of  ice,  bad  and  infected  milk  from  the  corner  grocery  con- 
ducted in  most  instances  by  the  lowest  classes  of  Russian  Jews — 
and  until  that  millenial  dawn  when  poverty  ceases  to  exist, 
there  will  be  an  infant  mortality  which  needs  no  electric  em- 
blazonry in  the  sky  to  flash  out  its  startling  message  that  a 
baby  dies  each  minute  throughout  the  land. 

Phillips  of  New  York  reports  that  in  seven  milk  stations  where 
careful  records  were  kept  of  466  cases,  70  per  cent,  of  the  families 
lived  on  five  to  fifteen  dollars  a  week;  64  per  cent,  were  housed  in 
one,  two  or  three  rooms ;  85  per  cent,  lived  under  conditions  that 
were  below  normal ;  and  64  per  cent,  of  the  mothers  were  rated  as 
ignorant.  More  instructive  still  are  the  figures  of  Levy,  Arch, 
of  Ped.,  Jan.,  19 12,  that  in  New  York,  among  families  with  an 
income  of  $5  or  less,  the  death  rate  was  236;  with  an  income  of 
$6  to  $10  the  rate  was  124;  with  an  income  of  $1 1  to  $15  that  rate 
was  102;  with  an  income  of  $15  and  over,  that  rate  was  65. 

I  know  of  no  statistical  study  of  this  subject  in  Washington, 
but  I  would  make  mention  of  a  striking  fact  bearing  on  this 
question  in  our  own  city.  The  Health  Officer  has  prepared  a 
chart,  which  I  cannot  exhibit  as  he  has  sent  the  same  in  for 
publication,  which  shows  a  curve  obtained  from  statistics 
published  by  the  Department  of  Commerce  and  Labor  based 
upon  the  cost  of  raw  commodities  for  several  years.  Upon  this 
curve  is  superimposed  one  which  represents  the  infant  deaths 
occurring  in  the  first  day  of  life,  which  naturally  reflects  the 
maternal  influence  upon  the  vitality  of  her  ofi'spring.  These 
two  curves  almost  exactly  coincide  to  make  a  composite  line  and 
present  a  startling  picture. 

Space  forbids  a  lengthy  consideration  of  "maternal  occupa- 
tion" as  a  contributing  factor  in  increasing  the  death  rate 
among  the  infant  population.  Suffice  it  to  say,  that  in  those 
cities  containing  mills  and  factories,  the  mortality  rates  are 
unusually  high,  and  while  w^e  in  this  community  have  no  such 
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factor  to  deal  with,  we  have  in  its  place  that  of  maternal  occupa- 
tion induced  by  domestic  service  which  is  equally  pernicious  in 
its  influence. 
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SECTION    ON    PEDIATRICS. 

Stated  Meeting,  of  October  17,  1912. 
The  President,  Wm.  M.  Polk,  M.  D.,  in  the  Chair. 

SUMMARY    OF    THE    REPORT    ON    VITAL    STATISTICS    AND     HEALTH 
REPORTS    OF    NEW    YORK    CITY. 

Dr.  Haven  Emerson  presented  this  report  which  was  by  the 
Public  Health,  Hospital  and  Budget  Committee  of  the  New 
York  Academy  of  Medicine. 

1.  Vital  statistics  is  the  bookkeeping  and  accounting  of  the 
public  health  movement  and  a  guide  for  administrative,  legisla- 
tive and  social  action. 

2.  The  New  York  Vital  Statistics  are  collected  and  tabulated 
by  the  Bureau  of  Records  of  the  Department  of  Health.  This 
Bureau  is,  in  addition,  charged  with  many  other  duties,  and  its 
staff  is  inadequate  for  a  detailed,  intensive  presentation  of  the 
vital  statistics  of  the  city. 

3.  The  information  contained  in  the  reports  of  the  Bureau  of 
Records  is  insufficient  and  loosely  correlated.  With  regard  to 
the  classification  of  the  material  and  the  statistical  methods 
pursued,  the  New  York  reports  are  inferior  to  those  of  Paris,  and 
with  regard  to  the  interpretation  and  analysis  of  the  statistics, 
they  are  much  inferior  to  those  of  London. 

4.  The  reports  fail  to  tabulate  essential  information  contained 
contained  in  the  marriage,  birth,  death  and  sickness  records 
which  would  throw  important  light  upon  many  sanitary  and 
social  problems  of  the  city. 

5.  Much  of  the  statistical  information  of  the  various  divisions 
of  the  Department  is  prepared  independently  by  the  several 
divisions,  published  separately,  and  not  correlated  with  the 
essential  data  of  the  report  of  the  Bureau  of  Records. 

6.  The  tabulation  areas  of  the  reports  of  the  Bureau  of  Records 
are  boroughs,  and  in  some  instances  city  wards.  In  many  cases 
these  bases  are  inadequate  for  administrative,  social  and  scientific 
purposes. 

7.  The  two  indispensable  conditions  for  proper  vdtal  statistics 
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are:  a  correct  count  of  the  population  and  a  correct  registration 
of  marriages,  births  and  deaths.  The  first  requirement  is  met  by- 
frequent  censuses.  In  this  city,  outside  of  the  federal  census 
taken  every  ten  years,  we  had  a  poUce  census  in  1895  ^^^  ^  Board 
of  Health  census  in  1905,  the  data  of  the  latter  having  never  been 
published.  Hence  our  rates  are  based  on  ten-year  estimates. 
As  to  the  second  requirement,  the  registration  of  births  in  this 
city  is  still  incomplete,  and  in  the  registration  of  deaths,  there  is 
no  standard  classification  of  occupations  or  of  races  by  mother 
tongue,  which  would  insure  uniform,  reliable  and  scientific 
information. 

8.  Physicians  have  not  yet  fully  realized  the  importance  of  a 
correct  vital  statistics  and  the  medical  colleges  and  press  have 
not  laid  sufhcient  emphasis  upon  its  significance. 

9.  The  Bureau  of  Records  needs  reorganization  and  a  larger, 
well-trained  scientific  staff.  The  recommendations  of  the 
Advisory  Committee  of  Statisticians,  appointed  by  the  Depart- 
ment of  Health  in  191 1,  for  a  subdivision  of  the  Bureau  into  a 
Division  of  Records,  a  Division  of  Research  and  a  Division  of 
Publicity  are  very  commendable. 

10.  The  various  publications  of  the  Department  of  Health 
give  a  full  description  of  the  work  of  the  Department  but  the 
delays  in  their  publication  detract  a  great  deal  from  their  value, 
especially  for  current  administrative  and  social  purposes. 

11.  The  annual  reports  are  usually  several  years  later,  and 
bear  many  signs  of  careless  editing.  The  weekly  reports  have 
been,  on  an  average,  three  weeks  behind  the  time.  The  monthly 
reports  also  share  in  that  shortcoming. 

12.  None  of  the  publications  of  the  Department  of  Health  is 
designed  to  educate  the  masses  of  the  people.  They  are  of 
service  to  physicians  and  students  of  administration  and  soci- 
ology, but  do  not  constitute  a  connecting  link  between  the 
Department  and  the  general  public. 

This  is  respectfully  submitted  by  E.  H.  Lewinski-Corwin, 
Ph.  D,  Executive  Secretary. 

The  following  are  the  recommendations: 

1.  That  the  Department  of  Health  reorganize  and  enlarge  the 
present  Bureau  of  Records  in  accordance  with  the  recommenda- 
tions of  the  Advisory  Committee  of  Statisticians  made  in  191 1, 
and  subdivide  the  Bureau  into  three  divisions,  of  Records 
properly,  of  Research  and  of  Publicity. 

2.  That  the  Board  of  Estimate  and  Apportionment  appropriate 
the  money  necessary  for  the  enlargement  of  the  Bureau  of  Records 
in  the  interests  of  eflicient  administration  and  the  public  health 
movement,  and  that  the  salaries  fixed  for  the.  responsible  officers 
of  the  Bureau  be  such  as  to  enable  the  Department  to  secure 
well-trained  men  for  the  positions. 

3.  That  the  work  of  the  reorganized  Bureau  be  undertaken  on 
a  comprehensive  scale  and  in  accordance  with  modern  scientific 
methods. 
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4.  That  all  the  scientific  work  of  the  department  be  done 
under  the  direction  of  the  Bureau  of  Records  to  secure  accuracy 
and  uniformity  of  method,  and  that  the  records  be  promptly 
available. 

5.  That  the  reports  of  the  Bureau  of  Records  be  published 
independently  of  the  annual  report  of  the  Department  of  Health 
and  be  ready  for  distribution  early  every  year. 

6.  That  the  city  undertake  a  local  population  census  every  ten 
years  beginning  in  19 15  and  that  a  forty-acre  tract  unit  of  the 
last  federal  census  be  made  the  basis  of  tabulation. 

7.  That  the  medical  press  give  more  analysis  to  public  health 
reports  and  vital  statistics  and  impress  the  profession  with  the 
importance  of  exact  vital  statistics,  urging  them  to  cooperate 
with  the  Bureau  of  Records  in  making  prompt,  careful  reports. 

8.  That  the  medical  colleges  instruct  their  students  in  the 
methods  and  principles  of  medical  and  vital  statistics. 

9.  That  the  Department  of  Health  make  greater  efforts  to 
issue  promptly  its  annual,  weekly  and  monthly  reports. 

10.  That  the  weekly  report  be  changed  from  a  purely  statistical 
sheet  to  an  educational  pamphlet  intended  primarily  for  the  gen- 
eral public,  and  that  arrangements  be  made  with  the  newspapers 
of  the  city  for  periodic  reproduction  of  the  essential  parts  of  the 
report. 

11.  That  more  and  better  means  of  contact  between  the 
Department  of  Health  and  the  public  be  established  in  the  inter- 
est of  efficient  administration  and  of  the  public  health  movement, 
and  that  the  public  receive  regularly  information  regarding  the 
Department's  most  vital  function — food  and  milk  inspection, 
prevention  of  disease  and  care  of  babies  and  school  children. 

THE  ETIOLOGY  OF  CONVULSIONS  IN  EARLY  LIFE. 

Dr.  Floyd  M.  Crandall  read  this  paper.  He  said  that  in  few 
conditions  was  the  determination  of  the  causation  more  impor- 
tant than  in  the  convulsive  disorders  of  children,  because  in  a 
large  proportion  of  the  cases  the  knowledge  thus  gained  would 
lead  to  prevention.  The  practitioner  was  prone  to  look  upon 
these  conditions  too  lightly  and  to  feel  that  they  were  passing 
episodes  which  merited  little  anxiety.  Death  during  a  convul- 
sion, while  rare  was  sufficiently  frequent  to  demand  every  pre- 
caution. Of  equal  importance  was  the  fact  that  if  the  cause 
was  not  determined  and  proper  measures  taken  to  prevent 
repetition,  grave  results  might  follow.  Gowers  reported  iSo 
cases  of  epilepsy  which  began  during  the  first  three  years  of 
life  and  among  460  cases  of  epilepsy  studied  by  Osier,  187  had 
their  beginning  in  the  first  three  years  of  life  and  seventy-four 
in  the  first  year.  The  predisposing  causes  of  convulsions  in 
children  were  very  potent.  Among  these  the  first  was  age.  The 
brain  of  the  new-born  infant  was  out  of  all  proportion  to  the  body 
weight.  The  child  was  born  with  one-third  the  bulk  of  its  adult 
brain,  while  its  body  was  frequently  not  more  than  one-twentieth 
the  adult  weight.     Almost  the  second  third  of  the  brain  was 
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acquired  during  the  first  year  of  life  and  nearly  the  full  weight 
was  gained  by  the  seventh  year.  The  child  in  its  second  year 
with  almost  two-thirds  of  its  adult  brain  substance  had  not 
one-hundredth  of  its  functional  power.  Control  by  the  higher 
centers  was  very  slight  at  the  outset.  Thus  the  anatomy  and 
physiology  of  the  child's  brain  predisposed  to  uncontrolled  nerve 
disorders.  The  first  seven  years  was  a  most  important  develop- 
mental period.  The  pathological  conditions  incident  to  this 
period  were  convulsions,  night  terrors,  stammering,  liability  to 
sudden  rises  of  temperature  and  numerous  other  abnormalities 
resulting  from  enormous  growth  without  adequate  control  by 
the  higher  nerve  centers.  The  diseases  incident  to  this  period 
were  chorea,  epilelsy,  somnambulism,  migraine  and  certain  eye 
defects.  The  second  predisposing  cause  of  convulsions  was 
heredity.  This  was  a  very  potent  and  important  cause.  The 
children  in  some  families  were  particularly  subject  to  convulsions 
and  nervous  manifestations  and  the  practitioner  learned  to  look 
for  them  in  succeeding  generations.  In  some  of  the  cases  the  in- 
herent tendency  was  so  strong  that  prevention  of  an  occasional 
convulsion  was  very  difificult.  The  fate  of  the  child  was  sealed 
before  birth  and  no  professional  skill  could  overcome  these  de- 
fects. Nevertheless  something  could  be  done  for  all  and  some 
could  be  saved  entirely  from  these  inherited  tendencies.  The 
third  predisposing  cause  of  convulsions  was  rachitis.  A  tendency 
to  convulsive  disorders  was  sometimes  a  very  early  symptom 
and  appeared  before  physical  signs  were  well  marked.  In  every 
case  of  convulsions  rachitis  should  be  searched  for  and  active 
measures  for  its  relief  instituted.  The  author  then  considered 
the  general  causes.  The  first  were  the  organic  diseases — menin- 
gitis, hydrocephalus,  hemorrhages,  embolism,  thrombosis,  ab- 
scesses, tumors.  Meningitis  presented  this  symptom  oftener 
than  the  others.  The  convulsions  of  new-born  infants  were 
often  the  result  of  cortical  hemorrhages  due  to  birth  injuries 
but  they  might  be  due  to  septic  infection.  The  second  class  of 
exciting  causes  were  the  reflex.  While  he  felt  positive  that  chil- 
dren were  not  infrequently  disturbed  when  they  were  cutting  their 
teeth,  he  felt  equally  positive  that  dentition  alone  very  rarely 
caused  convulsions.  The  same  might  be  said  of  phymosis.  The 
effect  of  reflex  irritation  of  undigested  food  masses  in  the  ali- 
mentary canal  was  uncertain.  He  could  not  help  thinking  that 
irritating  masses  of  food  might  of  themselves  induce  convulsions 
through  the  agency  of  reflex  action.  More  commonly,  however, 
the  symptoms  were  due  to  toxemia.  The  indication  for  treat- 
ment was  to  get  rid  of  the  undigested  food  and  then  it  might  be 
determined  whether  the  convulsions  were  due  to  reflex  action  or 
to  toxemia.  The  power  of  worms  to  cause  convulsions  was 
another  question  which  might  be  open  to  discussion.  But  the 
indication  in  such  cases  was  clear.  Get  rid  of  the  worms  at  once 
and  then  evolve  a  theory  as  to  what  they  had  done.  The  third 
group  of  exciting  causes  was  toxic.     Of  these  uremia  might  be 
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considered  first.  Nephritis  was  most  common  after  scarlet  fever 
but  might  follow  any  of  the  other  infectious  diseases.  In  certain 
cases  of  grippe  particularly  when  complicated  by  intestinal 
infection,  it  was  not  unusual  to  find  marked  nephritis.  The 
acute  infectious  diseases  might  be  accompanied  by  convulsions 
occurring  more  commonly  at  the  outset.  This  was  particularly 
true  of  pneumonia.  In  malarial  fev^er  in  a  young  child  a  con- 
vulsion might  take  the  place  of  a  chill.  Of  the  contagious  dis- 
eases, pertussis  was  the  one  most  commonly  complicated  by 
convulsions.  In  these  infectious  diseases  the  convulsion  was 
apparently  due  to  the  specific  poison  which  produced  the  disease. 
Of  all  the  exciting  causes  the  one  most  frequently  present  was 
that  of  undigested  food  in  the  alimentary  canal.  The  convul- 
sion was  more  often  due  to  toxemia  than  to  reflex  action.  The 
bacteria  might  not  enter  into  the  blood  but  the  ptomaines  which 
they  generated  were  absorbed  and  acted  as  true  poisons.  The 
proteid  elements  of  the  food  were  the  especial  offenders  and  the 
poisons  which  they  generated  were  particularly  virulent.  In 
conditions  allied  to  the  simple  convulsions,  notably  tetany  and 
laryngismus  stridulus,  the  same  predisposing  etiological  factors 
were  present.  In  these  two  disorders,  however,  rachitis  had  been 
believed  to  be  of  special  importance.  He  was  of  the  opinion 
that  some  other  factor  must  be  present.  These  conditions  were 
rare  and  rachitis  was  common.  The  factor  or  inherited  unstable 
nervous  temperament  was  certainly  important.  In  his  last  case 
of  laryngismus  stridulus,  the  mother  was  a  frail  neurotic  women 
who  suffered  from  puerperal  mania  both  before  and  after  the 
birth  of  the  child.  Craniotabes  was  present  but  there  was  no 
other  distinctive  sign  of  rachitis.  Strong  evidence  had  recently 
been  adduced  that  they  were  on  the  track  of  the  other  factor 
to  which  he  had  referred.  The  role  played  by  the  inorganic 
salts,  particularly  calcium,  was  apparently  a  potent  one.  The 
practitioner  was  not  doing  his  full  duty  when  he  was  content 
simply  to  bring  a  child  through  the  seizure.  Not  only  should  the 
immediate  causative  factor  be  determined,  but  the  underlying 
cause  as  well.  The  practitioner  was  remiss  who  neglected  to 
use  every  precaution  to  prevent  farther  seizures.  In  some  cases 
the  underlying  predisposing  causes  were  so  potent  as  to  render 
the  child  subject  to  a  convulsion  upon  the  most  trivial  exciting 
cause,  while  in  others  only  the  onset  of  acute  illness  or  grave 
digestive  disturbance  would  precipitate  an  attack.  The  attend- 
ing physician  should  not  forget  the  dictum  that  careful 
investigation  would  enable  him  to  do  something  for  every  patient 
and  everything  for  some  patients. 

GENERAL  REMARKS  ON  THE  PATHOGENESIS  OF  CONVULSIONS    AND 
ALLIED  CONDITIONS. 

Dr.  Max  G.  Schlapp  said  that  there  was  no  doubt  but  that 
all  had  seen  single  cases  of  epilepsy  occurring  in  children  that 
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were  apparently  caused  by  intestinal  worms  and  after  the 
removal  of  the  worms  the  epileptic  attacks  disappeared.  When 
at  the  age  of  six  or  more  epileptic  attacks  often  appeared  not 
due  to  intestinal  worms  but  to  other  causes.  The  same  might  be 
said  regarding  teething  or  irritations  from  the  stomach.  The 
subject  was  very  complex,  one  that  had  many  causes.  It  was 
well  known  that  organic  lesions  in  the  cerebral  cortex,  hemor- 
rhages, tumors,  gliosis,  etc.,  produced  convulsions  in  chidren. 
But  when  we  consider  the  fact  that  often  they  were  due  to  some 
reflex  irritation,  or  due  to  things  not  understood,  then  we  were 
entering  a  big  field  which  required  deep  investigation. 

Epilepsy  occurs  more  frequently  during  early  life.  Wrhen  it 
occurs  later  it  is  termed  "epilepsy  retardens."  Most  cases  of 
"epilepsy  retardans"  were  due  to  some  organic  lesion  of  the 
brain,  especially  those  lesions  resulting  from  hemorrhages, 
tumors,  gliosis,  syphilis,  and  so  on.  Idiopathic  epilepsy  devel- 
oped during  early  life  and  not  after  the  age  of  thirty  years. 
In  answer  to  this  he  considered  three  questions  which  presented 
themselves  as  follows:  The  functional,  the  formative  and  the 
nutritional;  each  of  these  he  considered  more  or  less  in  detail. 

1.  The  formative.  In  this  each  cell  divided  and  formed  two 
new  cells. 

2.  The  functional.  In  this  each  cell  was  sho\\Ti  to  be  capable 
of  taking  up  some  sort  of  substance  in  the  body  and  keeping 
it  as  potential  energ}-. 

3.  The  nutritive.  Here  each  cell  used  up  this  potential 
energy  and  converted  it  into,  or  translated  it  into,  kinetic 
energ}-. 

There  was  something  in  the  body  which  regulated  these  three 
processes,  something  that  regulated  the  formative  activity,  and 
that  something  was  a  chemical  substance.  This  formative 
activity  was  very  active  and  marked  in  the  early  period  of  life. 
Growth  ceased  perhaps  on  account  of  the  presence  of  a  certain 
hormone;  the  stimulation  to  activity  of  this  certain  hormone 
retar  ded  the  formative  activity. 

There  was  a  class  of  glands  in  the  body  which  were  very 
important  in  retarding  the  growth  because  they  produced  and 
developed  there  hormones ;  these  were  the  glands  which  controlled 
the  individuals  sex  characteristics.  Some  of  these  hormones 
retarded  the  formative  activity. 

With  regard  to  the  nutritive  activity,  there  were  substances 
which  controlled  as  well  the  functional  activity.  There  was 
something,  or  some  things  in  the  system  that  kept  the  balance 
of  nerve  cells  constant.  Dr.  Schlapp  then  gave  some  examples 
which  showed  that  there  was  something  in  the  system  which 
kept  the  balance  of  nerve  cells  constant.  He  spake  of  hyper- 
thyroidism and  its  effect  upon  the  functional  activity  of  the 
motor  neurons,  and  those  contained  in  the  vagus  in  particular, 
where  the  action  was  tremendous.  There  was  the  excitable 
nature  of  the  individual.     If  str%-chnine  was  administered  there 
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would  be  at  once  an  enormous  lowering  of  the  activity  of  the 
peripheral  motor  neurons.  There  was  the  same  sensory  impres- 
sion in  cases  of  strychnine  poisoning  brought  about  by  a  similar 
tremendous  activity.  They  could  arrest  the  activity  of  motor 
cells  by  the  employment  of  certain  chemical  substances.  Take, 
for  instance,  morphine.  There  was  one  very  interesting  point 
in  this  connection,  all  the  neurons  did  not  react  alike  to  the 
different  hormones.  It  should  be  born  in  mind  that  the  nervous 
system  was  made  up  of  a  number  of  groups  of  nerves  which 
reacted  to  a  great  number  of  poisons.  The  musculospiral  nerve 
was  one  of  those  especially  affected  by  lead,  thus  showing  that 
there  was  something  selective,  and,  in  addition,  there  was 
always  a  functional  activity.  Epilepsy  was  always  the  index  of 
central  motor  neuron  activity. 

Further,  children  who  had  suffered  an  attack  of  measles  or 
scarlet  fever  often  showed  signs  of  an  encephalitis  and  the 
question  arose  whether  or  not  it  was  due  to  some  lesion  in  the 
cortex  because  of  the  convulsions.  When  the  symptoms  of  these 
diseases  disappear  the  convulsive  attacks  disappear.  One  case 
he  recalled  was  that  of  a  child  in  whom  the  convulsions  continued 
to  increase  and  finally  the  patient  developed  dementia  or  amentia, 
an  instance  of  another  type  of  functional  activity. 

When'  the  resistance  was  lowered  by  the  presence  of  some 
toxin  in  the  body,  there  occurred  a  progressive  gliosis,  and  this 
was  an  organic  lesion  which  resulted  in  many  of  the  cases  of 
epilepsy. 

Were  these  cases  due  to  organic  lesions?  Were  they  due  to 
lesions  resulting  from  hemorrhages,  hydrocephalus,  and  other 
conditions?  It  was  a  curious  thing  that  hemorrhages  in  some 
individuals,  or  gliosis,  or  hydrocephalus,  each  of  which  might 
involve  the  motor  cortex,  produced  no  epilepsy  or  convulsions. 
There  were  many  cases  in  which  the  brain  cortex  was  irritated 
and  yet  there  occurred  no  epileptic  attacks. 

Experiments  upon  animals  had  been  made  proving  that 
epileptic  attacks  could  be  produced  by  injection  of  certain  sub- 
stance? such  as  urea  or  carbonate  of  ammonium  into  the  blood, 
and  the  amount  injected  was  a  very  important  factor  in  bringing 
about  the  attack  of  epilepsy.  Why?  Because  it  lowered  the 
functional  activity  of  the  motor  cells.  It  was  Knanski  who 
reported  this  experiment. 

Dr.  Schlapp  presented  a  chart  which  showed  the  diseases  due 
to  hypothyroidism  and  hyperthyroidism.  In  the  former  were 
included  cretinism  and  myxedema;  in  the  latter,  cyanotic  con- 
ditions including  struma,  etc.  He  said  that  he  did  not  intend  to 
go  into  the  condition  of  hypo-  or  hyperthyroidism  but  he  did 
wish  in  a  general  way  to  bring  out  an  important  factor — the 
influence  of  functional  activity  in  bringing  about  certain  con- 
ditions, conditions  that  were  unquestionably  due  to  some  dis- 
turbance of  the  internal  secretions. 


1078  TRANSACTIONS    OF   THE 

DIETETIC   TREATMENT    OF   CONVULSIONS   AND   ALLIED   CONDITIONS 

OCCURRING    IN    INFANTS,    WITH    SPECIAL    REFERENCE   TO 

THE    ROLE    PLAYED    BY    THE    INORGANIC    SALTS. 

Dr.  Clifford  G.  Grulee  of  Chicago  presented  this  paper. 
He  recalled  that  in  1905  Finkelstein  had  noted  that  the  irritating 
portion  of  the  diet  seemed  to  be  in  the  whey  of  cow's  milk. 
This  finding  he  had  confirmed.  It  was  a  general  belief  that  the 
calcium  and  magnesium  salts  acted  antagonistically  to  the 
sodium  and  potassium,  the  former  tending  to  allay  nervous 
irritability,  the  latter  to  increase  it.  When  there  was  a  relative 
increase  of  calcium  and  magnesium  over  the  increase  of  sodium 
and  potassium,  one  would  expect  to  have  a  decreased  nervous 

irritability.     This  he  expressed  by  the  formula  ^^^  or  t  ?t' 

The  opposite  of  this  proposition  would  also  be  true.  The  means 
by  which  nervous  irritability  could  be  most  accurately  estimated 
in  infants  and  in  animals  was  by  the  electrical  reaction.  It  had 
been  definitely  determined  that  in  infants  suffering  with  spasmo- 
philia KOC  was  less  than  5  ma.,  while  the  AOC  was  less  than  ACC. 
Taking  this  hypothesis  it  was  determined  to  approach  the 
subject  of  spasmophilia  by  endeavoring  to  produce  increased 
electrical  irritability  by  the  use  of  sodium  salts,  but  previous 
to  doing  this  it  was  thought  that  a  study  of  the  metabolism  of  the 
inorganic  salts  in  animals  before  and  after  parathyroidectomy 
(thereby  showing  markedly  the  reaction  of  the  electrical  current) 
would  be  of  interest.  Young  dogs  were  chosen  for  the  experi- 
ments, preferably  females.  The  period  previous  to  operation 
and  the  period  ofter  operation  were  observed.  In  all  cases  the 
first  period  was  three  days.  A  two-,  three-,  or  four-day  period 
was  observed  after  operation.  The  food  consisted  of  milk 
preserved  by  the  addition  of  1-10,000  formalin,  and  at  no  time 
showed  any  gross  signs  of  decomposition.  In  all  excepting  one 
instance  the  dog  was  given  as  much  as  it  would  take.  The 
urine  and  feces  were  collected  and  careful  analyses  made  in 
twelve  cases  which  the  author  reported  in  detail.  From  these 
experiments  he  drew  the  following  conclusions: 

1.  In  dogs  in  which  there  is  a  hyperirritability  of  the  nervous 
system,  as  shown  by  the  increased  electrical  irritability,  and  as 
produced   by   removal   of   the   parath3^roid   glands,    there  is  no 

regular  variation  in  the  formalu,  —-,  or  r^,^ ^^  before  and 

^  Na         Na-  K 

after  operation,  as  shown  by  metabolic  experiment.  WHiile  in 
three  dogs  thus  examined  there  was  apparently  some  support  of 
the  proposition  that  the  quotient  of  this  formula  was  increased 
during  the  period  of  hyperirritability  of  the  nervous  system, 
in  the  fourth  dog  no  such  reaction  could  be  noticed. 

2.  In  the  estimation  of  the  salt  content  of  the  brains  of  the 
five  dogs,  the  first  being  a  control,  there  was  regularly  found  a 
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decrease  in  the  calciitm  content  in  the  thyroidoctomized  animals. 

Ca 

In  one  instance,  however,  the  formula  i^^-  was  less  than  that  of 

]Na 

the  controlled  animals. 

3.  No  variation  in  electrical  irritablity  nor  severity  of  the 
convulsive  period  could  be  demonstrated  by  intraperitoneal 
injections  of  normal  sodium  and  calcium  salts  in  the  quantity  of 
40  or  45  c.c.  of  sodium  salts,  and  2  to  4  c.c.  of  calcium  salts  in 
twenty-four  hours. 

4.  Even  under  normal  condition,  when  carefully  estimated  the 
electrical  irritability  in  dogs  varies  quite  widely. 

5.  While  food  containing  whey  is  distinctly  irritating  to 
spasmophilic  infants,  the  sodium  and  potassium  salts  corre- 
sponding in  quantity  to  those  contained  in  the  whey  did  not  regu- 
larly produce  the  increased  electrical  irritability  which  one 
would  expect  were  the  sodium  to  be  regarded  as  the  irritating 
substance  in  the  whey. 

6.  This  failure  of  the  sodium  and  potassium  to  produce  results 
may  be  explained  either  by  the  fact  that  the  forms  in  which  the 
sodium  and  potassium  were  given,  i.e.,  NaCl  and  KCl,  were  not 
readily  absorbed  by  the  gastrointestinal  canal,  or  that  these 
salts  were  not  in  themselves  the  irritating  factors.  The  latter 
proposition  would  seem  to  be  much  more  probable. 

It  would  be  seen  therefore,  that  these  experiments  had 
brought  little  or  no  confirmation  of  the  hypothesis  that  the 
increased  electrical  irritability  in  spasmophilia  was  the  result  of  a 
disturbance  of  calcium  and  sodium  equilibrium. 


DISCUSSION. 

Dr.  L.  Emmett  Holt  expressed  his  appreciation  of  the  experi- 
mental work  done  by  Dr.  Grulee  and  of  his  clinical  work  in  the 
dietetic  treatment  of  convulsions  and  allied  conditions  occurring 
in  early  life.  What  was  most  needed  now  to  clear  up  the  problem 
were  careful  metabolic  observations  upon  infants  suffering  from 
these  conditions.  It  was  difficult  from  experimental  work  upon 
dogs  to  draw  inferences  with  regard  to  what  took  place  in  the 
child.  Dr.  Grulee's  observations  related  to  one  single  type  of 
convulsions,  viz.,  those  occurring  in  infancy  associated  with 
spasmophilia.  They  formed  but  a  small  percentage  of  the  cases 
of  convulsions  seen. 

The  commonly  held  opinion  regarding  the  seriousness  of  single 
attacks  of  convulsions  he  thought  was  erroneous.  In  hospital 
practice  single  attacks  of  convulsions  were  matters  of  daily  occur- 
rence, and  were  seen  in  a  very  great  variety  of  conditions,  most 
of  them  not  being  especially  significant  or  important.  He 
thought  this  was  also  true  in  private  practice.  It  was  interesting 
and  significant  in  following  up  to  later  childhood  patients  who 
had  had  a  number  of  attacks  of  convulsions   (during  infancy) 
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to  discover  in  how  small  a  proportion  of  them  epilepsy  developed. 
Osier  and  Gowers  had  both  emphasized  the  frequency  with  which 
epilepsy  followed  infantile  convulsions.  While  it  was  no  doubt 
true  that  a  very  large  proportion  of  patients  with  epilepsy  gave 
a  history  of  infantile  convulsions,  in  Dr.  Holt's  observations  the 
number  of  children  suffering  from  infantile  convulsions  who 
subsequently  developed  epilepsy  was  surprisingly  small.  Of 
157  cases  of  convulsions  occurring  in  infancy  and  early  childhood 
occurred  in  private  practice  which  had  been  followed  up,  only 
ten  had  subsequently  shown  evidences  of  epilepsy. 

He  emphasized  the  value  of  lumbar  puncture  in  the  diagnosis 
as  to  the  cause  of  convulsions  and  insisted  upon  its  performance 
in  every  case  of  prolonged  convulsions ;  only  by  this  means  could 
it  be  determined  whether  the  cause  was  meningitis  or  some  other 
form  of  cerebral  disease  or  whether  the  convulsions  were  due 
to  some  reflex  cause.  Again,  lumbar  puncture  was  of  con- 
siderable therapeutic  value  in  cases  of  severe  prolonged  con- 
vulsions since  in  practically  all  of  these  cases  there  was  a  greatly 
increased  pressure  in  the  cerebrospinal  fluid  and  the  with- 
drawal of  one-half  to  one  ounce  often  produced  very  marked  and 
immediate  improvement. 

Convulsions  rarely  proved  fatal  per  se  unless  associated  with 
enlarged  thymus. 

Dr.  Henry  Dwight  Chapin  said  that  there  were  convulsions 
and  convulsions  and  the  kind  that  Dr.  Holt  had  referred  to  were 
those  that  so  often  occurred  in  their  hospital  service  but  were 
only  ephemeral  in  their  effects.  A  point  that  he  wished  to  make, 
was  that  in  many  cases  the  ultimate  result  of  prolonged  con- 
vulsions was  epilepsy.  In  many  of  these  cases  there  occurred  a 
rupture  of  the  meningeal  vessels  of  the  cortex;  as  a  result  there 
was  an  effusion  which  eventually  produced  a  serious  irritation 
of  the  brain,  a  condition  which  he  had  verified  at  autopsy  in 
several  cases. 

Dr.  Chapin  thought  that  one  important  point  brought  out 
was  that  every  convulsion  occurring  in  children  should  be 
treated  seriously  and,  so  far  as  the  management  was  concerned, 
the  child  should  be  brought  out  of  the  convulsion  at  the  earliest 
possible  moment. 

Dr.  Linnaeus  B.  La  Fetra  said  that  as  regarded  the  causa- 
tion of  convulsions  and  allied  conditions,  particularly  cyanosis, 
it  had  been  his  experietice  that  in  young  infants,  leaving  out  of 
account  meningitis  and  intracranial  hemorrhage  or  the  onset  of 
acute  infections,  these  conditions  arose  most  frequently  from 
four  separate  causes ;  from  prolonged  pressure  at  the  time  of  birth, 
with  probable  intracranial  edema;  from  gastrointestinal  auto- 
intoxication; from  sepsis  with  or  without  resulting  brain  lesion, 
and  from  inanition. 

The  convulsions  due  to  intracranial  hemorrhage,  either 
meningeal  or  cerebral,  would  appear  very  shortly  after  birth  in 
most  instances,  but  in  case  the  hemorrhages  were  very  small  in 
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amount,  convulsions  might  not  manifest  themselves  for  several 
months. 

With  regard  to  convulsions  from  edema  of  the  brain,  Dr. 
La  Fetra  said  he  had  no  verification  of  this  theory  by  autopsy, 
but  in  two  cases  w^hich  he  had  seen  and  followed  in  which  there 
were  localized  or  general  convulsions,  the  most  striking  physical 
sign  was  a  tense  bulging  fontanel  and  a  lack  of  pulsation.  After 
four  or  five  days,  the  pulsation  returned  in  the  fontanel  and  the 
bulging  disappeared.  Coincidentally,  the  convulsion  ceased 
and  the  babies  recovered  entirely. 

The  convulsions  due  to  gastrointestinal  intoxication  and 
those  due  to  sepsis  were  so  well  recognized  that  no  description 
was  needed,  but  occasionally  the  sepsis  was  accompanied  by 
thrombosis  or  hemorrhage,  and,  in  these  cases,  a  bloody  fluid 
was  obtained  by  spinal  puncture.  One  would  be  led  to  suspect 
the  condition  when  there  was  irregular  respiration,  the  absence 
of  pulsation  in  the  fontanel,  together  with  bulging  and  increased 
tension.  He  had  personally  seen  two  such  cases,  one  in  private 
and  one  in  hospital  practice. 

Premature  babies  or  those  that  were  too  weak  to  nurse  well 
were  subject  to  attacks  of  mild  conv^ulsions  and  cyanosis,  not 
connected  with  any  brain  lesion  and,  in  several  intances,  it  had 
been  found  that  giving  the  breast  milk  which  was  not  taken  in 
sufficient  quantity  by  gavage  or  by  means  of  the  Breck 
Feeder  was  followed  by  a  cessation  of  the  attacks. 
As  regards  teething,  he  had  never  seen  convulsions  in  an  infant 
that  could  be  attributed  to  teething  alone;  it  was,  however, 
unquestionable  that  many  infants,  particularly  those  that  were 
nervous  or  of  a  neurotic  heredity,  were  much  more  susceptible 
at  the  time  of  teething  to  gastrointestinal  disturbances  and  to 
otitis  media;  it  was  very  likely  that  this  indigestion  was  at  the 
onset  of  nervous  disturbance  of  the  secretion,  or  else  a  result  of 
the  fever  which  in  such  infants  frequently  accompanied  the 
eruption  of  a  tooth.  As  a  result  of  the  gastrointestinal  indiges- 
tion, or  of  the  otitis,  convulsions  might  occur  and  such  cases 
were  not  at  all  unusual,  but  there  was  always  evidence  either  in 
the  stools  or  in  the  ear,  that  the  convulsions  were  due  to  some- 
thing more  than  the  irritation  of  the  gums. 

The  convulsive  attacks  of  infantile  tetany  were  usually 
diagnosticated  without  difficulty  by  the  appearance  of  the  child, 
by  the  attacks  of  laryngospasm  and  by  the  facial  and  elbow 
reaction.  Very  recently,  however,  he  had  had  a  case  of  spastic 
amaurotic  idiocy  which  simulated  very  closely  the  appearances 
of  infantile  tetany.  In  this  case,  however,  the  electrical  re- 
actions were  not  exaggeiated  and  an  examination  of  the  eye 
grounds  showed  the  characteristic  red  spot  at  the  macula. 

A  very  unusual  complication  of  convulsions  which  it  seems 
worth  while  mentioning  occurred  in  a  patient  of  his  six  years 
ago.  For  some  years  he  had  been  subject  to  attacks  of  vomiting 
and  convulsions  associated  with  intestinal  indigestion.     At  the 
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end  of  a  particularly  severe  attack  of  convulsions  in  which  he 
had  been  given  a  high  intestinal  irrigation,  the  patient  suddenly 
began  to  vomit  coffee-ground  fluid,  having  a  fecal  odor.  He 
went  into  partial  collapse  and,  since  the  appearance  suggested 
an  acute  intestinal  obstruction,  a  surgeon  was  called  into 
consultation. 

He  found  on  examination  that  the  stomach  was  very  much  dis- 
tended and  made  the  diagnosis  of  acute  dilatation  of  the  stomach 
or  gastric  ileus.  A  stomach  tune  was  passed  and  fully  a  quart 
of  coffee-ground  feculent  fluid  was  evacuated.  After  thorough 
lavage  of  the  stomach  with  hot  saline  solution,  the  vomiting  ceased 
and  the  danger  was  over.  Unfortunately,  however,  the  boy 
had  ihhaled  some  of  the  vomited  material,  so  that  he  suffered  in 
series,  an  attack  of  pneumonia,  then  abscess  of  the  lung,  and 
finally  empyema.  Although  such  a  complication  must  be  ex- 
ceedingly rare  considering  the  frequency  of  convulsions,  it  was 
one  to  bear  in  mind  and  would  suggest  that  the  stomach  tube 
should  be  at  hand  ready  for  use  as  well  as  the  rectal  tube  for  the 
high  irrigation  which  was  the  most  generally  useful  measure  in 
the  case  of  convulsions  in  older  children.  As  regarded  the 
dietetic  treatment  suggested  by  Dr.  Grulee,  he  had  had  no 
experience. 

Dr.  Foster  Kennedy. — One  should  not  in  his  opinion  get  into 
the  habit  of  thinking  or  believing  that  the  infantile  convulsions 
so  repeatedly  seen  belonged  to  any  clinical  entity  or  definiteness. 
In  every  case  of  infantile  convulsions  they  should  have  the  clear 
idea  in  their  minds  not  only  what  was  the  eitology  but  also  if 
possible  what  brain  area  was  affected? 

With  regard  to  lumbar  puncture  it  was  very  important  in 
every  case  of  convulsions  accompanied  with  fever  to  do  this 
operative  procedure  at  once.  It  should  be  determined  immedi- 
ately whether  the  case  was  one  of  polioencephalitis  or  cerebro- 
spinal or  tuberculous  meningitis.  Diagnosis  could  then  be  made 
precise  with  a  one  in  three  chance  of  cure. 

He  wished  to  enter  a  strong  plea  for  the  early  and  frequent 
use  of  the  ophthalmoscope.  He  had  seen  many  children  blind 
through  postneurotic  optic  atrophy  in  whom  there  was  a  history 
of  headache  and  convulsions  at  perhaps  the  age  of  five  years 
with  gradual  subsequent  loss  of  vision.  These  were  undoubtedly 
cases  of  conglomerate  tubercle  with  a  tendency  to  cure.  Had 
the  exact  cause  of  the  .  convulsions  been  determined,  decom- 
pression could  have  been  done,  the  sight  preserved  and  the  natural 
progress  of  cure  not  interfered  with.  The  history  of  these  cases 
of  convulsions  occurring  in  early  life  made  him  believe  that  the 
use  of  the  ophthalmoscope  should  be  more  often  resorted  to. 

One  must  remember  also  that  hysteria  is  almost  physiological 
in  the  child.  It  was  very  difficult  to  state  definitely  whether 
the  convulsions  were  the  results  of  epilepsy  or  whether  they 
were  of  a  hysterical  character.  However,  Dr.  Kennedy  thought 
that  it  was  worth  while  to  mention  a  fact  that  he  knew  to  be 
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true  and  one  that  had  not  been  mentioned  in  the  text-books — 
if  during  the  hour  after  a  convulsive  attack  one  got  a  change  in 
the  type  of  plantar  reflex  it  was  significant  of  the  attack  having 
been  of  major  epileptic  nature. 

It  seemed  to  him  that  it  was  right  to  give  chloral  or  some 
other  sedative  to  these  children.  Even  if  these  children  had  but 
a  small  number  of  convulsions  in  early  childhood  later  in  life 
they  were  often  followed  by  epilepsy.  He  believed  that  con- 
vulsions allowed  to  go  unchecked  in  infanc}",  readily  gave  rise  to 
cortical  instability  and  the  epileptic  habit  in  later  life. 

Dr.  Clifford  G.  Grulee  of  Chicago  closed  the  discussion. 
The  cases  he  reported  he  wished  to  be  undesrtood  as  being  of  a 
purely  spasmophilic  nature  and  as  representing  but  one  type  of 
convulsions.  Spasmophilia  was  a  very  common  condition  and 
often  accompanied  by  laryngismus  stridulus. 

The  question  regarding  the  etiology  of  epilepsy  was  a  very 
peculiar  one.  Birke  reported  fifty  cases  of  spasmophilia  that 
were  seen  at  the  Breslau  clinic.  He  followed  these  from  ten, 
twelve  or  fourteen  years  and  in  no  case  did  epilepsy  develop. 
He  then  took  up  the  true  cases  of  epilepsy  and  followed  them  down 
and  found,  on  the  other  hand,  that  convulsions  did  occur  in 
childhood;  but  that  the  convulsions  appeared  in  rather  a  peculiar 
manner,  a  single  convulsion  at  intervals  of  a  week,  or  a  month, 
or  even  longer.  But  there  were  not  the  repeated  convulsions 
such  as  occurred  in  spasmophilia  proper. 
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Meeting  of  April  12,  19 12. 
Dr.  Sprigg  in  the  Chair. 
The  essay  of  the  evening  was  read  by  Dr.  Joseph  T.  Wall  on 

POSTNATAL  CAUSES  OF  INFANT  MORTALITY.* 

Dr.  Donnally  in  discussing  the  paper  noted  the  hopefulness 
of  the  decrease  in  mortality  during  the  past  thirty  years.  He 
spoke  of  the  infant  as  the  product  of  heredity,  food  and  en- 
vironment. Mothering  was  next  most  important  to  the  food 
of  the  infant.  The  care  given  by  the  child's  own  mother  could 
not  be  duplicated  in  any  institution  or  by  any  foster  mother. 
The  purity  of  the  milk  was  of  great  importance. 

Dr.  Morg.^n  called  attention  to  the  point  brought  out  by 
Dr.   Wall  that  nurslings  were  not  immune   to   the  infectious 

*See  original  article,  p.  1063. 
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diseases.  Even  scarfet  fever  could  be  contracted  by  the  nursling 
though  infants  were  apt  to  be  immune.  Dr.  Morgan  also  noted 
that  although  the  proportion  of  mothers  that  nursed  their  children 
was  decreasing  yet  the  mortality  of  the  infants  was  decreasing. 
This  he  interpreted  as  indicating  better  artificial  feeding. 

Dr.  Willson  said  that  the  study  of  infant  mortality  needed 
the  ideas  of  many  specialists  to  get  the  best  results.  He  con- 
sidered as  noteworthy  the  comparison  of  the  small  mortality  of 
diphtheria  and  the  enormous  mortality  of  whooping  cough.  He 
spoke  also  of  the  natal  or  prenatal  mortality  from  intrauterine 
causes;  and  quoted  statistics  that  80  per  cent,  of  conceptions 
failed  to  come  up  to  full-term  pregnancies,  and  viable  births. 
Then  there  was  a  very  large  mortality  from  inherited  disease  and 
mechanical  causes  at  birth.  He  had  heard  it  said  by  a  reputable 
physician  that  at  present  a  woman  stood  a  better  chance  of  the 
safe  delivery  of  her  infant  at  the  hands  of  a  good  midwife  than 
in  the  hands  of  many  practitioners  of  medicine. 

Dr.  Abbe  called  attention  to  Dr.  Wall's  chart  showing  the 
increase  in  the  colon  bacilli  in  the  pasteurized  milk  during  certain 
periods  of  the  year  to  a  greater  number  than  there  were  in  the 
raw  milk  and  wondered  if  the  pasteurization  did  not  lead  to 
neglecting  the  milk  supply  in  other  ways  or  lead  to  additional 
handling  of  the  milk  which  was  the  cause  of  more  harm  than 
good. 

Dr.  Vaughan  said  that  the  charts  of  Dr.  Wall  showed  that 
the  chief  cause  of  infant  mortality  lay  in  the  feeding.  He  also 
noted  that  the  infectious  diseases  caused  the  deaths  of  infants 
in  exactly  the  reverse  order  to  what  is  generally  attributed  to 
them :  viz. :  Diphtheria  1.20;  scarlet  fever  i  .40,  measels  4. 60,  and 
pertussis  16.40  per  10,000  infants. 

Dr.  Sprigg  called  attention  to  the  frequency  and  seriousness 
of  the  pneumonias  with  whooping  cough. 

Dr.  Wall  in  closing  said  that  the  excess  of  the  colon  bacilli  in 
the  pasteurized  milk  was  probably  due  to  the  neglected  milk 
supply  or  inefficient  pasteurization.  As  to  the  traumatisms  at 
birth  the  increased  medical  attention  at  labor  had  not  improved 
the  mortality  of  the  infants  during  the  first  month  of  life.  In 
1879  when  the  midwives  were  caring  for  the  greater  number  of 
the  labors  the  mortality  within  the  first  month  of  life  was  thirty 
while  in  19 10  when  the  majority  of  the  labors  were  cared  for  by 
physicians  forty  per  lojooo  of  the  deaths  occurred  within  the 
first  month.  The  best  method  for  the  prevention  of  infant 
mortality  lay  in  the  education  of  the  mothers.  Dr.  Churchill 
made  a  speciality  of  caring  for  infants  and  was  called  in  on  the 
day  of  the  baby's  birth  to  regulate  its  feeding  from  then  on 
through  the  first  years.  In  the  poorer  classes  the  care  of  the 
babies  was  done  through  nursing  conferences  held  in  the  milk 
stations  where  the  mothers  were  attracted  by  the  offer  of  free 
milk  and  the  doctors  weighed  the  babies,  watched  them  and 
talked  to  the  mothers  about  the  care  of  their  infants. 
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Monographs  of  the  Rockefeller  Institute  for  Medical 
Research.  No.  4.  A  Clinical  Study  of  Acute  Polio- 
myelitis. By  Francis  W.  Peabody,  M.  D.,  George  Draper, 
M.  D.,  and  A.  R.  Dochez,  M.  D.,  New  York,  1912. 

This  monograph  is  based  primarily  on  the  study  of  acute 
poliomyelitis  which  was  made  at  the  Hospital  of  the  Rockefeller 
Institute  for  Medical  Research  during  the  summer  of  1 911.  But 
it  includes  also  a  review  of  that  portion  of  the  literature  which 
has  a  bearing  on  the  clinical  aspects  of  the  disease. 

The  section  of  epidemiology  contains  a  number  of  interesting 
suggestions.  The  writers  believe  that  the  nasopharynx  and  ton- 
sils are  portals  of  entry  for  the  disease  as  shown  by  the  experi- 
ments of  Flexner  and  Clark.  The  following  paragraph  summar- 
izes their  ideas  of  the  mode  of  transmission  of  the  disease.  "The 
infection  can  be  carried  and  implanted  by  activ^e  and  passive 
carriers;  being  resistant  and  having  access  to  external  nature 
with  mucous  secretions  it  can  become  attached  to  dead  objects, 
bedding,  clothing,  etc.,  and  to  domestic  pets  and  domestic 
insects  (fly) ;  and  it  can  be  ground  into  dust  and  conceiv^ably  be 
disseminated  by  wind." 

The  chapter  on  pathology  is  complete  and  in  accord  with  the 
researches  of  Harbitz  and  Scheel,  Wickman,  Shauss,  Ressler, 
Flexner,  Flexner  and  Clark  and  Mallory. 

In  the  absence  of  a  classification  based  purely  on  clinical 
symptoms  or  pathological  lesions,  the  writers  recognize  three 
main  groups  of  cases.  The  first  group  consists  of  the  abortive 
cases,  cases  of  infection  which  never  become  paralyzed.  The 
second  embraces  the  cerebral  group  in  which  involvement  of  the 
upper  motor  neuron  causes  spastic  paralysis.  The  third  group — 
bulbospinal — comprises  all  cases  with  lesions  of  the  lower  neuron 
and  flaccid  paralysis.  As  the  writers  mention,  this  classifica- 
tion is  open  to  the  objection  that  many  cases  are  not  purely  of 
one  type  either  clinically  or  anatomically;  but  all  classifications 
thus  far  devised  are  open  to  similar  objections  and  the  one 
advanced  by  the  writers  has  the  great  advantage  of  simplicity. 
The  symptomatology  is  dealt  with  on  the  basis  of  this  classifica- 
tion and  is  treated  in  an  exhaustive  manner.  The  prodromal 
(preparalytic)  symptoms  are  carefully  analyzed  and  this  section 
contains  information  which  should  be  of  great  aid  in  making  an 
early  diagnosis  of  the  disease.  Of  special  interest  is  the  chapter 
devoted  to  the  cerebral  types  (polioencephalitis)  in  which  the 
important  symptoms  are  given  and  the  relationship  of  this  variety 
of  the  disease  to  the  pure  bulbospinal  type  is  discussed. 

According  to  the  investigations  of  the  writers  the  blood  of 
patients    with   poliomyelitis    showed   a    constant   and    marked 
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leukocytosis.  In  several  instances  the  count  was  as  high  as 
30,000.  Other  writers  have  described  leukopenia  as  the  most 
pronounced  blood  picture  but  such  was  present  in  only  one  of 
the  cases  studied  by  the  writers  of  this  monograph.  They  also 
demonstrated  a  constant  increase  of  the  polymorphonuclear  cells 
of  15  to  20  per  cent.  Otherwise  the  blood  changes  were  in  no 
way  characteristic. 

The  spinal  fluid  during  the  early  days  of  the  disease  and 
especially  before  the  onset  of  paralysis  showed  an  increased  cell 
count  with  a  normal  or  low  globulin  content.  Most  fluids  con- 
tained almost  exclusively  lymphocytes  and  large  mononuclear 
cells,  although  at  the  early  stage  of  the  disease  there  may  be  as 
many  as  90  per  cent,  of  polymorphonuclear  cells.  After  the  first 
two  weeks  the  cell  count  drops  to  normal,  or  nearly  normal,  and 
there  is  frequently  an  increase  of  the  globulin  content  which  may 
persist  in  slight  degree  for  seven  weeks  or  longer.  All  of  the 
fluids  examined  reduced  Fehling's  solution. 

Since  the  disease  is  unquestionably  infectious  the  writers 
advise  strict  isolation  of  the  patient,  and  the  general  precautions 
usually  taken  to  prevent  the  spread  of  any  contagious  disease. 

As  would  be  naturally  expected  with  a  disease  for  which  there 
is  no  specific  therapy,  the  treatment  advised  by  the  authors 
contains  little  that  is  new.  The  general  treatment  is  that  for 
any  acute  infection.  The  diet  is  liberal  when  the  patient's 
appetite  demands  it.  The  pain  due  to  passive  motion  is  pre- 
vented by  care  in  handling  the  patient  and  in  changing  the  linen. 
The  spontaneous  pain  is  often  relieved  by  wrapping  the  painful 
limb  in  cotton  wool;  blankets,  hot  water  bottles,  hot  packs  and 
hot  water  bags  may  give  great  comfort.  When  drugs  are 
required  bromides  are  helpful  in  younger  children.  In  older 
patients,  phenacetine,  aspirin,  codein  and  occasionally  hypo- 
dermics of  morphine  are  necessary. 

The  paralyses  are  treated  by  rest,  massage,  and  later,  by  active 
or  passive  movements.  Of  greatest  importance  is  the  prevention 
of  contractures  and  deformities  by  means  of  carefully  applied 
orthopedic  appliances. 

On  the  whole,  this  monograph  contains  a  most  satisfactory 
review  of  our  present  knowledge  of  poliomyelitis  and  includes 
much  original  material  derived  from  the  study  on  which  it  is 
based. 
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DISEASES    OF    CHILDREN. 


The  Operative  Treatment  of  Fractures  of  the  Long  Bones  in 
Children. — Sampson  (Lancet,  London,  Aug.  17,  1912)  reports  the 
results  of  the  operative  treatment  of  fractures  according  to  Lane's 
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method  as  employed  in  his  service.  Seventy- two  children,  vary- 
ing from  one  month  to  twelve  years,  with  fractures  of  the  long 
bones  were  subjected  to  operation  and  in  no  instance  did  wovmd 
infection  result.  The  mortality  was  nil  and  radiograms  in  two 
planes  at  right  angles  to  each  other  were  taken  both  before  and 
after  treatment  in  all  cases.  A  metal  plate  was  used  for  fixing 
the  fragments  in  sixty  cases  and  subsequent  removal  was  neces- 
sary on  two  occasions.  In  one  case  the  plate  caused  a  projection 
beneath  the  skin  of  the  forearm  in  a  position  liable  to  frequent 
injury  and  friction  and  was  removed  two  and  one -half  months 
after  operation.  In  the  other  case  an  ununited  fracture  of  the 
tibia  of  five  months'  standing  was  found  with  both  ends  of  the 
bone  atrophied  and  the  lower  fragment  a  mere  shell.  Recent 
fractures  from  subsequent  examinations  show  that  perfect 
results  were  obtained  in  over  88  per  cent,  of  the  cases,  malunited 
and  ununited  fractures  giving  a  perfect  result  in  over  37  per 
cent.,  which  is  claimed  by  the  writer  to  furnish  a  strong  argument 
in  favor  of  the  adoption  of  early  operative  measures  as  a  routine 
procedure,  because  if  resorted  to  after  malunition  has  taken 
place  the  chances  of  a  perfect  result  are  greatly  diminished. 
Perfect  function  resulted  in  97  per  cent,  of  recent  fractures  and 
in  50  per  cent,  of  malunited  and  ununited  fractures.  In  view 
of  the  results  a  more  extended  adoption  of  Dr.  Lane's  methods 
for  the  treatment  of  simple  fractures  is  urged. 

The  Treatment  of  Asthma  in  Children. — ^Knopf  {Berl.  klin. 
Wchnschr.,  August  12,  19 12)  in  calling  attention  to  this  not 
tmcommon  affection,  believes  that  the  treatment  should  be 
largely  directed  to  insistence  on  proper  breathing.  The  prin- 
cipal evidence  of  the  asthmatic  symptom  complex  is  shown  by 
the  disturbance  in  the  relation  between  the  thoracic  and  abdomi- 
nal respiratory  movements.  While  the  former  are  engaged  in 
inspiration,  the  latter  are  undergoing  expirator)^  movements.  In 
addition  to  overcoming  this  part  of  the  disturbance  it  is  also 
necessary  to  insist  on  proper  nutrition  and  digestion,  it  being 
essential  that  the  stomach  is  thoroughly  emptied  before  the 
child  goes  to  sleep.  Any  disturbances  in  the  ner\'ous  system 
which  may  be  present  must  also  be  adjusted  and  the  effect 
of  the  child's  environment  studied,  a  change  in  climate  being 
indicated  both  for  its  physical  as  well  as  its  psychic  effects. 
Although  asthma  in  children  is  apt  to  disappear  at  the  time  of 
puberty,  the  interv^al  is  accompanied  by  much  discomfort  and 
possible  anatomic  changes  which  cannot  be  corrected. 

Infantilism  with  Chronic  Interstitial  Nephritis. — Xaish  (Brit 
Jour.  Child.  Dis.,  August,  191 2)  refers  to  the  increasing  attention 
which  is  being  accorded  to  the  association  between  these  condi- 
tions and  reports  two  personal  cases.  The  cases  thus  far  reported 
seem  to  show  a  definite  relationship  of  infantilism  with  polyuria 
and  polydipsia.  Albumin  is  usually  present  and  very  often 
rickets.     In  the  cases  which  come  to  autopsy  the  kidneys  are 
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small  and  fibrotic,  and  death  usually  follows  a  condition  of 
uremia  with  more  or  less  complete  suppression  of  urine.  The 
infantile  characteristics  are  usually  pronounced  but  the  mental 
attitude  and  intelligence  vary. 

Traumatic  Separation  of  the  Epiphyses. — Kirmisson  {Presse 
med.,  Aug.  7,  1912)  says  that  caseous  traumatisms  have  especial 
peculiarities  in  the  child.  Points  that  should  be  specially  consid- 
ered are  the  fact  that  the  ossification  and  development  of  the  bones 
is  not  as  yet  complete.  The  presence  of  the  epiphyseal  cartilages 
causes  the  bones  to  be  composed  of  several  different  portions 
placed  in  juxtaposition,  and  not  of  a  single  piece;  separations  of 
these  epiphyseal  cartilages  may  take  place.  Another  fact  of 
importance  is  the  thickness  of  the  periosteum  in  the  child  and  the 
resistance  which  it  offers  to  traumatisms,  thus  causing  sub- 
periosteal fractures.  The  .r-rays  have  proven  that  separation  of 
the  cartilages  actually  occurs.  In  very  young  infants  this  cannot 
take  place,  because  the  epiphysis  does  not  as  yet  exist  except 
as  a  mass  that  is  quite  supple  and  attached  to  the  diaphysis  by  a 
periosteum  that  is  very  thick  and  is  not  easily  torn.  From  the 
second  year  up  to  adolescence  separation  of  the  epiphysis  may 
occur,  sometimes  combined  with  true  fracture.  This  is  always 
caused  by  indirect  violence,  with  twisting  of  the  epiphysis  or 
lateral  inclination  of  the  limb.  The  cartilage  generally  remains 
attached  to  the  epiphysis,  and  the  periosteum  is  detached  con- 
siderably from  the  bone.  The  periosteum  may  even  be  so  torn 
as  to  let  the  extremity  of  the  diaphysis  pass  through  it.  Differ- 
ential diagnosis  may  be  made  from  fracture  by  the  fact  that  in- 
stead of  a  marked  and  loud  crepitation  we  get  an  irregular,  dry, 
rough  rubbing  sound,  similar  to  that  heard  in  arthritis.  The 
lesion  occurs  so  near  the  articulation  that  it  may  be  easily  mis- 
taken for  a  dislocation,  the  displacement  being  the  same.  The 
shortness  of  the  diaphysis  renders  replacement  of  the  fragments 
difficult,  and  the  periosteum  may  become  ossified  so  as  to  main- 
tain the  deformity.  There  is  a  large  eflfusion  of  blood  into  the 
wound,  on  account  of  severe  lesions  of  the  blood-vessels,  and 
very  great  swelling  of  the  parts.  In  fractures  of  the  leg  the 
diagnosis  is  difficult,  but  the  prognosis  is  good,  the  displacement 
being  small,  and  crepitation  absent.  The  Dupuytren  fracture 
does  not  exist  in  the  child. 

Importance  of  Marine  Hospitals  in  the  Treatment  of  Surgical 
Tuberculosis. — Jacques  Calve  (Arch,  de  med.  des  en/.,  Aug.,  1912) 
insists  on  the  value  of  the  seashore  with  its  equable  climate,  sun- 
shine, and  cool  air  in  the  treatment  of  surgical  tuberculosis.  The 
tendency  to  consider  surgical  forms  of  tuberculosis  as  local  is  an 
error.  Tuberculosis  is  always  a  general  disease  and  requires 
general  and  hygienic  treatment,  and  the  fact  that  the  disease 
has  become  localized  in  the  bones  or  joints  instead  of  the  lungs 
is  not  a  reason  for  abandoning  general  treatment  and  confining 
the  care  to  orthopedic  and  other  forms  of  surgery.  The  equable, 
sunny  seashore  climate  is  of  the  greatest  value  in  the  treatment 
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of  bone  and  gland  tuberculosis.  We  must  reenforce  the  resisting 
powers  of  the  organism  if  we  are  to  cure  the  disease.  The  air 
acts  as  a  stimulant,  and  causes  oxidation,  and  remineralization  of 
the  system.  The  mildness  and  equability  of  the  climate  allows 
the  patient  to  live  in  the  open  air  all  the  year  round.  The  sun- 
shine is  a  valuable  therapeutic  agent.  In  all  kinds  of  tubercular 
adenitis,  whether  suppurating  or  not,  a  rapid  retrogression  of 
the  tuberculous  process  takes  place  at  once,  which  continues, 
although  more  slowly  for  months,  several  years  being  necessary 
in  severe  cases  to  secure  a  complete  cure.  In  closed  bone 
abscesses  resorption  of  the  pus  takes  place  spontaneously  in 
many  cases.  In  others  a  few  medicated  punctures  are  needed. 
In  fistulous  cases  the  parts  are  left  exposed  to  the  sun  and  air 
without  dressing  in  the  day,  being  covered  with  a  light  compress 
at  night.  The  effects  are  due  to  purity  of  the  air  and  freedom 
from  dust,  and  its  oxidizing  properties.  After  a  few  weeks  so- 
journ in  the  sunny,  open  galleries  the  children  take  on  a  healthy 
color,  have  a  good  appetite,  and  a  flourishing  appearance.  Many 
cases  are  reported  in  detail.  The  author  laments  the  small 
number  of  hospitals  devoted  to  the  care  of  such  cases  at  the 
seashore,  and  says  that  many  more  are  needed.  He  advocates 
the  establishment  in  connection  with  such  hospitals  of  schools 
where  these  patients  when  recovered  may  be  taught  trades  and 
occupations  which  they  may  exercise  in  their  more  or  less  crippled 
condition,  in  which  they  will  not  relapse  or  become  reinfected  as 
they  would  in  the  crowded  regions  of  cities.  Such  patients  are 
more  or  less  handicapped  and  should  receive  special  aid  in  this 
direction. 

Radical  Treatment  of  Umbilical  Hernia  in  Children. — Vittorio 
Brun  (Arch,  de  med.  des  enf.,  Sept.,  19 12)  advocates  a  new  method 
of  radical  treatment  of  umbilical  hernia  in  young  children.  He 
makes  use  of  an  elastic  ligature  placed  about  the  redundant  navel 
mass,  so  arranged  that  it  is  subcutaneous,  and  that  its  contraction 
causes  a  gradual  cutting  off  of  the  blood  supply  and  nutrition, 
with  the  gradual  formation  of  a  cicatrix,  which  is  entirely  sub- 
cutaneous, and  does  not  show  externally.  The  rubber  ligature  is 
inserted  threaded  into  a  curved  needle  and  passed  half-way 
around  the  navel;  a  second  entrance  of  the  needle  carr^'ing  it 
around  the  other  side,  and  the  whole  drawn  tight  and  fastened 
with  silk.  The  elastic  ligature  is  sterilized  by  immersion  in 
alcohol  and  glacial  acetic  acid.  In  a  few  days  all  the  hernial 
parts  are  cut  through,  while  adhesions  are  established  in  the  peri- 
toneum which  seal  off  the  cavity.  After  two  weeks  the  entire 
ligature  may  be  removed  through  the  inferior  wound,  left  open 
for  that  purpose.  A  complete  cure  is  established  and  the 
trouble  will  not  recur.  The  author  has  seen  244  hernias  operated 
on  by  this  method  in  children  from  two  months  to  nine  years  old. 
Age  has  no  influence  on  the  result.  The  sooner  it  is  attempted 
the  better  the  result.  The  operation  is  simple,  painless,  and  effi- 
cient.    It  can  be  done  in  five  or  six  minutes;  in  small  children 
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no  narcosis  is  necessary,  while  chloride  of  ethyl  is  sufficient  in 
older  children.  Few  of  the  patients  need  to  be  kept  in  the  hos- 
pital, most  of  them  going  home  and  being  visited  there. 

Pure  Oxygen  in  the  Treatment  of  Apparent  Death  of  the  New- 
born.— Paul  and  Jean  Delmas  (Jour,  de  med.  de  Paris,  No.  28, 
19 1 2)  have  made  use  successfully  of  a  method  of  establishing 
respiration  by  the  introduction  of  oxygen  from  a  tube,  combined 
with  artificial  respiration.  After  removing  all  mucus  from  the 
throat  and  mouth  of  the  child,  one  assistant  clasps  his  hands  about 
the  thorax  of  the  child,  while  it  is  laid  on  its  back,  and  at  regular 
intervals  compresses  it  by  his  fingers  pressed  into  the  front,  and 
thumbs  into  the  back,  producing  a  forced  expiration,  inspiration 
coming  from  the  elasticity  of  the  thorax.  A  second  operator 
holds  under  his  arm  a  rubber  bulb  filled  with  oxygen  from  which 
a  tube  runs  into  the  mouth  of  the  child.  This  balloon  is  rhyth- 
mically compressed  as  the  thorax  is  expanded,  causing  the  oxygen 
to  enter  the  lungs  of  the  child.  In  country  practice,  where  oxy- 
gen in  cylinders  is  not  easily  obtainable,  the  same  procedure  may 
be  carried  out  by  the  use  of  peroxide  of  sodium,  which  on  being 
dissolved  in  water  gives  off  a  large  amount  of  oxygen,  10  grams 
giving  2  liters  of  oxygen.  Oxygen  may  even  be  injected  sub- 
cutaneously  or  introduced  into  the  rectum.  The  result  of  the 
use  of  oxygen  has  been  the  regularization  of  pulsation  and 
increase  of  strength  of  the  heart  action,  combined  with  a  regu- 
larly established  respiration. 

Dried  Milk  in  Feeding  of  Infants. — E.  C.  Aviragnet,  L.  Bloch- 
Michel,  and  H.  Dorlencourt  {Arch,  de  med.  des  enf.,  Sept.,  1912) 
give  the  results  obtained  by  them  in  feeding  infants  with  dried 
milk  in  the  form  of  powder.  It  has  been  administered  to  both 
healthy  and  sick  infants  with  all  grades  of  intestinal  troubles. 
The  powder  is  made  by  the  evaporation  of  milk  in  a  vacuum,  and 
consists  of  a  yellowish-white  powder,  very  light  and  having  the 
odor  of  cooked  milk.  It  may  be  used  in  three  forms,  according 
as  it  is  made  from  whole  milk,  or  that  from  which  all  or  one- 
half  the  cream  has  been  removed.  It  is  dissolved  in  sufficient 
water  and  given  in  increasing  dosage  after  a  small  dose  has  been 
found  to  agree.  It  has  proven  of  service  in  summer  especially; 
because,  being  sterile,  it  has  not  the  dangers  of  contamination  and 
fermentation  to  which  ordinary  milk  is  subject  in  hot  weather. 
In  normal  children  it  gives  as  good  results  as  ordinary  milk; 
in  dyspepsias  it  gives  as  good  or  better  results  as  milk.  In  cases 
of  vomiting  it  is  of  especial  value  because  it  can  be  given  with  very 
little  water,  almost  in  the  form  of  a  dry  diet.  In  this  milk  the 
sugar  is  not  changed,  the  fat  remains  much  the  same,  but  the 
casein  is  rendered  much  more  digestible,  as  is  the  case  with  other 
forms  of  albumin  that  are  cooked.  Toxic  albumins  may  be  ren- 
dered innocuous  by  cooking  them.  In  treating  a  sick  child  we 
give  the  dry  powder  immediately  after  the  water  diet.  Digestive 
ferments  may  be  used  with  advantage  in  combination  with  this 
milk. 
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Retroperitoneal  Lymphosarcoma. — The  importance  of  a  case  re- 
port by  H.  K.  Hill  (Arch.  Pediat.,  1912,  xxix,  682)  lies  in  the 
fact  that  it  records  the  complete  failure  of  treatment  by  Coley's 
fluid,  the  mixed  toxins  of  the  streptococcus  of  erj^sipelas  and 
bacillus  prodigiosus.  Affirmed  cures  are  not  infrequently  re- 
corded; the  failures,  which  have  seemed  to  be  in  the  large  ma- 
jority, do  not  gain  publicity. 

Influence  of  Food  upon  intestinal  Flora  of  Infants. — A.  Fried- 
lander  and  J.  V.  Greenebaum  {Arch.  Pediat.,  1912,  xxix,  673) 
present  a  study  of  two  marantic  infants.  The  foods  used,  albu- 
minized milk  and  simple  modified  milk  (fat  2  per  cent. ;  sugar,  7 
per  cent. ;  proteid,  3  per  cent.)  had  very  little  influence  on  the 
biologic  reactions  of  the  fecal  flora  as  a  whole.  There  was,  however, 
a  slight  lessening  of  the  putrefactive  reactions  on  the  2-7-3  rnodi- 
fication.  The  acidophilic  flora  remained  about  constant  on 
both  foods.  Finkelstein's  food  is  buttermilk  with  the  salts  and 
sugar  reduced  and  a  high  percentage  of  finely  divided  proteid. 
To  a  great  degree  the  beneficial  effects  of  the  food  depend  upon 
its  lactic  acid  content,  and  in  giving  the  food  we  are  really  using 
lactic  acid  therapy.  The  lactic  acid  bacillus  flora  formed  during 
its  administration  was  continued  when  the  food  was  changed  to 
2-7-3,  because  in  the  latter  instance  the  lactic  acid  was  formed 
from  the  sugar.  In  other  words,  with  both  foods  lactic  acid 
therapy  was  given,  so  that  it  is  not  surprising  that  the  bacterio- 
logic  reactions  were  similar  in  both  instances.  In  striking  con- 
trast to  the  slight  changes  in  the  intestinal  flora  there  was  a  re- 
markable change  in  the  clinical  aspect  of  the  two  cases.  The 
general  condition  improved  greatly,  as  did  the  gross  character 
of  the  stools.  On  the  Finkelstein  food  there  was  moderate  but 
steady  gain  in  weight,  while  on  the  2-7-3  modification  there  was 
ver\-  marked  and  rapid  gain  in  weight.  The  Finkelstein  food  was 
undoubtedly  of  marked  value  in  both  these  cases.  After  its  ad- 
ministration the  gas  bacillus  disappeared  in  each  case.  Again  the 
low  sugar  content  of  the  food  undoubtedly  rested  the  gastro- 
intestinal tract,  so  that  after  four  weeks  of  its  use  an  increase  of 
sugar  ad  maximum  (7  per  cent,  lactose)  was  not  only  tolerated,  but 
utilized  with  great  benefit  to  the  child.  Finkelstein's  food  is 
undoubtedly  of  great  value  for  short  periods  in  suitable  cases,  for 
its  effect  upon  the  intestinal  flora  (substitution  of  acidophilic  for 
putrefactive  organisms)  and  also  because  of  its  power  to  rest  the 
gastrointestinal  tract  by  its  low  sugar  content,  especially  for 
cases  previously  overloaded  with  sugars. 

Anemia  in  Children. — H.  T.  Ashby  {Med.  Chron.,  Sept.,  1912, 
312)  says  that  in  any  child,  who  has  marked  anemia  without  a  de- 
monstrable cause,  it  is  well  to  bear  in  mind,  that  there  may  be  a 
tuberculous  infection  of  the  mediastinal  glands.  This  enlargement 
of  the  mediastinal  glands  is  often  only  to  be  detected  by  an  :r-ray 
examination  of  the  chest.  Blood  destruction  seems  to  be  greater 
in  these  cases  than  in  tuberculosis  of  the  lungs.  Any  sudden 
anemia  of  chlorotic  type  in  a  child  above  the  age  of  about  five 
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years  is  suggestive  of  an  attack  of  acute  rheumatism  in  the  ab- 
sence of  diphtheria,  a  disease  which,  like  chorea,  also  produces 
severe  anemia  very  quickly.  The  anemia  of  rheumatism  differs 
from  most  other  anemias  in  not  responding  to  the  iron  treatment. 
As  soon  as  the  rheumatic  poison  is  counteracted  by  the  sodium 
salicylate  the  body  seems  to  get  enough  iron,  etc.,  from  the  food. 
The  anemia  that  occurs  as  a  sequel  of  a  series  of  attacks  of  rheu- 
matism is  very  often  chronic  and  difficult  to  deal  with  efficiently 
because  it  is  complicated  with  heart  disease.  It  is  generally 
found  in  rather  older  children  than  the  acute  cases.  The  children 
appear  well  in  other  ways.  Chronic  heart  disease  in  children  is, 
in  the  great  majority  of  cases,  one  of  the  results  of  rheumatism, 
and  so  also  is  the  anemia  one  of  the  after-effects  of  the  rheu- 
matic toxin,  which  is  prevented  from  recovery  by  the  heart  dis- 
ease, whether  it  be  endocarditis  or  myocarditis.  This  anemia 
is  very  persistent  and  difficult  to  cure.  If  compensation  is  suffi- 
cient then  there  is  practically  no  anemia,  but,  on  the  other  hand, 
if  the  lesion  is  not  compensated,  there  may  be  extreme  anemia 
together  with  cyanosis.  The  writer  describes  also  a  type  of 
anemia,  apparently  identical  with  chlorosis,  occurring  in  children 
from  the  age  of  ten  years  upward,  and  most  commonly  in  girls. 

Massage  in  Wasting  Diseases  of  Children. — J.  M.  MacPhail  {Brit. 
Jour.  Child.  Dis.,  191 2,  ix,  404)  advocates  the  use  of  general 
massage  in  wasting  diseases  of  children.  He  cites  two  cases 
which  showed  constant  gain  of  weight  when  this  was  employed 
though  no  change  was  made  in  the  diet. 

Idiocy  and  Congenital  Syphilis. — H.  R.  Dean  (Brit.  Jour.  Child. 
Dis.,  1912,  ix,  385)  states  that  only  a  small  proportion  of  idiots 
show  the  classical  signs  and  symptoms  of  congenital  syphilis,  and 
if  we  are  restricted  to  the  usual  methods  of  examination  we  must 
come  to  the  conclusion  that  congenital  syphilis  has  little  connec- 
tion with  idiocy.  However,  in  examining  330  of  the  inmates  of 
the  Wilhelmstift,  an  asylum  for  idiots  at  Potsdam,  a  positive 
Wassermann  reaction  was  obtained  by  the  writer  in  fifty-one 
cases  (15.4  per  cent.) .  Among  thirteen  parents  of  children  giving 
a  positive  reaction,  nine  were  found  to  give  a  positive  reaction. 
A  grouping  of  the  330  cases  according  to  age  appears  to  show 
that  the  percentage  of  positive  results  diminishes  rapidly  after 
the  sixteenth  year,  and  that  a  larger  percentage  of  positive  results 
might  be  expected  from  the  examination  of  a  series  of  very  young 
cases.  It  seems  possible  that  the  very  contradictory  results 
already  published  may  be  reconciled  by  taking  the  age-factor  into 
consideration.  Of  the  fifty-one  cases  in  which  a  positive  serum 
reaction  was  obtained  only  seven  showed  conclusive  evidence  of 
congenital  syphilis  from  a  clinical  standpoint.  They  are,  in  fact, 
cases  of  latent  syphilis,  and  during  the  latent  stages  of  the  ac- 
quired disease  only  some  40  to  50  per  cent,  of  the  patients  give 
a  positive  reaction.  The  writer  thinks  that  the  actual  percentage 
of  positive  results  obtained  by  examining  a  series  of  idiots  by 
the  serum  test  comes  very  far  short  of  the  number  which  are 
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actually  infected.  If  this  assumption  is  correct,  we  shall  have 
to  recognize  syphilis  as  the  causative  factor  in  a  very  considerable 
percentage  of  cases  of  idiocy.  If  this  can  be  established  it  is 
reasonable  to  hope  that  very  great  success  will  follow  the  appli- 
cation of  therapeutic  and  prophylactic  measures. 

Bismuth  Poisoning. — The  popularity  of  Beck's  bismuth  paste 
for  treatment  of  tuberculous  abscess  makes  recognition  of  the 
danger  of  toxic  results  important.  Leo  Mayer  and  George  Baehr 
(Surg.,  Gyn.  and  Ohst.,  191 2,  xv,  309)  present  a  review  of  the  lit- 
erature, showing  that  there  are  three  distinct  types  of  intoxica- 
tion due  to  the  use  of  bismuth :  first,  an  acute  experimental  metallic 
poisoning,  of  which  no  clinical  cases  have  been  reported;  second, 
a  chronic  metallic  poisoning  produced  by  either  the  external  appli- 
cation or  the  subcutaneous  injection  of  almost  any  bismuth  salt; 
third,  an  acute  intoxication  resembling  nitrite  poisoning  follow- 
ing the  internal  administration  of  bismuth  subnitrate.  The  intoxi- 
cations following  the  use  of  Beck's  bismuth  paste  belong  almost 
entirely  to  the  second  class,  chronic  metallic  poisoning.  To  this 
group  belong  three  cases  reported  by  the  writers.  Their  con- 
clusions from  a  study  of  these  cases  and  the  literature  are  that 
bismuth  is  readily  absorbed  from  a  granulating  surface.  When 
absorbed,  it  may  have  extremely  toxic  effects.  It  should,  there- 
fore, never  be  applied  as  a  dusting  powder  (dermatol)  or  salve 
to  extensive  granulating  areas.  Beck's  bismuth  paste  should 
be  used  only  with  the  greatest  caution.  Although  small  quan- 
tities (5-10  grams)  cannot  be  considered  dangerous,  the  possible 
toxic  effect  should  constantly  be  kept  in  mind  even  with  these 
small  quantities,  and,  at  the  slightest  evidence  of  intoxication, 
the  bismuth  should  be  thoroughly  evacuated.  In  Reich's  fatal 
case,  less  than  25  grams  of  paste  were  injected.  When  larger 
quantities  of  paste  are  required,  some  less  toxic  drug,  as  magnetic 
iron  oxide,  should  be  used.  Two  new  features  are  to  be  added  to 
the  clinical  picture  of  bismuth  poisoning:  i.  Stippling  of  the  red 
blood  cells.  2.  A  morbilliform  rash.  The  writer's  pathological 
and  clinical  studies  have  shown  that:  i.  Bismuth  is  absorbed 
from  granulating  areas  largely  by  the  action  of  phagocytes.  2. 
A  microchemical  test  is  necessar)^  for  the  identification  of  pig- 
ment granules  in  tissues  containing  bismuth  by  chemical  exam- 
ination. 3.  Bismuth  may  be  chemically  present  and  even  pro- 
duce marked  pathological  changes — as  in  the  kidney  and  colon — 
yet  not  be  visible  microscopically. 

The  literature  of  bismuth  poisoning  is  also  reviewed  by  L.  M. 
Warfield  (Amer.  Jour.  Med.  Set.,  1912,  cxliv,  647)  who  records  a 
case  of  poisoning  in  a  girl  of  nine  years  after  injection  of  2  ounces 
of  bismuth  subnitrate  paste  into  the  sinus  of  an  iliopsoas  abscess. 
The  sinus  closed  and  none  of  the  paste  was  extruded.  Recov- 
ery was  gradual.  The  writer  emphasizes  the  importance  of 
taking  care  that  the  paste  injected  into  sinuses  should  be  gradu- 
ally extruded.  Should  it  remain  deep  in  the  sinus  it  should  be 
removed  after  a  few  days.     In  using  it  for  .t-ray  work  in  the  intes- 
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tines  it  appears  best  to  withhold  it  in  inflammatory  cases  or 
where  patients  are  much  run  down  in  health.  Substitutes  such 
as  carbonate  of  bismuth  and  oxide  of  iron  have  been  recom- 
mended and  are  now  being  extensively  used.  Peculiarly  char- 
acteristic of  bismuth  stomatitis  is  the  whitish  diphtheritic  mem- 
brane which  caps  the  ulcers.  The  visceral  lesions  caused  by  bis- 
muth also  show  that  it  is  one  of  the  metallic  poisons  and  therefore 
should  be  used  with  caution. 

Appendicitis  in  Children. — ^ Among  sixty  cases  of  appendicitis  of 
all  ages,  thirty-one  women  and  twenty-nine  children,  under  the 
care  of  S.  F.St.  Dd.'s  Green  {Practitioner,  19 12,  Ixxxix,  508)  dur- 
ing the  last  four  years,  threadworms  were  found  in  the  appendix 
in  thirteen  cases,  of  whom  nine  were  children,  that  is  to  say, 
in  about  3 1  per  cent,  of  the  children  suffering  from  appendi- 
citis. In  some  cases  in  which  threadworms  were  found  there 
was  distinct  ulceration  of  the  mucous  membrane  at  the  site 
occupied  by  the  threadworms ;  and  the  writer  does  not  doubt  that, 
in  these  cases,  they  are  the  direct  cause  of  the  ulceration,  as  they 
damage  the  mucous  membrane  sufficiently  to  reduce  the  power 
of  resistance  to  the  action  of  the  bacteria  present  in  the  appendix. 
Probably  in  a  certain  number  of  cases  of  perforation  with  abscess, 
in  which  no  concretions  have  been  found,  threadworms  may  have 
been  the  original  cause.  The  threadworms  are  often  found  at  the 
extreme  end  of  the  appendix  and  deeply  buried  in  the  folds  of 
the  mucous  membrane.  As  regards  the  indications  for  treatment 
of  appendicitis  in  children,  the  author  advises  immediate  opera- 
tion in  acute  cases  first  seen  within  the  first  forty-eight  hours. 
In  acute  cases  first  seen  after  the  first  forty-eight  hours,  (a)  if 
the  case  is  getting  progressively  worse,  the  pulse  rate  rising,  the 
area  of  pain  and  tenderness  increasing,  and  the  tongue  becoming 
dry,  foul,  and  furred,  an  operation  must  be  performed  at  once. 
(6)  If  perforation  takes  place  and  signs  of  general  peritonitis 
develop,  such  as  sudden  and  violent  abdominal  pain;  small  and 
frequent  pulse,  persistent  vomiting,  and  general  tenderness  and 
rigidity  of  the  abdomen,  immediate  operation  is  indicated,  (c) 
If  the  symptoms  and  signs  show  that  the  disease  is  abating,  the 
pulse  rate  falling  as  well  as  the  temperature,  the  case  should  be 
carefully  watched,  and  any  surgical  treatment  may  be  delayed 
until  all  signs  of  active  inflammation  have  disappeared,  that  is 
to  say,  until  about  two  or  three  weeks  after  subsidence  of  the 
pulse  and  temperature.  The  symptoms  may  at  any  time  again 
become  acute  and  require  operative  treatment  at  once.  Cases 
in  which  an  abscess  has  formed  should  be  operated  upon  as  soon 
as  this  is  discovered. 

Infantile  Eczema  and  Indigestion. — H.  P.  Towle  and  F.  B. 
Talbot  (Amer.  Jour.  Dis.  Child.,  1912,  iv,  219)  present  a  pre- 
liminary study  of  the  relationship  of  indigestion  and  infantile 
eczema.  They  find  that  the  acutely  inflammatory  form  of  erup- 
tion in  infantile  eczema  presents  so  many  features  which  are  con- 
stant in  occurrence  and  in  form  that  its  claim  for  consideration 
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as  a  definite,  fixed  type  of  disease  deserves  further  attention. 
For  directl}^  opposite  reasons,  the  less  intense  inflammatory  form 
or  eruption  cannot  lay  claim  to  such  consideration.  The  stool 
findings  show  that  the  indigestion  of  fats  and  of  carbohydrates 
are  the  only  types  which  can  be  demonstrated  to  occur  with  any 
regularity  and  definiteness  in  association  with  infantile  eczema. 
The  occurrence  of  the  acute  exudative  type  of  eczematous  inflam- 
mation of  the  skin  in  such  frequent  association  with  an  indiges- 
tion of  fats  and  sugar  indicates  that  the  process  in  the  skin  and 
the  process  in  the  digestive  tract  probably  have  some  etiologic 
relationship.  Contrariwise,  the  fact  that  the  majority  of  in- 
fants presenting  the  same  symptoms  of  indigestion  do  not  like- 
wise present  a  cutaneous  reaction  points  to  the  inevitable  con- 
clusion that  some  underlying  condition,  probably  systemic, 
which  the  eczematous  infants  possess,  is  lacking  in  the  non- 
eczematous  individuals.  Therefore,  indigestion  must  occupy  an 
intermediate  position,  if  any,  in  the  mechanism  of  the  production 
of  eczema. 

Pancreatic  Ferments  in  Infants. — In  the  investigations  of 
A.  F.  Hess  (Amer.  Jour.  Dis.  Child.,  1912,  iv,  205)  fluid  was 
aspirated  with  a  duodenal  catheter  from  infants  varying  in  age 
from  a  few  hours  to  a  year,  some  normal,  some  ailing,  and  was 
examined  for  amylase,  lipase  and  for  tr^^psin.  A  considerable 
number  of  new-born  infants  were  tested  before  they  had  been  put 
to  the  breast.  Without  the  stimulus  of  food  to  incite  secretion, 
the  three  pancreatic  ferments  were  found  in  the  intestine.  Dur- 
ing the  first  week  of  life  the  amount  of  the  pancreatic  secretion 
is  still  very  scanty,  but  it  contains  the  starch-splitting  enzyme 
with  increased  regularity.  In  older  infants,  a  month  or  more  of 
age,  there  is  both  an  increase  in  the  quantity  of  pancreatic  juice, 
and  a  decided  augmentation  of  its  amylolytic  power.  It  would 
seem  as  if  the  infant  was  furnished  with  enzymes  competent  to 
digest  not  only  its  natural  food,  mother's  milk,  but  also  artificial 
food.  This  amylase  has  the  power  of  digesting  a  i  per  cent, 
starch  solution,  or,  for  example,  barley  water.  It  seems  unwise 
at  present  to  draw  conclusions  of  an  absolute  quantitative  nature 
from  the  tests  of  ferments;  however,  the  writer  was  unable  to 
demonstrate  a  selective  activity  of  the  pancreatic  juice — such 
as  an  increased  strength  of  amylase  when  barley  water  was  mixed 
with  the  milk,  or  of  lipase  when  the  percentage  of  fat  was  in- 
creased. The  secretion  of  a  larg^  amount  of  amylase  by  the 
nursing  baby  would  also  argue  against  absolute  specificity  in 
this  regard.  Some  sick  infants  were  tested.  It  was  soon  evi- 
dent, in  a  study  of  marasmus,  that  the  hypothesis  is  untenable, 
which  suggests  that  this  disease  is  associated  with  or  is  caused  by 
a  deficiency  of  these  ferments.  Even  in  advanced  cases  they 
were  not  lacking.  It  would  seem  probable,  therefore,  that  ab- 
sorption is  not  essentially  defective,  for  the  pancreatic  enzymes 
are  concerned  mainly  with  the  preparation  of  food  for  absorption, 
but  that  the  essence  of  this  disturbance  is  one  of  retention  and 
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assimilation.  Some  of  these  atrophic  infants,  although  secreting 
little  gastric  juice  to  act  as  a  stimulus,  secreted  a  very  large 
amount  of  thin,  watery  juice,  containing  all  the  pancreatic 
ferments,  although  weak  in  lipase.  This  pathologic  condition 
the  author  terms  "paralytic  hypersecretion  or  succorrhea,"  as  it 
suggests  the  hypersecretion  following  the  severing  of  the  chorda 
tympani  nerve.  The  loss  of  alkali  due  to  the  outpouring  of  this 
secretion,  which  serves  no  end,  as  it  does  not  neutralize  acid,  may 
constitute  an  important  loss  to  the  body,  and  seems  worthy  of 
further  study.  This  is  all  the  more  probable  when  we  consider 
that  dogs  with  pancreatic  fistulae  cannot  be  kept  alive  for  long 
periods  unless  they  are  given  alkali.  Cases  of  pylorospasm 
associated  with  gastric  hypersecretion  furnished  numerous 
examples  of  pancreatic  overactivity  of  a  quite  different  nature. 
In  these  instances  the  gland  probably  was  overstimulated  by 
the  normal  agent,  the  gastric  juice.  Such  cases  may  be  termed 
"functional  pancreatic  hypersecretion,"  and  later  may  develop 
into  the  paralytic  type. 

Blood-cultures  during  Life  in  Infants  and  Young  Children. — 
M.  WoUstein  and  E.  Morgan  (Anier.  Jour.  Dis.  Child.,  191 2,  iv, 
197)  readily  obtained  blood  for  bacteriologic  examination  from 
the  external  jugular  vein  in  infants  as  young  as  ten  daj'S  of  age. 
The  technic  of  the  authors  was  as  follows:  The  patient  having 
been  tightly  wrapped  in  a  sheet  to  secure  the  arms  at  the  sides 
and  prevent  struggling,  was  placed  on  a  table.  The  head  was 
turned  to  one  side,  hyperextended  over  the  end  of  the  table  and 
supported  in  that  position  by  an  assistant.  The  operator's  hands 
were  sterilized  in  the  usual  manner.  The  site  of  aspiration  was 
washed  with  alcohol  and  dried,  after  which  tincture  of  iodin  was 
applied  and  allowed  to  remain  for  three  minutes.  In  few  cases 
was  the  vein  so  obscured  as  to  necessitate  the  removal  of  the  iodin 
before  puncture.  The  entrance  into  the  vein  was  most  readily 
effected  during  a  paroxysm  of  crying  when  the  vessel  was  dis- 
tended. Digital  pressure  above  the  clavicle  was  found  to  be 
practically  valueless  in  increasing  the  prominence  of  the  vein. 
A  2-c.c.  Luer  syringe  was  used  with  a  22-gauge  needle  1.5  cm.  in 
length.  The  needle  was  inserted  into  the  vein  in  the  direction 
of  the  blood  current  and  i  c.c.  of  blood  was  drawn  off  and  trans- 
ferred directly  to  30  c.c.  of  bouillon.  It  is  important  that  the 
concentration  should  not  be  greater  than  one  in  twenty  or  thirty 
in  order  to  avoid  bactericidal  action  of  the  blood.  Broth  of  a 
reaction  of  +0.5  per  cent,  of  phenolphthalein  was  used  in  making 
these  cultures.  Fluid  media  give  better  results  than  do  solid 
ones.  Three  points  in  the  technic  are  worth  emphasizing:  the 
iodin  should  remain  on  for  at  least  three  minutes  before  puncture; 
the  puncture  should  be  performed  through  the  iodin  whenever 
possible;  it  is  essential  that  the  vessel  be  entered  with  the  least 
possible  manipulation  in  order  to  avoid  contamination  from  the 
deeper  layers  of  the  skin.  In  a  few  cases,  usually  well-nourished 
babies,  the  jugular  vein  is  completely  obscured  by  the  subcutane- 
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ous  fat.  The  pneumococcus  was  found  before  the  crisis  in  the 
blood  in  four  out  of  thirteen  cases  of  lobar  pneumonia  (30.8 
per  cent.),  all  of  which  patients  recovered.  A  bacteriemia  was 
demonstrated  in  six  out  of  twenty-six  cases  of  bronchopneumonia 
(23  per  cent.),  the  pneumococcus  being  recovered  in  four  and  the 
streptococcus  in  two.  Both  streptococcus  patients  died  and 
one  pneumococcus  case  also  proved  fatal.  In  eight  broncho- 
pneumonia cases  without  bacteriemia  the  patients  also  died. 
The  highest  percentage  of  positive  blood  cultures  was  found  in 
cases  of  empyema:  nine  of  fourteen,  or  64.3  per  cent.  But  even 
in  empyema  bacteriemia  does  not  necessarily  mean  a  fatal 
prognosis,  as  in  33.3  per  cent,  of  the  positive  cases  the  children 
recovered. 

Acute  Appendicitis  in  Children. — Analyzing  a  series  of  208 
cases  of  appendicitis  in  children  up  to  seven  years  of  age  included 
in  the  records  of  the  London  Hospital  for  the  last  ten  years, 
H.  E.  S.  Stiven  {Practitioner,  19 12,  Ixxxix,  527)  finds  a  mortality 
of  4 1 . 8  per  cent. ;  perforation  or  gangrene  in  3 1 . 2  per  cent. ;  general 
peritonitis  in  25.9  per  cent.;  spreading  peritonitis  in  11. i  per 
cent.;  localized  abscess  in  40.4  per  cent.;  and  inflammation 
limited  to  the  appendix  in  14.4  per  cent.  Of  the  total  number 
of  cases  of  appendicitis,  4239,  admitted  during  this  same  period, 
506  died:  a  percentage  mortality  of  11. 9.  Thus  we  see  that  the 
percentage  mortality  for  children  is  41.8,  and  for  other  cases 
eight  years  and  upward  10.3  per  cent.  It  is  possible  that  this 
higher  mortality  in  children  may  be  connected  with  the  relative 
shortness  of  the  omentum.  Owing  to  their  greater  liability  to  a 
generalization  of  the  infection,  early  operation  is  more  imperative 
in  children.  It  will  be  seen  from  the  figures,  given  above,  that 
the  odds  are  three  to  two  on  this  generalization  of  the  infection 
arising;  whereas,  if  they  are  operated  on  within  twenty-four 
hours,  the  mortality,  for  this  series  at  least,  is  nothing.  A  pro- 
longed operation  and  undue  exposure  cause  relatively  greater 
risks.  In  the  after-treatment,  certain  special  arrangements 
will  make  all  the  difference  between  success  and  failure.  The 
Fowler  position  is  even  more  valuable  in  children  than  in  adults. 
Children  do  not  retain  salines  given  continuously  by  rectum 
well,  but  will  usually  retain  8  to  10  ounces  given  slowly  every  two 
to  four  hours.  Children  cannot  bear  starv^ation.  Raisin  tea,  a 
decoction  of  crushed  raisins,  may  be  given  with  advantage;  a 
feed  of  this,  alternated  with  albumin  water,  will  provide  them 
with  proteid  and  a  carbohydrate  (dextrose),  which  is  absorbed 
directly  unchanged.  The  bowels  should  be  opened  as  soon  as 
possible.  If  a  normal  motion  is  not  passed  within  twenty-four 
hours  after  the  operation,  a  glycerin  enema  should  be  given,  and 
syrup  of  senna  used  as  the  routine  aperient. 

Amputation  in  Infantile  Paralysis. — The  usual  tendency  of 
modern  surgery  is  toward  conservatism.  E.  M.  Cornen  and 
C.  E.  Bashall  (Lancet,  Sept.  23,  1912),  however,  record  a  series 
of  eight  cases  of  amputation  through  the  thigh  or  leg  for  the 
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treatment  of  neglected  infantile  paralysis.  All  improved  greatly 
in  general  condition,  and,  fitted  with  an  artificial  leg,  the  oldest 
has  become  self-supporting  and  others  will  do  so.  These  cases 
are  reported  as  showing  that  it  is  easy  for  conservative  treatment 
to  be  carried  too  far,  easily,  perhaps,  among  the  well-to-do,  and 
very  easily  among  the  poor. 

Treatment  of  Nocturnal  Enuresis. — After  briefly  reviewing  the 
many  methods  of  treatment  advised;  Mello-Leitao  {Brit.  Jour. 
Child.  Dis.,  191 2,  ix,  454)  reports  five  cases  cured  by  Cathelin's 
method  of  epidural  injections  of  artificial  serum.  This  method, 
the  writer  states,  acts  by  suggestion.  In  two  other  cases  these 
injections  failed,  and  in  one  of  them  lumbar  punctures  were  also 
unsuccessful  while  the  other  recovered  under  renal  opotherapy. 
Fresh  sheep  kidneys,  10  grams  daily,  were  given  for  over  eight 
months  though  enuresis  ceased  on  the  thirty-eighth  day. 

Blood-pressure  in  Scarlet  Fever. — J.  D.  Rolleston's  {Brit. 
Jour.  Child.  Dis.,  1912,  ix,  444)  remarks  are  based  upon  observa- 
tions made  on  122  cases  of  scarlet  fever  with  C.  J.  Martin's 
modification  of  Riva-Rocci's  sphygmomanometer  and  are  con- 
fined to  systolic  pressure.  In  this  series  the  blood  pressure  was 
found  to  be  subnormal  in  25  per  cent.,  the  extent  and  duration  of 
the  depression  being  as  a  rule  in  direct  relation  to  the  severity  of 
the  initial  attack.  In  the  great  majority  the  highest  readings  were 
found  in  the  first  week;  there  was  also  a  predominance  of  the 
lowest  readings  in  the  same  week,  but  in  a  large  minority  the  low- 
est readings  were  found  in  the  second  week.  The  normal  tension 
was  usually  reestablished  by  the  fourth  week.  In  the  majority 
of  cases  the  blood  pressure  was  lower  in  convalescence  than  in  the 
acute  stage.  In  48.4  per  cent,  of  the  convalescent  cases  the 
readings  in  the  recumbent  and  erect  positions  were  the  same,  or 
the  recumbent  was  higher  than  the  vertical  record  until  conval- 
escence was  firmly  established  (hypotension  of  effort).  With 
the  exception  of  nephritis,  complications  had  little,  if  any,  effect 
upon  the  blood  pressure.  In  only  a  minority  of  the  nephritis 
cases — twelve  out  of  thirty-three — was  the  blood  pressure  above 
normal,  and  the  hypertension  was  never  extreme  nor  of  long 
duration.  Sphygmomanometry  in  scarlet  fever,  as  in  most  of 
the  other  acute  diseases,  is  of  little  practical  importance  in  the 
acute  stage,  but  in  convalescence  may  give  some  indication  of 
the  severity  of  the  renal  lesion  which  may  be  of  value  in  subse- 
quent treatment  of  the  patient.  Pronounced  arterial  hypoten- 
sion, especially  if  accompanied  by  other  signs  of  acute  suprarenal 
insufficiency,  should  be  treated  by  adrenalin  or  suprarenal  extract. 
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